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Dear Fellow Bostonians,

I am proud to present the Blueprint to Eliminate Racial and Ethnic Health Disparities, a document that
represents the conclusion of a two year process by members of the Mayor’s Task Force. I established this
group last year and chose as my co-chairs, Deborah Jackson, the CEO of the American Red Cross of
Massachusetts Bay, and Dr. Gary Gottlieb, President of Brigham and Women’s Hospital. Members were
leaders from multiple sectors – business, community coalitions, health centers, higher education, hospitals,
and insurance – and charged with developing a comprehensive blueprint to eliminate racial and ethnic 
health disparities.

The Blueprint tries to shed light on the existence of racial and ethnic health disparities within Boston 
and offer recommendations on how to ameliorate them. It is part of an effort that has produced three
publications. In addition to this one, readers are encouraged to review the Project’s Data Report and the
Recommendations of the Hospital Working Group. Both contribute to the elucidation of the issue – one by
summarizing what we know about the inequitable health outcomes themselves and the other by indicating the
potential for hospitals to be agents of positive change in the battle against unnecessary illness and death.

The Task Force members worked diligently to produce the recommendations, which were informed by several
roundtables with community members and organizations that serve our diverse neighborhoods. Their voices
and concerns shaped the development of the recommendations and ensured that we addressed both health
care and environmental factors which contribute to disparities we see among our Asian, Black and Latino
Bostonians.

We hope that you find this report along with the Hospital Working Group and Data Report to be useful in
advancing the work to improve the health of all Bostonians, but particularly those who are in greatest need
due to the magnitude of the challenges they face.

Sincerely,

Thomas M. Menino
Mayor      





Dear Fellow Bostonians,

When Mayor Menino asked us to chair his Task Force to Eliminate Racial and Ethnic Health Disparities

about eighteen months ago, we were eager to support such an important effort, knowing that a number of

health problems have resulted in many preventable illnesses and premature deaths. We strongly believe that

health and human services must be available to all, regardless of race, ethnicity or income, and this Blueprint

is a starting point for improving the health of all Bostonians.

We were delighted that Mayor Menino decided to lead this effort personally. The Mayor appointed an

impressive array of local leaders and experts and all pledged their support for implementing the Task Force's

recommendations. The Task Force was instructed to examine the full range of causes of health disparities,

including such areas as racism and poverty, which are sometimes overlooked when the lens is too narrowly

focused. A very important commitment was made to develop an immediate action plan to mobilize resources

to implement the recommendations. As a sign of the strength to this commitment, more than $1 million

was raised during the Task Force's deliberations to fund its recommendations. Some of the City's leading

institutions including Blue Cross-Blue Shield, the Boston Foundation, Brigham and Women's Hospital,

Harvard Pilgrim Health Care Foundation, Massachusetts General Hospital, and the Boston Public Health

Commission, gave generously to this cause.

Of course, no single effort, not even one as well supported as this, will eliminate the causes of the disparities.

In order to end this problem, many different sectors will need to make a long-term commitment to address

the multiple contributing factors that cause health disparities. We believe that the work of the Mayor and 

the Task Force demonstrates that meaningful progress can be made. Our efforts represent the first steps 

of a collective, city-wide effort to combat this problem. We encourage you to take the Blueprint and its

recommendations to heart and join with us in the struggle to improve the health of all Bostonians, regardless

of race or ethnicity.

Sincerely,

Deborah Jackson Gary Gottlieb, MD, MBA
American Red Cross of Massachusetts Bay      Brigham and Women’s Hospital
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About the Mayor’s Task Force Blueprint

The Mayor’s Task Force Blueprint provides two necessary final components to the Disparities Project.
One of these is a thoughtful, well-researched chapter that summarizes what is known about the causes 
of these health disparities. Armed with evidence-based arguments it debunks some of the more popular
myths regarding the differences between the health of people of color and that of white people, such as 
the notion that such differences are largely a reflection of genetic composition or of individual behavioral
choice. And it explains the necessity of extending one’s vision beyond what occurs within the doctor’s
office to encompass the important roles that poverty, segregation and racial and ethnic prejudice play in
health outcomes.

The second component of the Blueprint is its heart and soul, the list of recommendations for action steps
to eliminate racial and ethnic health disparities. This compilation of twelve recommendations — 8 with a
health care focus, 4 with an environmental or societal focus — is offered as a guide both for the short-term
and for the long-term. Each of the twelve includes a sweeping goal which we believe must be addressed 
in order to eliminate disparities. It is then followed by a few places to begin. This latter category was
considered necessary so that we are not overwhelmed by the enormity of our tasks. We believe that we
must begin the struggle against disparities both aware of the scope of the problem and confident that
initial, small steps can improve conditions. There are many ways to begin this work and these short-term
and intermediate steps are not intended to be exhaustive. Rather, they highlight action steps that can be
started with the resources that are available. This section of the Blueprint will be utilized as a guide in the
release of a $1 million Request for Proposals in the near future.
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Introduction

Over the past 20 years, a growing number of studies have shown that White people are healthier than people of
other races and ethnicities. The effect of these disparities on our population has become the number one public
health concern for the City of Boston. This report reviews the many facets of this concern and lays the foundation
for a series of recommendations on how to address it.

Although people of color generally have fewer economic advantages than Whites and often live in less healthy

environments, income and environment alone do not explain their poorer health. Nor are disparities simply a

function of unhealthy behaviors or inappropriate utilization of health care services. In fact, recent studies show that

people of color actually get worse treatment within the health care system, even when they have equal access to

health insurance and services. “Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care,”

the groundbreaking 2002 report from the National Academies’ Institute of Medicine (IOM), clearly documented 

the health care system’s role in producing and perpetuating health inequalities. Alan Nelson, former president of the

American Medical Association and the chairperson of the IOM committee that wrote the report, said:

“Disparities in the health care delivered to racial and ethnic minorities are real and are associated 

with worse outcomes in many cases, which is unacceptable. The real challenge lies not in debating 

whether disparities exist, because the evidence is overwhelming, but in developing and implementing 

strategies to reduce and eliminate them.”
1

Since that report was released, researchers have done more studies to better understand and address both these

inequalities in care and the underlying inequities that make certain populations less healthy in the first place. Federal

agencies, foundations, health insurers, and hospitals have funded new research. Medical, public health, nursing, and

dental associations have held conferences on racial and ethnic disparities in health. Community-based organizations

and community health centers have organized providers and residents to advocate for change. Other initiatives were

already under way at the federal
2

and local level, including the Boston Healthy Start Initiative’s efforts to decrease

infant mortality among Black women; community coalitions under the CDC’s Racial and Ethnic Approaches to

Community Health (REACH) initiative have focused on eliminating racial and ethnic disparities in cancer, AIDS,

cardiovascular disease, and diabetes.

Together, the Mayor of Boston and the Boston Public Health Commission imagined ways that a city—especially

one that is a center of medical research and practice—could marshal its resources to address these issues. The Mayor’s

Task Force to Eliminate Racial and Ethnic Disparities in Health is a product of this vision.

The Disparities Project ultimately hopes to develop strategies that will close the health gap between White residents

and residents of color in Boston. The Task Force recognizes that health care is only partly responsible for the 

health of the population: social factors such as the environment, housing, poverty, stress, racism, and neighborhood

infrastructure (including residential segregation) play a large role. That is why our recommendations address housing

agencies, public safety officials, educators, business leaders, health care institutions, elected officials, health insurers,

and others. These recommendations form the backbone of this report.

To illustrate the context in which the Task Force developed its recommendations, we will review the social history 

of race and ethnicity in American society and explain how race shapes the social, environmental, and economic

conditions that affect health. Then we will discuss how race affects people’s experiences in the health care system

and, finally, offer a case study focusing on one neighborhood and one disease.

3
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Ethnicity, too, is not a biological category. Ethnicity

refers to shared ancestry, geography, historical

experiences, and heritage, often expressed through

similar customs, symbols, social norms, and language.
11,12

But the populations that make up an ethnic group may

also be very different from one another. For example, in

the U.S. “Latino” and “Hispanic” are ethnic labels, but

these categories include a wide range of people from

places such as Puerto Rico, Cuba, Mexico, the

Dominican Republic, and South and Central America.

Moreover, people labeled Latino or Hispanic might also

consider themselves to belong to a racial group like

Black, White, or Asian. Similarly, the term “Asian”

encompasses people from South Asia, East India,

China, Japan, Korea, and Indonesia, and elsewhere.

Such a broad category hides important differences

between groups that have different histories,

experiences, and resources.

In short, people of color do not have different genes or

different biological characteristics that are inherent in

the genes. So innate physical differences cannot explain

why they are less healthy than White people. Rather,

race and ethnicity determine the social conditions in

which people live, and those conditions affect their

health. In societies where people of certain races are

discriminated against, they will often be less healthy

because they have less access to health care and

economic opportunities, and may live in unhealthier

conditions.

What are Race and Ethnicity?

On its face, race might seem to be a biological concept,

since people of different races do look physically

different. These differences led physical anthropologists

in the 18th century to divide humankind into different

racial groups based on skin color, physical

characteristics, and region of origin. Over time, the idea

of discrete racial groups has become part of American

society.

We now know, however, that physical differences

between so-called races are not based on genetic

differences.
3,4,5 

In fact, scientists have found remarkable

genetic similarity between so-called races.
6,7  

The

physical differences that we see are mostly the products

of environment. For example, people who originated

and stayed near the equator maintained darker skin to

protect them from the damaging rays of the sun. People

who migrated north evolved lighter skin to capture

sunlight and produce vitamin D. The racial groups that

we have come to accept—White, Black, Asian, and

Indian—are not biologically valid categories.

Moreover, racial classifications vary considerably

according to time and place.
8 

For example, some people

who are considered Black in United States might be

considered White in Brazil and “Colored” in South

Africa. And the racial categories we use in this

country—including the categories used by the U.S.

Census—have evolved over the generations.
9

These

facts show why race is considered a social construction.
10

This expression means that the concept of “race” is built

by individual societies, which determine its meaning

and impact.

The way people were assigned to the racial categories

we know in the United States reflected unexamined

assumptions that darker-skinned people were innately

inferior to lighter-skinned people. These were the same

assumptions behind slavery, behind Jim Crow laws, and

behind the institutionalized practices of discrimination

whose effects are still felt today.
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When most people hear the word “racism,” they

envision cruel acts of discrimination and violence

against Black people, as in the Deep South 50 years

ago or in South Africa as recently as 20 years ago.

But racism is not always so extreme or visible; it

encompasses all beliefs, attitudes, institutional

arrangements, and acts that denigrate individuals or

groups because of their physical characteristics or

ethnic group affiliation.
14 

At the institutional level—where it is embedded almost

invisibly in social structures, laws, and customs—racism

affects access to goods, services, and opportunities,
15

including health care and many of the factors that make

up a healthy environment. At the interpersonal level—the

level of prejudice and discrimination
16

—racism affects

the way people are treated by others, both intentionally

and unintentionally.

And at the internal level, racism affects people’s own

beliefs about who they are and what they can do,
17

sometimes leading to self-destructive behaviors such as

drug abuse or interpersonal violence.
18

Racism in the delivery of health care has a long and

disturbing history in the United States that has certainly

harmed the health of racial and ethnic minorities.

Medical care provided to Black slaves was segregated,

inferior, and exploitative.
19

Even after slavery ended,

separate and unequal medical care was the only care

available to African-Americans. Well into the mid-1900s,

most U.S. medical schools did not accept Black or Latino

applicants.

Worse, the U.S. government has committed documented

atrocities against Black and Latino people.

From 1932 to 1972 the U.S. Public Health Service

sponsored the Tuskegee Syphilis Study, a shameful

example of human experimentation: Black men with

syphilis were denied knowledge of their diagnosis and left

deliberately untreated.
20

Government and medicine also

colluded in forced sterilization and other eugenic

practices intended to control the growth of minority and

immigrant populations in Puerto Rico: between the

1930s and the 1970s approximately one-third of Puerto

Rican women of childbearing age were sterilized.
21,22

Partly because of this history, many people of color

distrust the health care system. This can make it harder

for them to seek care.

Even today, many African-Americans and Latinos feel

discriminated against in the health care system.

In 2000, the National Institutes of Health (NIH) of

the U.S. federal government defined health disparities

as “differences in the incidence, prevalence, mortality,

and burden of diseases and other adverse health

conditions that exist among specific population groups

in the United States.”
13 

When these differences are apparent even after other

factors are accounted for, we can conclude that some

inequity between population groups is responsible for

them.

Despite the national and local progress that has been

made toward explaining and addressing 

these disparities, it is clear that their underlying causes

are complicated and many. The specific racial and

ethnic health disparities best documented in Boston

today, and some of the social factors that may account

for them, are detailed in the Data Report that has

been developed as a part of the Disparities Project.

What Are Health Disparities?

What Is Racism  and How Does It Affect Health?

6



In Boston, Black residents are more than four times 

as likely as White residents to say they have felt

discriminated against based on their race when seeking

health care. Latino residents are two times as likely as

Whites to report such perceptions.
23 

Of course, racism and perceptions of racism also persist

outside the health care system. In Boston, a much

higher proportion of Black residents (20.8%) and

Latinos (18.1%) than Whites (2.9%) feel that they have

been treated worse than others in the workplace because

of their race.
24 

Wherever it occurs, perceived

discrimination affects both mental and physical health.
25

Studies have found that people who feel that they have

been discriminated against have higher levels of

distress,
26,27 

depression
28,29

stress,
30,31,32,33,34,35,36,37

and anxiety.
38

Discrimination has been associated with increased

mortality,
39,40

very low birth weight,
41,42

and worse

cardiovascular health, including hypertension.
43,44

People who experience discrimination have reported

disproportionately higher rates of smoking
45

and alcohol

and drug use and dependence.
46,47

They also rate their

health as poorer than those who have not felt

discriminated against.
48 

CONTRIBUTING  FACTORS TO HEALTH DISPARITIES / 7



Socio-economic status refers to a group or person’s

position in society as measured by income,

education, and occupation.
49,50,51

It helps determine access to power, privilege, and

resources that are associated with health; all across

the world people with higher socio-economic status

are healthier than those with lower status.
52,53,54

Poor

people are more likely to be affected by smoking,

lack of exercise, poor diet, chronic stress, inadequate

social support, hazardous workplaces, unsafe and

crowded housing conditions, lack of health

insurance, and other factors that can compromise

health.
55  

This dynamic is evident in Boston. Based on

analysis done by the Boston Public Health

Commission, compared with residents of the four

highest-income neighborhoods, residents of the

four lowest-income neighborhoods are less healthy.

The death rate from all causes is 30% higher in the

poor neighborhoods; residents are two and a half

times as likely to die from diabetes, four times as

likely to die of HIV/AIDS, and twice as likely to

die from injuries.

People of color are more likely to be poor, but this

socio-economic disparity does not fully explain the

disparities we seen in health. Even when researchers

control for socio-economic status, racial and ethnic

health disparities remain:
56,57

Blacks in the United

States are less healthy than Whites even when they

have the same income. For example, the disparity

in infant mortality between Blacks and Whites 

is greater for college-educated women than for 

high-school-educated women.
59

In fact, the infant

mortality rate among White women who have not

completed high school is lower than the rate among

Black women who have graduated from college.
60 

Socio-economic Status
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As in most communities in the United States, racial

and ethnic groups are distributed unevenly

throughout Boston. According to the 2000 U.S.

census, about 92% of Boston’s Black population

lives in seven neighborhoods—Roxbury,

Dorchester, Mattapan, Hyde Park, Jamaica Plain,

the South End, and Roslindale. These same

neighborhoods are home to about 63% of the city’s

Latino residents; another 17% of Latinos live in

East Boston.
61

Boston is so segregated that 76% 

of Blacks and 60% of Latinos would have to move

before racial and ethnic groups were evenly

distributed.
62              

Surveys show that compared with Whites, African-

Americans and Hispanics are more interested in

living in non-segregated neighborhoods.
63  

But

persistent racial and ethnic discrimination in

housing keeps residential segregation in place.
64  

David Williams, Ph.D., a national expert in racial

disparities, has explained the relationship between

segregation and health this way:

“Residential segregation, a product of long-standing

institutional and individual racism, represents a

fundamental cause of racial disparities in health 

because it perpetuates racial disparities in poverty,

education, and economic opportunity that, in turn,

drive disparities in health.

The social and spatial marginalization associated

with segregation reinforces substandard housing,

underfunded public schools, employment

disadvantages, exposure to crime, environmental

hazards, and loss of hope, thus powerfully

concentrating disadvantage.”
65

Research shows that residential segregation is 

associated with myriad health risks. For example:

� Segregated neighborhoods have higher levels of 

air pollution and other environmental hazards.
66 

� Segregated neighborhoods have less access to

recreation space and large supermarkets, which

makes it more difficult for residents to exercise
67  

and buy healthy, affordable food.
68,69

� Segregation has been associated with higher 

crime and homicide rates.
70  

� Segregation can increase people’s exposure to

behavioral risks. Tobacco and alcohol advertising

is rampant in communities of color, which also 

have more liquor stores than less segregated 

areas.
71,72 

� Segregation has been linked to higher infant 

mortality rates and higher adult mortality rates.
73,74,75

Neighborhood segregation tends to reflect differences

in income,
76

but the link between segregation and

health is not due to income alone. In fact, the United

States is more segregated by race and ethnicity than it

is by income. And segregation affects health even

when socio-economic factors have been accounted for.

One study found that after adjusting for family

income, residential segregation was associated with

increased mortality risk for Blacks aged 25 to 44.
77

Segregation is also associated with higher risks of

tuberculosis,
78

cardiovascular disease,
79

teenage

childbirth,
80

and homicide
81

for people of color.

Residential Segregation 
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Poor neighborhoods and highly segregated ones often

suffer the worst liabilities of the urban environment:

pollution, crime, low-quality and crowded 

housing.
82,83,84

More generally, decaying

neighborhoods—those with vacant or boarded-up

houses, graffiti, and abandoned cars on the block—

have higher rates of premature death, even when 

socio-economic status is taken into account.
85

One major health risk has to do with what has been

called “environmental racism.”
86  

Owing to their relative

lack of political power, minority and lower-income

neighborhoods in Boston and around the country are

more likely to be home to waste sites and other

facilities that expose residents to environmental 

toxins.
87,88,89,90,91,92 

Of the 22 waste sites in Boston, half are in the

predominantly Black and Latino neighborhood of

Roxbury. In 2004, of the city’s 902 auto-body shops

(which can produce volatile organic compounds that

are harmful to human health and the environment),

29% were in Dorchester and 10% were in Roxbury.
93

Other risks have to do with poor housing. Children

who live in poorly maintained housing are more likely

to be injured—for example, by falling from a window.

Older houses with deteriorating paint may also expose

children to lead poisoning, which can cause brain

damage and developmental delay.

Lead poisoning is concentrated in Boston

neighborhoods that are predominantly communities 

of color: Dorchester, Mattapan, and Roxbury.
94  

So is asthma, which can be triggered by mold (more

common in leaky houses or apartments) or household

pests like cockroaches and rodents. In Boston, asthma

is more common among people of color. Boston’s Black

and Latino children are hospitalized for asthma at

higher rates than White or Asian children, and Black

adults are more likely than White adults to have

asthma.
95  

Neighborhood Environment
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Diets that are high in sugar and saturated fat have

been linked to heart disease, stroke, cancer, obesity,

and diabetes.
96,97,98,99,100,101 

On the other hand, diets that

are high in fruits and vegetables have been found to

protect against those same diseases.
102,103,104 

Yet

healthier foods often cost more. Since Black and

Latino communities are more likely to be poor,

people in those communities may have particular

difficulty affording healthy foods.
105  

A related problem is that Black neighborhoods have

fewer supermarkets than White neighborhoods do.
106

Segregated and poorer areas have more corner shops,

convenience stores, and smaller supermarkets than

larger supermarkets,
107,108,109

but these stores tend to

have less variety and charge higher prices. Residents

who depend on public transportation may have to

take multiple buses or trains to reach a major

supermarket.

Others may rely on costly taxis to get to the grocer.

Several studies have shown that the foods

recommended for diabetic, in particular, are less likely

to be available in non-White neighborhoods.
110,111,112

When members of the REACH 2010 Breast and

Cervical Cancer Coalition and Women Health

Ambassadors (WHA) compared urban and

suburban grocery stores as part of their Community 

Mapping Project in Boston, they did not find that

prices varied much. However, they found that the

urban stores were not as attractive or well

maintained, had poorer-quality food, and provided

less nutrition information and customer service.
113 

Like eating a nutritious diet, getting enough exercise

can help people stay healthy but is harder to do in

many minority neighborhoods. Regular exercise is

easier in safe and walkable neighborhoods with

adequate green space.
114,115,116 

If neighborhood

residents do not feel safe or do not think the police

will respond promptly to their needs, then they are

less likely to exercise outdoors. In Boston, fewer

than 30% of Black, Asian, and Latino adults report

that they get the recommended amount of exercise,

compared with 42% of Whites. Black, Asian, and

Latino high school students are also less likely than

their White counterparts to get enough exercise.

Lack of exercise is a strong risk factor for

overweight and obesity; 64% of Black residents and

56% of Latino residents are overweight, compared

with 43% of Whites.
117 

Diet and Exercise
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� African-Americans and Hispanics are significantly less

likely than Whites to receive cardiovascular procedures,

even after adjusting for primary diagnosis, age, gender,

insurance type, income, and other factors 
that might have explained the differences.

125 

� Latinos are less likely than non-Latinos to have a

regular health care provider (68.5% versus 84.1%) or a

regular place for receiving health care (93.4% versus

96.2%), according to one study.
126 

The Latino
respondents were also more likely than non-Latinos to 
report that they needed medical care during the  
previous year but could not get it (6.5% versus 5%).
Latinos were significantly less likely to have received
several preventive measures in the preceding year,
including screening for high blood cholesterol; screening 
for breast, cervical, and colorectal cancers; pneumococcal
vaccination; and influenza vaccination.

127 

� Among men with prostate cancer, aged 50 to 69, Blacks 
were less likely to undergo prostatectomy. For all age 
groups, twice as many Blacks as Whites received no
treatment for prostate cancer.

128 

� Only 47.7% Cambodians surveyed reported having ever

had their blood cholesterol checked, compared with

70% of all U.S. Asians and 77.4% of the general U.S.

population.
129 

Cambodian and Vietnamese

women were less likely to have had Pap tests (64.2%

and 65.5%, respectively) than women in the total Asian 

and general U.S. populations  (74.5% and

85.8%, respectively). About 19% of Cambodians and 

40% of Vietnamese over 65 years old reported ever

having had a pneumococcal vaccine, compared with 

63.4% of all Asians and 61.8% of the general U.S.

population.
130

� People of color who need pain medication are less likely

to get it. For example, African-Americans with cancer

are less likely to receive pain treatment than Whites.
131

One study in an emergency department found that

Hispanic patients with bone fractures were twice as 

likely to go without pain medication as non-Hispanic 

Whites with similar injuries.
132  

Health Care Access and Quality

Factors such as socio-economic status, environment,

education, and nutrition probably play a bigger role

in health than does the health care system itself.

Nonetheless, access to medical care is critical,

especially for managing the chronic diseases that

disproportionately affect people of color. Both

access to health insurance and quality of care can be

problems for racial and ethnic minorities.

Nationally, people of color are much less likely to

have insurance than non-Hispanic Whites. In 2000,

32% of Hispanics lacked insurance, compared with

9.7% of non-Hispanic Whites. About 18% of

Blacks and Asians/Pacific Islanders were also

uninsured.
118 

Even among the poor, insurance rates

differed by race and ethnicity. For example, 43% of

poor Hispanics were uninsured, compared with 25%

of poor non-Hispanic Whites.
119 

In Boston, 11.7% of all residents are uninsured.
120

One in 7 Latinos and 1 in 9 Blacks are uninsured,

compared with 1 in 15 Asians and 1 in 18

Whites.
121 

More Boston residents of color,

especially Asians and Latinos, report that they

could not afford to see a doctor when they needed

one in the previous year.
122 

Whether or not people of color have insurance, the

quality of care they receive may suffer.

The 2002 study by the Institute of Medicine found

that when differences in socio-economic status,

payment source, and severity of illness, are not a

factor, patients of color are less likely to get

acceptable treatment for various illnesses.
123  

Some examples of inequality in care:

� African-American patients who need advanced 

cardiovascular procedures are less likely to get 

them than their White counterparts, regardless of 

insurance. In one study of about 86,000 Medicare

patients,Whites were four times as likely to

receive coronary artery bypass graft surgery as 

African-American patients.
124  
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Among the benef its of a more diverse system:

� Health care professionals from racial and 

ethnic minority groups are more likely than their

White counterparts to work with minority and

medically underserved communities, and this 

might improve access to care for people of 

color.
141,142,143  

� A more diverse workforce could help give

immigrant populations access to the care they 

need. A recent study found that about 40% of

Hispanic patients consider the physician’s ability 

to speak their language a significant factor in

choosing a doctor, even when controlling for the

doctor’s location.
144 

� African-American and Hispanic patients whose 

doctors share their ethnicity are more satisfied

with their medical appointments, rate the

quality of their health care higher, are more likely 

to feel treated with respect, and feel more satisfied

with their care than those who have 

doctors of a different ethnic group.
145,146,147,148

Better hiring practices will not be enough to change

the face of the health care workforce, these reports

conclude. Rather, the pipeline of minority students

entering the health professions must itself be

increased.

The Institute of Medicine Committee that wrote the

2002 report attributed such disturbing differences in

quality of care to unconscious stereotypes and

assumptions that lead physicians to prescribe different

treatment for people of color. The researchers

concluded that these biases are essentially invisible to

institutions and providers unless they constantly

gather and analyze data about treatments according to

the race and ethnicity of the patients. Patient

satisfaction surveys might also miss these differences if

they are not analyzed by race and ethnicity.

As we noted before, discrimination is a barrier to

care,
133 

and a much higher proportion of Boston’s

Black (8.3%) and Latino (4%) residents than White

(1.9%) residents say they have been treated worse than

others because of their race when they seek health

care.
134 

Patients of color are acutely aware of

differences in treatment and often report insensitivity

by White providers. In a series of meetings with

community coalitions, the Boston Public Health

Commission heard repeated complaints about

insensitive racial comments from providers, inadequate

treatment of pain, and unwillingness to communicate

important information to patients. Surveys support

this finding.

One reason for this insensitivity is that people of color

are severely underrepresented in medicine, nursing,

and dentistry. The lack of diversity in the health care

system creates an institutional climate that can seem

hostile to the needs of people from minority

communities. Although African-Americans, Latinos,

and Native Americans represent more than 25% of the

U.S. population,
135 

they make up about 6% of

physicians
136 

and 8% of nurses.
137

Recent reports by

the Sullivan Commission,
138

the Institute of

Medicine,
139 

and the Massachusetts-based Health

Care for All
140

underscore the need for better

representation of racial and ethnic minorities in the

health care workforce.
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To illustrate how these different factors come together

to affect health and how to think about racial and

ethnic disparities in a particular neighborhood, we

present the example of asthma in Roxbury. We chose

Roxbury because it is an ethnically diverse, low-

income community in Boston. We chose asthma

because it is a chronic disease affecting both adults

and children, its symptoms can be triggered by

numerous irritants in the environment, and there are

clear guidelines about how it should be treated.

Roxbury is disproportionately affected by asthma,

especially among children. Between 1998 and 2002,

Roxbury children under the age of five were nearly

twice as likely to be hospitalized for asthma as

children in all other neighborhoods of Boston (14.6

hospitalizations per 1,000 children in Roxbury,

compared with 7.9 for the rest of Boston). Hispanic

and Black children were 50% more likely to be

hospitalized for asthma than Whites in this

neighborhood.
149 

Compared with Boston as a whole, Roxbury has a

larger Black and Latino population: it is 53% Black,

22% Latino, 15% White, and 5% Asian.
150

Roxbury is

also among the poorest of Boston’s neighborhoods. As

of the 2000 census, 29% of Roxbury’s population was

below the poverty level, compared with 20% of

Boston’s overall population.
151 

Also, 29% of Roxbury’s population had less than a

high school education or GED, compared with 21%

of Boston’s overall population.
152  

A study in 2002

showed that Roxbury’s median monthly rent

consumed 70% of neighborhood residents’ median

income.
153  

Roxbury’s poverty fosters an environment that can

trigger asthma or make it worse. For example, as of

the 2000 census just 23.7% of Roxbury’s Black

residents, 11.7% of Asian residents, and 10.7% of

Hispanic residents owned their homes, compared

with 43.7% of non-Hispanic White residents.
154 

Renting instead of owning a home gives people less 

control over their home environment.
155,156

Poor

housing conditions can give rise to dust and

household pests, two well-established asthma

triggers.
157,158

These triggers are highly concentrated in

poor neighborhoods and often even more highly

concentrated where poor Blacks and Hispanics live.
159

Roxbury also has a disproportionate number of

garbage disposal sites, which generate dust and invite

infestation by rodents and insects.

Poverty puts particular pressure on families whose

children have a chronic illness. Children with asthma

may require multiple prescriptions, each with its own

co-pay; families that are strapped for money may have

to choose which prescriptions to fill and which to

save for later. When children unexpectedly get sick or

need to see a doctor, parents may have to miss work,

which reduces their badly needed earnings and

threatens their employment. This is a special

challenge for single parents. Poverty also increases

stress for families, which in itself can worsen a

chronic illness.

Behavioral risk factors for asthma are also more

prevalent in Roxbury. For example, smoking or being

exposed to secondhand smoke can trigger or

exacerbate asthma symptoms. Roxbury has the

second-highest rate of smoking during pregnancy

among all Boston neighborhoods (7.3% of all births,

compared with 4.5% for Boston as a whole). In part

this reflects the tobacco industry’s targeted marketing

to racial and ethnic minorities. In a study of tobacco

advertising in the Boston area, Roxbury residents were

exposed to about six times as many brand

advertisements as they were to No Smoking signs.

Beacon Hill residents, on the other hand, were

exposed to only about 1.6 and 1.2 times as many

brand advertisements. Advertising to youth,

especially, increases their likelihood of smoking.
164,165
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Closing the Black-White gap in asthma complications

will require a broad range of specific interventions.

But some general conclusions that emerged from this

example are applicable to many other health

disparities.

For example:

� We need better data to evaluate racial disparities.

� Environment and health are inextricably linked.

� Housing plays a major role in health and 

health disparities.

� Addressing residential segregation can help

reduce health disparities.

� Poor communities need more economic

opportunity.

� Safe neighborhoods are essential to promoting 

exercise and recreation.

� Access to affordable health insurance and health 

care makes a big difference for poor people and

people of color.

� Community-based organizations must educate

patients to help them prevent and manage

disease.

These programs must be culturally competent—in

other words, care providers should be familiar with the

communities they serve and refrain from stereotyping

or making inaccurate assumptions about patients of

color.

Evidence suggests that safe, supervised exercise

improves asthma among children, but high school

surveys show that Black and Latino adolescents get

less exercise than their peers. Part of this disparity

may have to do with neighborhood safety and

walkability. Though the media image of Roxbury as a

crime center may be unfairly exaggerated, Roxbury

did have a homicide rate of 14.1 deaths per 100,000

in 1999–2002, the fourth-highest rate among all

neighborhoods (the figure for Boston as a whole was

7.2).
166

Concern for safety may dissuade families from

sending children outside to play, and neighborhood

surveys show that Roxbury has proportionately fewer

supervised recreation facilities than more affluent

parts of the city.

Finally, access to health insurance and quality health

care is critical for managing asthma. Although data

on the actual prevalence of asthma are inadequate, the

rate at which children of color are hospitalized for

asthma suggests that they are not receiving the most

effective care. Massachusetts is fortunate in that all

children are eligible for some form of insurance,

regardless of their family’s ability to pay. Nonetheless,

certain children’s insurance programs severely limit

prescription coverage, and multiple co-pays and out-

of-pocket expenses stress families’ limited economic

resources.
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Community Assets

� The Boston Public Health Commission's Asthma

Prevention and Control Program works with the

community to improve housing conditions. It 

offers help with pest management and air-quality 

testing, and provides a Healthy Homes guide

online.
167

� Boston now restricts smoking in city workplaces.

The smoking ban means that people with asthma

will be exposed to much less secondhand smoke

when they go to work or visit a restaurant or 

public space.

These measures are important steps toward reducing

racial disparities in asthma for Roxbury residents, but

they are only a start toward reducing health disparities

in Boston as a whole. The recommendations that

follow were developed as a guide for eliminating racial

and ethnic disparities in health without regard to

neighborhood or specific disease condition. They are

not meant to derail or supplant current initiatives.

Rather, they are meant to engage a much broader

community in the short- and long-term work of

achieving health equality in Boston. Addressing racial

and ethnic health disparities is more than just the

leading public health enterprise for the city; it is the

core of building a stronger community and a better

Boston.

Strong in human assets and spirit, the Roxbury

community has already responded to some of these

needs. The many passionate organizations, churches,

and individuals devoted to the community have

worked to keep its residents well. The community

health centers in Roxbury—Whittier Street, Dimock,

and Roxbury Comprehensive Community Health

Center—provide vital services that are sensitive and

responsive to the needs in their neighborhoods. They

form the front line of asthma treatment in the

community.

Community coalitions, health centers, community-

based organizations, city agencies, churches, health

care providers, and businesses have devoted time and

resources to the problem of asthma in Roxbury.

For example:

� Resident-guided community-development

initiatives such as the Roxbury Action Program 

have addressed housing issues in Roxbury.

� The Boston Urban Asthma Coalition has

brought together a broad range of community

partners in Roxbury, Jamaica Plain, and

Dorchester.

� Health insurers such as Neighborhood Health

Plan and Harvard Pilgrim Health Care have

developed disease-management to help control 

asthma symptoms among their patients.

� The Neighborwalk, Steps to Wellness, and Kids 

with Asthma Can Swim programs launched by 

the Boston Public Health Commission

encourage physical activity in Roxbury and other

neighborhoods.
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A comprehensive, multi-level strategy is needed to eliminate
disparities in health. Since research shows that people of color
tend to receive a lower quality of health care than Whites, attention
must be focused on needed changes in virtually all sectors of the
health care industry. However, the health of people of color is also
affected by conditions outside of the health care field – such as the
quality of housing, employment opportunities, the availability and
affordability of healthful food, access to parks and recreational
facilities, and the safety of the environment.

There are a total of twelve recommendations that have been
divided into two major segments, those specifically germane to the
health care field and those related to larger societal factors and
circumstances. In developing these recommendations, we have
tried to include concrete action steps that a broad range of
stakeholders should take in City-wide efforts to eliminate health
disparities. Health care organizations, insurers, public officials,
community-based organizations, foundations and businesses can
each play a role in implementing the proposed recommendations.

We have attempted to address two separate and distinct needs.
Our first aim is to provide a series of overarching
recommendations. These are broader, longer-term objectives for
change. They include ambitions like the elimination of barriers to
employment and a major change in the racial and ethnic
composition of the healthcare workforce. Our Task Force and the
Boston Public Health Commission can work towards the
achievement of these outcomes, but our influence is limited and the
time frame for accomplishment is long. Yet, to exclude these larger
goals would minimize the deep societal changes that are needed to
ensure that health disparities are eliminated.

Our second aim is to develop short-term and intermediate action
steps, ones that can be reached in the next few years with the
dedication of available resources and the prioritization of activities.
These suggested action steps are not intended as the only ones
needed to overcome health disparities. Rather, these are offered as
examples to highlight that meaningful changes are within our
grasp. Without such efforts, we run the risk that the Blueprint will
fail to improve conditions for local residents in the near future, a
compelling need given the daily suffering caused by preventable
illness and premature death.

MAYOR’S TASK FORCE BLUEPRINT RECOMMENDATIONS  
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Section 1 – Health Care and Public Health

B1-1  Health Insurance:
Ensure that all residents have access to universal, affordable, high quality, and
comprehensive health insurance, regardless of income and residency status.  Insurance
should cover a range of services that may help end disparities — such as reimbursement
for interpreter services and community health workers — and should avoid payment
mechanisms that may increase disparities, such as excessive co-payments.

Short-term/Intermediate Action Steps:
a. Actively participate in the current State debate about the retention and 

expansion of insurance and retention of the Free Care Pool.
b. Promote coverage for all racial and ethnic groups and expand the range of

reimbursable services in the current advocacy efforts.  Such efforts should include 
the development of a cost/benefit analysis of the recommended coverage.

B1-2  Data Collection:
Require that all health care organizations and insurers gather uniform data on the race,
ethnicity, preferred language, and socioeconomic status of patient/member populations.
These same organizations should use these data to identify and reduce disparities in
clinical practice and outcomes, incorporating them into performance assessment and
quality improvement activities.

168, 169

Short-term/Intermediate Action Steps:
a. Implement standard data collection on the race, ethnicity, preferred language, and

highest level of education of patients in all acute care hospitals and a subset of
community health centers.

170

b. Collect and analyze information on access, utilization, and treatment by race and
ethnicity at a subset of hospitals and community health centers to promote an 
internal process of monitoring performance, and identifying and addressing 
disparities in treatment. 

B1-3 Patient Education:
Develop programs that build the skills of community members to become better informed
and equipped patients, able to effectively navigate through the health care system. Such
efforts should include the use of population-specific and/or disease-specific training and
educational tools and should expand access to English for Speakers of Other Languages
(ESOL) programs.

171

Short-term/Intermediate Action Steps:
a. Develop and assess the efficacy of several model programs that build on the skills 

of patients and community members.
b. Encourage additional resources for English of Speakers of Other Languages 

(ESOL) programs to include patient/clinician encounters as part of the curricula. 
c.   Prioritize the design of model programs for the elderly, women of childbearing age,

young men, and other segments of the populations for whom disparities are the greatest. 
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The Hospital Working Group Report has more detailed
recommendations that hospitals can follow to improve
data collection. The recommendations are listed in
Chapters 1 and 2 and are available on-line at
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B1-4  Health Systems:
Develop programs that identify and address specific obstacles to overcoming disparities.
Such components should include mechanisms for patient input and feedback, specialized
outreach and patient support efforts.   

Short-term/Intermediate Action Steps:
a. Develop and implement model patient ombudsperson programs in order to investigate

and achieve solutions to patient complaints regarding their care; mechanisms like 
patient satisfaction systems should be available in multiple languages to allow feedback
regarding the quality of health care provided. 

b. Support the work of community educators, outreach workers and/or patient navigators 
in order to increase their ability to reach and follow up with patients.

B1-5  Cultural Competence:
Provide cultural competence education and training, including educational components on
racism and other social determinants of health, as part of the training of all health
professionals (undergraduate, graduate, and continuing).  Training should focus on
eliminating health disparities and pay particular attention to eliminating invalid assumptions
that lead them to provide different treatment for people of color.    

Short-term/Intermediate Action Steps:
a. Identify a common set of educational objectives for cultural competence training,

develop an inventory of available curricula and training materials, and identify gaps 
in training.  

b. Expand cultural competence training options for hospital and community health 
center staff.

172 

c. Advocate for training and education in cultural competence as a condition of 
licensure.

173

B1-6 Workforce Diversity:
Increase resources to recruit, train, retain, and graduate persons from underrepresented
groups of color in the health care field.  Such efforts should include the use of specialized
outreach and mentorship programs, the expansion of scholarships and other financial
assistance and the commitment to increase the racial and ethnic diversity of educational
faculty.  

Short-term/Intermediate Action Steps:
a. Identify and promote promising practices in workforce development to diversify the 

pool of health professionals.  Programs could include those that promote creative
outreach and incentive efforts and career ladders.

b. Investigate the feasibility of creating a subsidized, seven-year joint BS/MD program, to
expand access to medical school education for students of color and those with limited
financial resources.

174 

c. Build partnerships between health professions schools/ health care organizations and 
the Boston Public Schools health career academies to provide students with
opportunities for academic enrichment in math and sciences and enhanced access to
health career training.    

20

Cross reference
Read the Hospital Working Group Report for more detailed recommendations 
on workforce diversity (Chapter3) and cultural competence (Chapter 4). 
The report is also available on-line at www.bphc.org/disparities.



B1-7 Public Health Programs:
Establish and/or strengthen state and local government health agency offices to help
guide the efforts to eliminate health disparities.

175
Non-health-oriented agencies involved

in activities that have a significant impact on the health and well-being of communities
of color should designate personnel to focus on this issue.  

Short-term/Intermediate Action Steps:
a. Secure additional funding to strengthen the capacity of local and state offices on

the health of people of color.
b. Strengthen core public health functions such as monitoring and evaluation that are

linked to efforts to reduce health disparities.

B1-8 Research Needs:
Conduct research to determine the causes of and solutions to health disparities. Such
research should include examination of the link between social and environmental
factors and health outcomes as well as the impact of positive and negative practices
within the health care field.

176
Researchers and public officials should promote

community-based participatory research to eliminate health disparities.

Short-term/Intermediate Action Steps:
a. Evaluate programs funded under the Boston Disparities Project.
b. Identify existing promising practices by reviewing available data and supporting 

those programs that yield positive results.
177 

c. Monitor research findings as hospitals and health centers incorporate racial and 
ethnic data into their quality improvement efforts.
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Section 2 — Environmental and Societal Factors

B2-1 Neighborhood Investment:
Undertake efforts to eliminate the disproportionate health risks in neighborhoods of
color in order to make them healthier places to live.  Such efforts should include the
reduction of exposure to certain environmental hazards, the improvement of public
safety conditions, the elimination of discriminatory practices, and the promotion of
recreational activities and access to healthy foods.  

Short-term/Intermediate Action Steps:
a. Offer cultural competence, anti-racism, and anti-discrimination trainings to health

care and community-based organizations.
178

b. Review the administrative policies, activities, and programs of key City agencies 
to examine their potential of having a positive impact on the health of communities 
of color.

c. Support neighborhood and community participation in public policy, public
decision-making, and the regulatory process.

B2-2 Jobs and Economic Security:
Eliminate the disproportionate barriers to employment faced by residents of color.
Whenever possible, jobs should include opportunities for promotion, training and
comprehensive health insurance benefits.

Short-term/Intermediate Action Steps:
a. Support efforts to increase access to jobs that offer comprehensive health 

insurance and sufficient income to cover employees’ health care needs.
b. Partner with higher education and workforce development organizations to identify

and replicate successful job training and placement programs.
c. Review and adapt hiring and employment practice such as current CORI policies to

promote diversity at all levels of employment.
d. Provide job training and career development programs for incumbent employees of

color to enhance their skills and professional development.

22



B2-3  Public Awareness:
Increase the awareness of all Boston residents about the impact of health disparities
and related social justice issues.  Specialized educational efforts should be undertaken
for policy and decision makers.

Short-term/Intermediate Action Steps:
a. Create a public information campaign to raise awareness among the general public

about health disparities and the recommendation of the Boston Disparities Project.
b. Meet with key policy and decision-makers about the importance of eliminating 

disparities and about the recommendations of the Boston Disparities Project.

B2-4  Promotion of Key Community Institutions:
Enhance the ability of local community organizations and neighborhood residents to
effectively address issues that have an impact on health disparities.  Local practices
with demonstrated positive outcomes should be identified, nurtured, and replicated in
other neighborhoods or communities.

Short-term/Intermediate Action Steps:
a. Build the capacity of existing coalitions and organizations with positive track 

records of mobilizing and educating community members. 
b. Encourage neighborhood-based non-health-related institutions – such as faith-based

organizations, neighborhood associations and local businesses – to become more 
active in promoting environmental conditions that eliminate health disparities.

MAYOR’S TASK FORCE BLUEPRINT RECOMMENDATIONS / 23



References

1. National Academies of Science, press release, “Minorities More Likely to Receive Lower-Quality Health Care,Regardless

of Income and Insurance Coverage.” Washington DC, March 20, 2002,.

2. Kennedy, E.M. (2005). The role of the Federal Government in eliminating health disparities. Health Affairs,

24(2): 452-458.

3. Garte, S., (2002). The racial genetics paradox in biomedical research and public health. Public Health Reports,

117(5): 421-5.

4. Goodman, A. H. (2000). Why genes don't count (for racial differences in health). American Journal of Public Health 

90(11): 1699-702.

5. Pearce, N., Foliaki, S., Sporle, A., & Cunningham, C. (2004). Genetics, race, ethnicity, and health. BMJ 328: 1070-1072.

6. Lewontin, R.C. (1974). The Genetic Basis of Evolutionary Change. New York: Columbia University Press.

7. Lewontin, R.C. (1995). Human Diversity. San Francisco: W.H. Freeman & Company.

8. Smedley, A. & Smedley, B.D. (2005). Race as biology is fiction, racism as a social problem is real: Anthropological and

historical perspectives on the social construction of race. The American Psychologist, 60(1): 16-26.

9. Prewitt, K (2005). Racial classification in America. Daedalus 134 (1), 5-17.

10. Williams, D. R. (1994). The concept of race in Health Services Research: 1966 to 1990. Health Services Research 

29(3): 261-74.

11. Harwood, A., Ed. (1981). Ethnicity and Medical Care. Cambridge, Harvard University Press.

12. Smedley, A & Smedley, B. (2005). Race as biology is fiction, racism as a social problem is real. American Psychologist,

60(1), 16-26.

13. U.S. Department of Health and Human Services. (2000). Strategic Research Plan to Reduce and Eliminate Health 

Disparities. Bethesda, MD: Office of Research on Minority Health, Office of the Director, National Institutes of Health.

14. Clark, R., Anderson, N. B., et al. (1999). Racism as a stressor for African Americans. A biopsychosocial model.

American Psychologist 54(10): 805-16.

15. Jones, C. P. (2000). Levels of racism: a theoretic framework and a gardener's tale. American Journal of Public Health 

90(8): 1212-1215.

16. Ibid.

17. Ibid.

18. Jones, C. P. (2001). Invited commentary: "Race," racism, and the practice of epidemiology. American Journal of 

Epidemiology 154(4): 299-304.

19. Byrd, W. M., & Clayton, L.A. (2003). Racial and ethnic disparities in health care: A background and history. In B.D.

Smedley, A.Y. Stith, & A.R. Nelson (Eds.), Unequal Treatment. Confronting Racial and Ethnic Disparities in Health Care 

(pp. 455-527). Washington, D.C.: Institute of Medicine.

20. Thomas, S. B., & Quinn, S.C. (1991). Public Health Then and Now. The Tuskegee Syphilis Study, 1932 to 1972:

Implications for HIV education and AIDS risk education programs in the Black community. American Journal of Public 

Health 81(11): 1498-1505.

21. Amaro, H., & de la Torre, A. (2002). Public health needs and scientific opportunities in research on Latinas.

American Journal of Public Health 92(4): 525-9.

24



22. Boston Women's Health Book Collective (1998). Our Bodies, Ourselves for the New Century. New York:

Simon & Schuster.

23. Boston Public Health Commission (2005). Mayor’s Task Force to Eliminate Health Disparities Data Report.

Boston, Boston Public Health Commission.

24. Ibid.

25. Williams, D.R., Neighbors H.W., & Jackson, J.S. (2003). Racial/Ethnic discrimination and health: Findings from 

community studies. American Journal of Public Health. 93:200-208.

26. Amaro, H., Russo, N. F., & Johnson, J. (1987). Family and work predictors of psychological well-being among Hispanic 

women professionals. Psychology of Women Quarterly, 11:505-521.

27. Williams, D.R., Neighbors H.W., & Jackson, J.S. (2003). Racial/Ethnic discrimination and health: Findings from 

community studies. American Journal of Public Health. 93:200-208.

28. Karlsen, S., & Nazroo, J. Y. (2002). Relation between racial discrimination, social class, and health among ethnic minority 

groups. American Journal of Public Health, 92(4): 624-31.

29. Kessler, R. C., Mickelson, K. D., et al., (1999). The prevalence, distribution, and mental health correlates of perceived

discrimination in the United States. Journal of Health and Social Behavior, 40(3): 208-30.

30. Carroll, D., et al., (2001).Blood pressure reactions to acute psychological stress and future blood pressure status: a 10-year 

follow-up of men in the Whitehall II study. Psychosomatic Medicine, 63(5): 737-43.

31. Garssen, B., (2004). Psychological factors and cancer development: evidence after 30 years of research.

Clinical Psychology Review, 24(3): p. 315-38.

32. Garssen, B. & Goodkin, K. (1999). On the role of immunological factors as mediators between psychosocial factors and

cancer progression. Psychiatry Research, 85(1): 51-61.

33. Kessler, R.C., (1997). The effects of stressful life events on depression. Annual Review of Psychology, 48: 191-214.

34. Kessler, R.C., Mickelson, K.D., & D.R. Williams, (1999). The prevalence, distribution, and mental health correlates of 

perceived discrimination in the United States. Journal of health and social behavior, 40(3): 208-30.

35. Kuper, H. & Marmot, M. (2003). Job strain, job demands, decision latitude, and risk of coronary heart disease within the 

Whitehall II study. Journal of Epidemiology and Community Health, 57(2): 147-53.

36. Nagano, J., et al., (2004). Psychosocial stress, personality, and the severity of chronic hepatitis C. Psychosomatics, 45(2):

100-6.

37. Ohlin, B., et al., (2004). Chronic psychosocial stress predicts long-term cardiovascular morbidity and mortality in 

middle-aged men. European Heart Journal, 25(10): 867-73.

38. Kessler, R. C., Mickelson, K. D., et al., (1999). The prevalence, distribution, and mental health correlates of perceived 

discrimination in the United States. Journal of health and social behavior, 40(3): 208-30.

39. Kennedy, B. P., Kawachi, I., et al. (1997). (Dis)respect and Black mortality. Ethnicity & Disease, 7(3): 207-14.

40. Cooper, R. S. (2001). Social inequality, ethnicity and cardiovascular disease. International Journal of Epidemiology,

30(Suppl 1): S48-52.

41. Mustillo, et al. (2004). Self-reported experiences of racial discrimination and Black-White differences in preterm 

and low-birthweight deliveries: the CARDIA study. American Journal of Public Health, 94, 2125-2131.

42. Williams, D. R. (1999). Race, socioeconomic status, and health. The added effects of racism and discrimination.

Annals of the New York Academy of Sciences, 896, 173-88

REFERENCES / 25



43. Troxel, et al. (2003). Chronic stress burden, discrimination, and subclinical carotid artery disease in African American and

Caucasian women. Health Psychology, 22 (3), 300-309.

44. Krieger, N. & Sidney, S. (1996). Racial discrimination and blood pressure: the CARDIA study of young Black and White 

adults. American Journal on Public Health, 86, 1370-1378.

45. Guthrie, B.J., Young, A.M., Williams, D.R., Boyd, C.J., & Kintner, E.K. (2002) African American girls’ smoking habits and 

day-to-day experiences with racial discrimination. Nursing Research, 51:183-189.

46. Whitbeck, L.B., Hoyt, D.R., McMorris, B.J., Chen, X, & Stubben, J.D. (2001). Perceived discrimination and early substance 

abuse among American Indian children. Journal of Health and Social Behavior. 42:405-424.

47. Yen, I.H., Ragland D.R., Greiner B.A., & Fisher, J.M. (1999). Racial discrimination and alcohol-related behavior in urban

transit operators: Findings from the San Francisco Muni Health and Safety Study. Public Health Reports. 114:448-458.

48. Gee, G.C. (2002). A multilevel analysis of the relationship between institutional and individual racial discrimination and

health status. American Journal of Public Health, 92 (4), 615-623.

49. Anderson, N. B. (1999). Solving the puzzle of socioeconomic status and health: the need for integrated, multilevel,

interdisciplinary research. Annals of the New York Academy of Sciences 896: 302-12.

50. Braveman, P., Cubbin, C., Marchi, K., Egerter, S., & Chavez, G. (2001). Measuring socioeconomic status/position in studies

of racial/ethnic disparities: maternal and infant health. Public Health Reports 116(5): 449-63.

51. Duncan, G. J., Daly, M. C., McDonough, P., & Williams, D. R. (2002). Optimal indicators of socioeconomic status for health

research. American Journal of PublicHealth 92(7): 1151-7.

52. House, J.S. & Williams, D.R. (2000). Understanding and reducing socioeconomic and racial/ethnic disparities in health.

In B.D. Smedley and S.L. Syme, Eds. , Promoting Health: Intervention Strategies from Social and Behavioral Research.

National Academy Press: Washington, D.C.

53. Wagstaff, A. (2002) Poverty and health sector inequalities. Bulletin of the World Health Organization, 80(2): 97-105.

54. Williams, D. R. & Collins, C. (1995). U.S. socioeconomic and racial differences in health: patterns and explanations.

Annual Review of Sociology 21(1): 349-387.

55. Ibid.

56. Otten, M. W., Teutsch, S.M., Williamson, D.F., & Marks, J.S. (1990). The effect of known risk factors on the excess mortality

of Black adults in the United States. JAMA, 263(6): 845-850.

57. Williams, D. R. & Collins, C. (1995). U.S. socioeconomic and racial differences in health: patterns and explanations.

Annual Review of Sociology 21(1): 349-387.

58. Ibid.

59. Krieger, N., Rowley, D. L. et al., (1993). Racism, sexism, and social class: implications for studies of health, disease, and 

well-being. American Journal of Preventive Medicine 9(6 Suppl): 82-122.

60. Williams, D. R. (2002). Racial/ethnic variations in women's health: the social embeddedness of health. American Journal 

of Public Health, 92(4): 588-97.

61. Boston Public Health Commission (2005). Mayor’s Task Force to Eliminate Health Disparities Data Report. Boston,

Boston Public Health Commission.

62. Ibid.

63. Bobo, I, & Zubrinski, C.I. (1996). Attitudes on residential integration: perceived status differences, mere in-group preference,

or racial prejudice? Social Forces, 74, 883-909.

26



64. Turner, M.A., Skidmore (2001). Mortgage lending discrimination: A review of existing evidence. Washington DC:

Urban Institute.

65. Williams, D. R., & Collins, C. (2001). Racial residential segregation: a fundamental cause of racial disparities in health.

Public Health Reports 116(5): 404-16.

66. Lopez, R. (2002). Segregation and Black/White differences in exposure to air toxics in 1990. Environmental Health 

Perspectives. 110(S2): 289-295.

67. Morland, K., Wing, S., Diez-Roux, A., & Poole, C. (2002). Neighborhood characteristics associated with the location of 

food stores and food service places. American Journal of Preventive Medicine. 22:23-29.

68. Donkin, A., Dowler, E.A., Stevenson, S.S., & Turner, S.A. (2000). Mapping access to food in a deprived area: the 

development of price and availability indices. Public Health Nutrition, 3(1), 31-38.

69. Horowitz, C.R., Colson, K.A., Herbert, P.L., & Lancaster, K. (2004). Barriers to buying healthy foods for people with 

diabetes: Evidence of environmental disparities. American Journal of Public Health, 94(9), 1549-1554.

70. Shihadeh, E.S., & Flynn, N. (1996). Segregation and crime: the effect of Black isolation on the rates of Black urban 

violence. Sociological Forces. 74:1325-1352.

71. Hackbarth, D.P., Silvestri, B. & Cosper, W. (1995). Tobacco and alcohol billboards in 50 Chicago neighborhoods: market 

segmentation to sell dangerous products to the poor. Journal of Public Health Policy, 16 (2), 213-230.

72. LaVeist, T.A., & Wallace, Jr., J.M. (2000). Health risk and inequitable distribution of liquor stores in African American 

neighborhoods. Social Science and Medicine. 51, 613-617.

73. Guest, A.M., Almgren, G, & Hussey, J.M. (1998). The ecology of race and socioeconomic distress: infant and 

working-age mortality in Chicago. Demography, 35, 23-34.

74. Laveist, T. A. (1993). Segregation, poverty, and empowerment: health consequences for African Americans. Milbank

Quarterly 71(1): 41-64.

75. Polednack, A.P. (1996) Trends in U.S. Urban Black infant mortality, by degree of residential segregation. American

Journal of Public Health. 86, 723-726.

76. Acevedo-Garcia, D., Lochner, K. A., Osypuk, T. L., & Subramanian, S. V. (2003). Future Directions in Residential

Segregation and Health Research: A Multilevel Approach. American Journal of Public Health 93(2): 215-221.

77. Jackson, S.A., et al., (2000). The relation of residential segregation to all-cause mortality: a study in Black and White.

American Journal of Public Health, 90(4): 615-617.

78. Acevedo-Garcia, D. (2001). Zip code level risk factors for tuberculosis: neighborhood environment and residential 

segregation. New Jersey, 1985-1992. American Journal of Public Health, 91:734-741.

79. Cooper, R. (2001). Social inequality, ethnicity and cardiovascular disease. International Journal of Epidemiology., 30 

(Suppl 1):S48-S52.

80. Sucoff, C.A., & Upchurch, D.M. (1998). Neighborhood context and the risk of childbearing among metropolitan-area

Black adolescents. American Sociological Review. 63:571-585.

81. Shihadeh, E.S., & Flynn, N. (1996). Segregation and crime: the effect of Black isolation on the rates of Black urban

violence. Sociological Forces. 74:1325-1352.

82. Acevedo-Garcia, D., Lochner, K. A., Osypuk, T. L., & Subramanian, S. V. (2003). Future Directions in Residential 

Segregation and Health Research: A Multilevel Approach. American Journal of Public Health 93(2): 215-221.

83. Laveist, T. A. (1993). Segregation, poverty, and empowerment: health consequences for African Americans. Milbank 

Quarterly 71(1): 41-64.

REFERENCES / 27



84. Williams, D. R., & Collins, C. (2001). Racial residential segregation: a fundamental cause of racial disparities in health.

Public Health Reports 116(5): 404-16.

85. Cohen, D. A., Mason, K., et al. (2003). Neighborhood physical conditions and health. American Journal of Public Health

93(3): 467-71.

86. Macey, G. P. (2001). An investigation of environmental racism claims: testing environmental management approaches with

a geographic information system. Environmental Management, 27(6): 893-907.

87. Federico, M. J. & Liu, A. H. (2003). Overcoming childhood asthma disparities of the inner-city poor. Pediatric Clinics of North

America 50(3): 655-75, vii.

88. Lanphear, B. P., Weitzman, M., et al. (1996). Racial differences in urban children's environmental exposures to lead. American

Journal of Public Health 86(10): 1460-3.

89. Leaderer, B. P., Belanger, K., Triche, E., Holford, T., Gold, D. R., Kim, Y., Jankun, T., Ren, P., McSharry, J., Platts-Mills, T. A.

E., Chapman, M. D., & Bracken, M. B. (2002). Dust Mite, Cockroach, Cat, and Dog Allergen Concentrations in Homes of

Asthmatic Children in the Northeastern United States: Impact of Socioeconomic Factors and Population Density.

Environmental Health Perspectives 110(4): 419-426.

90. Northridge, M. E., Stover, G. N., et al. (2003). Environmental equity and health: understanding complexity and moving

forward. American Journal of Public Health 93(2): 209-14.

91. Perlin, S. A., Wong, D., et al. (2001). Residential proximity to industrial sources of air pollution: interrelationships among race,

poverty, and age. Journal of Air Waste Management Association 51(3): 406-21.

92. Powell, D. L. & Stewart, V. (2001). Children. The unwitting target of environmental injustices. Pediatric Clinics of North

America 48(5): 1291-305.

93. Massachusetts Office of Technical Assistance for Toxics Use Reduction (2000). Massachusetts CRASH Course Project 

Manual (Collision Repair Auto Shop Help). Boston: Jointly sponsored and created by the Massachusetts Office of Technical

Assistance for Toxics Use Reduction, Massachusetts Department of Environmental Protection, Massachusetts Office of the 

Attorney General, EPA Region 1 New England (EPA), and the Massachusetts Auto Body Association.

94. Boston Public Health Commission (2005). Mayor’s Task Force to Eliminate Health Disparities Data Report.

Boston, Boston Public Health Commission.

95. Ibid.

96. Fung, T.T., et al., (2001). Dietary patterns and the risk of coronary heart disease in women. Archives of Internal Medicine,

161: 1857–62.

97. U.S. Department of Health and Human Services & U.S. Department of Agriculture. (2005). Dietary Guidelines for 

Americans, 2005. 6th Edition. U.S. Government Printing Office: Washington, D.C.

98. Fung, T.T., et al., (2001). Dietary patterns and the risk of coronary heart disease in women. Archives of Internal Medicine,

161: 1857–62.

99. Montonen, J., et al. (2005). Dietary patterns and the incidence of Type 2 Diabetes. American Journal of Epidemiology, 161(3):

219 - 227.

100. Slattery, M.L., et al. (1998). Eating patterns and risk of colon cancer. American Journal of Epidemiology, 148: 4–16.

101. U.S. Department of Health and Human Services & U.S. Department of Agriculture. (2005). Dietary Guidelines for 

Americans, 2005. 6th Edition. U.S. Government Printing Office: Washington, D.C.

102. Bazzano, L.A., et al., (2002). Fruit and vegetable intake and risk of cardiovascular disease in US adults: the first National

Health and Nutrition Examination Survey Epidemiologic Follow-up Study. American Journal Clinical Nutrition, 76: 93–9.

103. Hung, H.C., et al., (2004). Fruit and vegetable intake and risk of major chronic disease. Journal of the National 

Cancer Institute, 96(21): p. 1577-84.

28



104. U.S. Department of Health and Human Services & U.S. Department of Agriculture. (2005). Dietary Guidelines for 

Americans, 2005. 6th Edition. U.S. Government Printing Office: Washington, D.C.

105. DeNavas-Walt, C., Proctor, B.D., & Mills, R. (2004). Income, Poverty, and Health Insurance Coverage in the United

States: 2003 (U.S. Census Bureau: Current Populations Report P60-226). Washington, DC: U.S. Government Printing

Office.

106. Morland, K., Wing, S., Diez-Roux, A., & Poole, C. (2002). Neighborhood characteristics associated with the location 

of food stores and food service places. American Journal of Preventive Medicine. 22:23-29.

107. Hersey, J.C. (2001). Integrating evaluation tools to assess nutrition education. Journal of Nutrition Education, 33 (1),

S002-S003.

108. Morland, K., Wing, S., Diez-Roux, A. (2002). The contextual effect of the local food environment on residents’ diets:

the Atherosclerosis Risk in Communities study. American Journal of Public Health. 92:1761-1767.

109. Sooman, A. (1993). Scotland’s health—a more difficult challenge for some? The price and availability of healthy foods in

socially contrasting localities in the West of Scotland. Health Bulletin. 51:276-283.

110. Donkin, A., Dowler, E.A., Stevenson, S.S., & Turner, S.A. (2000). Mapping access to food in a deprived area: the

development of price and availability indices. Public Health Nutrition, 3(1), 31-38.

111. Fischer, B.D. & Strotgatz, D.S. (1999). Community measures of low-fat milk consumption: comparing store shelves with

households. American Journal of Public Health, 89, 235-237.

112. Horowitz, C.R., Colson, K.A., Herbert, P.L., & Lancaster, K. (2004). Barriers to buying healthy foods for people with

diabetes: Evidence of environmental disparities. American Journal of Public Health, 94 (9), 1549-1554.

113. Bridgette Wallace, Women's Health Ambassador Coordinator, REACH Boston 2010, Personal communication,

February 4, 2005.

114. Addy, C. L., Wilson, D. K., et al. (2004). Associations of perceived social and physical environmental supports with

physical activity and walking behavior. American Journal of Public Health, 94(3): 440-443.

115. Estabrooks, P. A., Lee, R. E., et al. (2003). Resources for physical activity participation: does availability and accessibility

differ by neighborhood socioeconomic status? Annals of Behavioral Medicine, 25(2): 100-104.

116. Leyden, K. M. (2003). Social capital and the built environment: the importance of walkable neighborhoods. American

Journal of Public Health, 93(9): 1546-1551.

117. Boston Public Health Commission (2005). Mayor’s Task Force to Eliminate Health Disparities Data Report.

Boston, Boston Public Health Commission.

118. Mills, R.J. (2001). Health Insurance Coverage: 2000. Current Population Reports P60-215.

119. Ibid.

120. Boston Public Health Commission Research Office (2004). Health of Boston 2004 Data Tables Boston, MA.

121. Boston Public Health Commission (2005). Mayor’s Task Force to Eliminate Health Disparities Data Report.

Boston, Boston Public Health Commission.

122. Ibid.

123. Institute of Medicine (IOM) (2003). Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care.

Smedley BD, Stith AY, Nelson AR, eds. Washington, DC: The National Academies Press.

124. Goldberg, K.C., Hartz, A.H., Jacobsen, S.J., Krakauer H., & Rimm AA. (1992). Racial and community factors 

influencing coronary artery bypass graft surgery rates for all 1986 Medicare patients. Journal of the American Medical 

Association. 267:1473-1477.

REFERENCES / 29



125. Carslile, D.M., Leake, B.D., & Shapiro, M.F. (1995). Racial and ethnic differences in the use of invasive cardiac 

procedures among cardiac patients in Los Angeles County, 1986 through 1988. American Journal of Public Health.

85:352-356.

126. Centers for Disease Control and Prevention (CDC). (2004). Access to health-care and preventive services among 

Hispanics and non-Hispanics--United States, 2001-2002. Morbidity & Mortality Weekly Report, 53 (40), 937-41.

127. Ibid.

128. Harlan, L, Brawley, O, Pommerenke, F, Wali, P, & Kramer, B. (1995). Geographic, age, and racial variation in the

treatment of local/regional carcinoma of the prostate. Journal of Clinical Oncology, 13:93-100.

129. Centers for Disease Control and Prevention (CDC). (2004). Health status of Cambodians and Vietnamese--selected

communities, United States, 2001-2002. Morbidity & Mortality Weekly Report, 53 (33), 760-5.

130. Ibid.

131. Bernabei, R., et al. (1998). Management of pain in elderly patients with cancer. SAGE Study Group. Systematic

assessment of geriatric drug use via epidemiology. Journal of the American Medical Association, 279, 1877-1882.

132. Todd, K.H, Samaroo, N., & Hoffman, J.R. (1993). Ethnicity as a risk factor for inadequate emergency department 

analgesia. Journal of the American Medical Association. 271:925-928.

133. Institute of Medicine (IOM) (2003). Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care.

Smedley BD, Stith AY, Nelson AR, eds. Washington, DC: The National Academies Press.

134. Boston Public Health Commission (2005). Mayor’s Task Force to Eliminate Health Disparities Data Report.

Boston, Boston Public Health Commission.

135. Grieco, E.M. & Cassidy, R.C. (2001). Overview of race and Hispanic origin. Census 2000 brief. Available at:

http://www.census.gov/prod/2001pubs/cenbr01-1.pdf. Accessed on January 19, 2005.

136. American Medical Association (AMA). (2003) Physician characteristics and Distribution in the US, 2002-2003.

Chicago: American Medical Association.

137. Health Resources and Services Administration (HRSA). (2002). Projected Supply, Demand, and Shortages of Registered 

Nurses: 2000-2020. [Online] Available at http://bhpt.hrsa.gov/healthworkforce/rnproject/default.htm.

[Accessed on: January 26, 2005]

138. Sullivan Commission (2004) Missing Persons: Minorities in the Health Professions Duke University, Durham NC.

139. Institute of Medicine (IOM) (2004). In the Nation’s Compelling Interest. Ensuring Diversity in the Health-Care 

Workforce. Smedley BD, Stith Butler, A, Bristow LR, eds. Washington, DC: The National Academies Press.

140. Delaney, D.J., & Carrillo, J. (2004). Physician Diversity in the Commonwealth of Massachusetts: Where Are We? 

What Can Be Done? Boston: Physician Diversity Project, Health Care for All.

141. Cantor, J.D., Miles, E.L., Baker, L.C., Barker, D.C. (1996). Physician service to the underserved: Implications for 

affirmative action in medical education. Inquiry, 33:167-180.

142. Komaromy, M., Grumbach, K., Drake, M., Vranizan, K., Lurie, N., Keane, D., Bindman, A.B. (1996). The role of Black 

and Hispanic physicians in providing health care for the underserved populations. New England Journal of Medicine.

334:1305-1310.

143. Moy, E, Bartman, B.A. (1995). Physician race and care of minority and medically indigent patients. Journal of the 

American Medical Association, 273:1515-1520.

144. Saha, S, Komaromy, M., Koepsell, T.D., Bindman, A.B. (1999). Patient-physician racial concordance and the perceived

quality and use of health care. Archives of Internal Medicine, 159:997-1004.

145. Cooper-Patrick, L, Gallo, J.J., Gonzales, J.J., Vu, H.T., Powe, N.R., Nelson, C., Ford, D.E. (1999). Race, gender, and 

partnership in the patient-physician relationship. Journal of the American Medical Association. 282:583-589.

30



146. LaVeist, T.A., & Nuru-Jeter, A. (2002). Is doctor-patient concordance associated with greater satisfaction with care? 

Journal of Health and Social Behavior, 43, 296-306.

147. Saha, S, Komaromy, M., Koepsell, T.D., Bindman, A.B. (1999). Patient-physician racial concordance and the perceived 

quality and use of health care. Archives of Internal Medicine, 159:997-1004.

148. Delaney, D.J., & Carrillo, J. (2004). Physician Diversity in the Commonwealth of Massachusetts: Where Are We?

What Can Be Done? Boston: Physician Diversity Project, Health Care for All.

149. Boston Public Health Commission Research Office (2005). Boston: Boston Public Health Commission.

150. Boston Public Health Commission. (2004). Health Status Report for Roxbury. Boston,

Boston Public Health Commission.

151. Ibid.

152. Ibid.

153. Heudorfer, B., Bluestone, B. and Helmrich, S. (2004). The Greater Boston Housing Report Card 2003: An Assessment 

of Progress on Housing in the Greater Boston Area. The Center for Urban and Regional Policy (CURP) Northeastern 

University for The Boston Foundation and Citizens' Housing and Planning Association (CHAPA): Boston.

154. Selvarajah, E., Perkins, G., & Goetze, R. (2003). Roxbury - 2000 Census of Population and Housing. Boston: Research 

Department, Boston Redevelopment Authority.

155. Rae, R. A. (1997). Ownership and equity: perceptions of home ownership by low income owners of limited equity 

cooperative housing [Dissertation Abstract]. Dissertation Abstracts International Section A: Humanities & Social 

Sciences, 58(5-A), 1941.

156. Foster, A.M.W. (2003). Racial disparities in home ownership [Dissertation Abstract]. Dissertation Abstracts 

International, A: The Humanities and Social Sciences, 64(4), 1420-A.

157. Krieger, J. (2002). Housing and health: time again for public health action. American Journal of Public Health,

92(5), 758-68.

158. Lanphear, B.P., et al., (2001). Contribution of residential exposures to asthma in U.S. children and adolescents.

Pediatrics, 107(6): E98.

159. Stevenson, L. A., Gergen, P. J., et al., (2001). Sociodemographic correlates of indoor allergen sensitivity among United 

States children. The Journal of Allergy and Clinical Immunology, 108(5): 747-52.

160. Boston Public Health Commission Research Office (2004). Health of Boston 2004 Chartbook. Boston: Boston 

Public Health Commission.

161. Petty, R.D., Harris, A.M.G., Broaddus, T., Boyd, W.M. III. (2003). Regulating target marketing and other race-based

advertising practices. Michigan Journal of Race and Law, 8, 335-394.

162. Barbeau, E.M. (2005). Tobacco advertising in communities: associations with race and class. Preventive Medicine,

40(1), 16-22.

163. Ibid.

164. Lovato, C, Linn, G., Stead, L.F., & Best, A. (2003). Impact of tobacco advertising and promotion on increasing 

adolescent smoking behaviours. Cochrane Database System Review, (4).

165. Pierce, J.P., Choi, W.S.; Gilpin, E.A., Farkas, A.J., & Berry, C.C. (1998). Tobacco industry promotion of cigarettes

and adolescent smoking. JAMA, 279(7), 511-5.

166. Boston Public Health Commission Research Office (2005). Boston: Boston Public Health Commission.

REFERENCES / 31



167. Boston Public Health Commission. Healthy Homes Guide. Available at 

http://www.bphc.org/bphc/healthyhomes_main.asp

168. McDonough, J.E., Gibbs, B.K., & Scott-Harris, J.L. (2004). A State Policy Agenda to Eliminate Racial and Ethnic

Health Disparities. The Commonwealth Fund. Also consistent with Hasnain, et al., (May 2004). Who, When and 

How: The Current State of Race, Ethnicity, and Primary Language Data Collection in Hospitals. The Commonwealth 

Fund.

169. Ibid.

170. Smedley, B., Stith, A., & Nelson, A. (Eds.). (2002). Unequal Treatment Confronting Racial and Ethnic Disparities in 

Healthcare. Washington, D.C.: Institute of Medicine/The National Academy Press.

171. Ibid.

172. Ibid.

173. Ibid.

174. Roman, Jr., Stanford, (2004). Addressing the Urban Pipeline Challenge for the Physician Workforce: The Sophie Davis

Model, Academic Medicine, Vol. 79, No. 12.

175. McDonough, J.E., Gibbs, B.K., & Scott-Harris, J.L. (2004). A State Policy Agenda to Eliminate Racial and Ethnic 

Health Disparities. The Commonwealth Fund.

176. Ibid.

177. Ibid.

178. Smedley, B., Stith, A., & Nelson, A. (Eds.). (2002). Unequal Treatment Confronting Racial and Ethnic Disparities in 

Healthcare. Washington, D.C.: Institute of Medicine/The National Academy Press.

32



NOTES / 33

Notes



Boston Public Health Commission
1010 Massachusetts Avenue

Boston, MA 02118
(617) 534-5395
www.bphc.org


