Access to health for of  children of African descent

‘’As an African American and as a nurse-practitioner,

                   I can clearly assert that:

Being Black in America is dangerous to our health”-Vernellia R. Randall.

In America, the terms African American and Black are used interchangeably here to refer to people of African descent. Between 1619 and 1860, the majority of the people of African descent came to the United States from the western coast of Africa. Since 1860, growth in the population of people of African descent in the U.S has come about primarily through birth. Immigration of Black people in the past decade from Egypt, Ethiopia, Ghana, Nigeria, Haiti, Panama, Jamaica, Trinidad, Barbados, and other Caribbean nations has significantly increased the nationalistic, cultural, religious and language diversity within the Black population in the United States (U.S Department of Commerce, 1995). According to official estimates, Brazil has the largest population of Afro-descendents in the Region, near about 75 million, while the United States has 36 million or 12.9% of the U.S population. These two countries have the largest concentrations of Afro-descendents outside of Africa.

Historical and current data about health status of American populations confirm that there are significant differences in prevalence and incidence of physical and mental health problems among groups based on culture, color, income, and country of origin. Also there are major differences in help-seeking patterns. In two special reports (Center for health Economics Research, 1993;Robert Wood Johnson, 1991) it was noted that people of color, particularly residents of inner cities, showed major disparities in their health status when compared to other populations. The disparities cover the range of disorders from high neonatal mortality rates per live birth, higher rates of heart and circulatory problems, disproportionate rates of AIDS and related deaths, greater prevalence of chronic conditions, higher rates of toothless ness, and higher rates and higher rates admissions to psychiatric facilities (Center for Health Economics Research, 1993; Robert Johnson, 1991).

Data compiled by UNDP reveal that in Brazil in 1950 life expectancy at birth for Afro-Brazilians was 40 years while for whites was 47 years. Fifty years later life expectancy had increased for both groups but the same 7 years gap remains. In Guatemala, there is a differential of almost 10 years between those born in capital and those born in Totonicapan, a department of Guatemala in which more than 96% of the population is indigenous.6 According to data from 2000, in United States, life expectancy for the population of African descent is 71.8 and white is 77.4. 

In Colombia, infant mortality is 3 times (boys) and 4 times (girls) higher in Choco than in Antioquia. Infant mortality may be more closely linked to socioeconomic level.

The high incidence of substance abuse, physical injuries, and deaths from violence characterize low income Black neighborhoods and communities in terms of potential and actual costs health care. According to some reports, substance abuse is the most significant health problem in the nation (Institute of Health Policy, 1993). These populations also show lower availability of health insurance and a significantly lower proportion of health professionals within easy access their neighborhoods.

In the United States, African-American populations have the highest HIV/AIDS case rates of any racial or ethnic group.2  Among African Americans, diabetes mellitus is nearly twice as common as in white persons. Type 2 diabetes is an increasing public health problem among African-Americans, especially children.3 For African American children; lead poisoning is a significant health issue. The blood lead levels in urban African –American children under the age of five significantly exceed the levels found in white children of the same age living in the same cities.4
Data from the National Institute of Mental Health (Manderscheid and Sonnenschein, 1987) showed that Blacks were more frequently diagnosed on admission with severe mental illness than other ethnic or racial populations. Not only mental health, violence, such as alcoholism, homicides, and suicides are analyzed and find that their incidence is higher in ethnic group than in the general population. In America, mental illness and homicides rates are highest among African American both male and female.

Key facts relevant to Health and Mental Health:

In America each day

 In 2006, 13 million children were poor

2 in 4 black babies are born into poverty.

The suspension rate for black student is 3 times that of white students

A black boy born in 2001 has a 1 in 3 chance of going to prison in his lifetime

60% of African American children live in low income/poverty.

African-American communities:-

53% of African American live in the south. Most live in segregated poor neighborhoods. Children and youth are often exposed to violence. They attend substandard schools. They suffer disproportionately from abuse and neglect. They experience fewer opportunities for safe, organized recreation.

Risk factors for Mental Health disorders among children of African descent:

 Individual risk factors-

1. Gender

2. Low birth weight

3. Chronic physical illness

4. Neurological defects

5. Stressful life events

6. Poverty

7. Single parent households

8. abuse or neglect

9. Family discord

10. Parental depression, especial maternal.

Environmental Risk Factors:

1. Low resource community

2. Inadequate schools

3. Violence in the community

4. Poor housing in the segregated neighborhoods.

Access to services, the quality, the types of services utilized are key indicators for measuring health inequities among ethnic groups. A study conducted in the United States indicated that the uninsured population is distributed as follows: Whites 10.2%, African descendants 19.7%.

A study in Guatemala which clearly showed that vaccination rates after mid 1996 dropped much more sharply among indigenous groups than among the general population.

The Brazilian household survey (PNAD) of 1998 showed that high income white population received came from private physician, which meant that the high income population made less use of emergency services than the population of African descent.

Members of this group are more likely to protect their health better through medical check-ups and timely prevention.

The population of African descent not seeking care promptly, as a result- it affects the choice of treatment, such as extraction and amputation. In the United States- African descendants are more likely to seek treatment for asthma in emergency rooms and are more likely to be hospitalized than whites.

Similarly compare with whites– Afro-descendants with diabetes are more likely to undergo amputations.

In summary, from this information there are some gaps existing that adversely affect health conditions and access to services for ethnic minorities, especially their children.



“Of  all the forms of inequality, 



injustice in health is the most



shocking and the most inhuman.”



“Life’s most urgent question is:



What are you doing for others.”

(Martin Luther King)


Effective programs and policies to address the basic and health needs of ethnic groups:

Eliminate the disparities in morbidity and mortality:

Eliminating the disparities in morbidity and mortality will require, among other things,

1. A focus on education and prevention through targeted services,

2. The provision of a livable wage for all persons  and families, and

3. The elimination of environmental concerns in African American communities.

In “Healthy people 2010,” introduced by the Department of Health and Human Services of the United States in Jan. 2000, focused to eliminate health disparities in diabetes, cardiovascular disease, maternal and infant mortality, HIV/AIDS, cancer, oral health, mental health, drug, alcohol, and tobacco addiction, asthma, immunization, and violence (including domestic violence).

An essential public health approach will need to be taken which includes primary, secondary and tertiary care. Primary care involves services that prevent any harm by changing behavior of individuals and others. Primary services would focus in educational and preventive services. Secondary services are designed to intervene early and minimize the harm done. For instance, early prenatal care can be used to assist women who are pregnant- to stop drinking early in their pregnancy, thus reducing the harm done to the unborn child. Tertiary services involve steps after harm has been done and can involve punitive policy or legislative action.

Since African descendants are disproportionately poor, the elimination of poverty became essential to improving the health status. The San Francisco Department of public health reported livable wages diminish mortality rates, decrease unnecessary hospitalization of the poor, eliminate some costs associated with caring for the homeless, and saves lives.

Reparations could be used to remove toxic dumps and landfills from African American communities or completely relocate the communities to safe environment; to make workplace safer and to eliminate lead paint from housing. Such actions will have a significant effect in removing the health deficit.

Other initiatives have focused to increase availability of providers in the community. This could be done by providing scholarships for blacks to enter health care professions, by providing grants to university and colleges to increase their graduation rate of persons who will work in the urban areas, by increasing the capacity of historically black colleges to train and graduate students.


Through reparations, culturally competent care can be assured by requiring 1) health professional schools to train providers from a diverse background, 2) all physicians to have a rotation during their internship and externship the focus on providing culturally competent care, 3) providers to take continuing educational units in cultural competency, 4) health care facilities and managed care organizations to complete and submit on a regular basis a cultural competency assessment to a regulatory agency, and 5) health care be provided in accordance with the realities of the needs of the various “classes” of the Black community.

Increase knowledge about health of black persons and translate it into effective clinical practice.4 The health condition of African descendants will continue to suffer until they are included in all types of health research. The information from that research has to be translated into clinical practice without becoming into another stereotype.

Eliminate Racial Discrimination in Health Care and Health Research.

Pan American Health Organization (PAHO)’s activities with Regard to Health and Ethnicity: PAHO has two units, Health services Organization (OS) and Policy and Governance (PG). The goals of OS/ PG are to improve the available information and analysis of the health situation of indigenous people in the countries.

GPP/PG- these two units have to work together on activities in data collection, HIV/AIDS and disaggregating of statistical information. These units also have to monitor the health of Afro-descendants.

The PAHO representative offices in countries with large ethnic minority populations (Bolivia, Brazil, Columbia, Ecuador, Guatemala, Nicaragua and Uruguay) have played an important role, and they have cooperated actively with national focal points and civil society organizations on issues related to health and ethnicity. PAHO is coordinating its work with health and Human Rights staff of WHO’s Strategy Unit with whom it prepared a document on health in a world free from discrimination.

PAHO can play a positive role toward incorporating ethnic sensitivity in health policy, with an equity perspective:

· Work with the institutions responsible for statistical data collection and with the ministries of health to introduce the ethnic variable into national statistics and ensure that this information becomes a key instrument in policy making.

At the same time, efforts should be devoted to:

· Support ministries of health in reformulating health policies, plans, and programs to make them ethnically sensitive.

· Promote the introduction of an ethnic perspective in the health plans developed as part of poverty reduction strategies in countries that are applying them.

Actions by the mandate holders of  “Working group on people of African descent”:

1) Collect the health information on ethnic groups.

2) To help to meet the Millennium Development Goals with a view to reducing inequities in health.

3) Help to restore the health of people of African descent

