Introduction

Purpose

This 2004 Supplement to the 2002 Health of Washington State provides information on health indicators by race and ethnicity that was not included in the original document. The 2004 Supplement also provides information on the relationship between health and two measures of socioeconomic status: poverty and education. These measures are included because differences in health attributed to race and ethnicity often change when such factors are taken into account. 

Background

In July 2002, the Washington State Department of Health released the 2002 Health of Washington State, which provided an overview of health status and related topics that are important to the Department’s mission of protecting and improving health in Washington. Where possible, the 2002 Health of Washington State included Washington data for several races and ethnic groups and also addressed issues related to economic factors and education. This was generally possible for chapters, such as those on Obesity and Overweight and Tobacco, that used survey data to describe health and related conditions. Chapters that relied on other data sets, such as death certificates, were not able to include information on race and ethnicity. The population data needed to calculate rates and allow comparisons among people in different racial and ethnic groups were not available. These data are now available, allowing us to supplement the information that was missing from the 2002 Health of Washington State. 
We developed the 2004 Supplement to be used in conjunction with the 2002 Health of Washington State. Thus, chapters in the 2002 document that contained Washington State data by race and ethnic group are not included in the 2004 Supplement. For the chapters that are included, the reader will find additional information about specific health conditions in the corresponding chapter in the 2002 Health of Washington State. 
Interpreting the Data

Race and Ethnic Group

To interpret health data classified by race and ethnic group, one must consider issues related to data quality and to the meaning assigned to “race” and “ethnicity.” Data quality varies depending on how information on race and ethnicity is collected and compiled, and the concept of race and ethnicity has changed over time. 

Appendix B describes how information on race and ethnicity is recorded in each data source used in the 2002 Health of Washington State and the 2004 Supplement. This appendix also indicates how the recording of race and ethnicity might affect data interpretation. For example, the information on the Death Certificate System notes that the number of deaths for Asian and Pacific Islanders, American Indians and Alaska Natives, and Hispanics may be underestimated, because people in these groups are often reported as white and non-Hispanic on the death certificate. Thus, death rates for these groups might seem lower than they actually are, and this needs to be considered when interpreting the data. 

Federal guidelines currently specify five racial categories: American Indian or Alaska Native, Asian, black or African American, Native Hawaiian or other Pacific Islander, and white. Until 1997, however, federal guidelines grouped Asians and Pacific Islanders (including Native Hawaiians) together. Additionally, current guidelines require that federal systems allow the reporting of more than one race. These changes took effect in Washington in 2003, but the data presented in the 2004 Supplement precede the changes. Therefore, the 2004 Supplement combines Asians and Pacific Islanders into one race group and provides data for single race only. In interpreting data, it is important to note that these broad groupings represent a diversity of cultures with different health-related social norms and practices. 

Finally, the understanding of race and ethnic group in relation to health has changed over time. Due to an increased understanding of the human genome, most scientists do not view race as a valid biological construct. Rather, race and ethnic group should be viewed primarily as capturing the effects of complex social, cultural, economic, and political factors on human health. These factors must be considered in interpreting health data.

Poverty

Economic resources and health are closely related. In general, more affluent people enjoy better health. The reasons for this relationship are complex and include factors such as the likelihood that people with more economic resources are more likely to live and work in environments that support healthy lifestyles, minimize exposure to toxic chemicals, and have relatively low levels of physical violence compared to people with fewer economic resources. People with more wealth are also better able to take advantage of medical services that prevent disease compared to those who are less affluent.  

Several measures are commonly used to study the relationship between health and economic resources, including individual or household income, whether a person lives above or below the federal poverty level, and whether someone lives in a neighborhood characterized by high or low income or poverty. In this supplement, we measure economic resources as the proportion of people in a U.S. Census tract who live at or below the federal poverty level. Appendix A, Poverty provides additional detail on this measure, including a description of census tracts. 

The percent of the population living in poverty describes the general economic level of persons in one’s nearby community and the neighborhood context in which one lives. To some extent, the measure also describes individuals; people living in neighborhoods where a high proportion of the population is poor are more likely to be poor themselves compared to people who live in neighborhoods where there is less poverty. 

We selected a contextual measure of poverty because individual economic measures are not readily available. We do not intend to place relatively greater importance on the context in which one lives compared to individual factors. Health researchers debate the relative importance for health of living in a poor neighborhood compared to individual poverty, but evidence shows that both are important. In fact, some health researchers believe that one cannot really distinguish between individual and community factors, because “People create places, and places create people.”
 

Education

Formal educational level is also closely related to health. Most commonly, people with higher levels of education enjoy better health status. In general, people with more education are more likely to avoid poverty, live in environments that support healthy lifestyles, work in occupations with less exposure to toxins and physical hazards, and be better able take advantage of medical services to prevent disease compared to people with lower levels of education. 

In this document, we have measured education as the proportion of adults, ages 25 and older, in a U.S. Census tract that completed college. Appendix A, Education provides additional detail on this measure, including a description of census tracts. Although the measure is based on the educational level of people ages 25 and older, the proportion is assigned to people of all ages in the census tract. The measure describes the general educational level of adults in a neighborhood, which contributes to the context in which people live, irrespective of their ages. To some extent, the measure also describes individuals; adults living in neighborhoods where a relatively large portion of the population has completed college are more likely to have completed college themselves, and children in these neighborhoods are more likely to have parents who have completed college, compared to people in neighborhoods where fewer adults have college degrees. As with poverty, we selected a contextual measure of education based on data availability and not with the intent of placing relatively greater importance on the context in which one lives compared to individual factors. 

Relationships among race, ethnicity, poverty, and education

The Race and Hispanic Ethnicity section of Appendix A explains why we provide information by race and ethnic group and discusses issues related to interpreting these data. Additionally, as described in the Guidelines for Using Racial and Ethnic Groups in Data Analyses, differences in health status by race and ethnic group often change when socioeconomic factors are taken into account, because some race and ethnic groups carry a disproportionate burden of poverty and low levels of formal education. 

The disproportionate burdens of poverty and low education are seen in Washington. The 2000 U.S. Census shows that in Washington, more than 25% of American Indians and Alaska Natives live in high poverty areas (defined as census tracts where 20% of people are at or below the federal poverty level), compared to less than 20% of African Americans and about 10% of Asians and Pacific Islanders and whites. More than 30% of Hispanics live in high poverty areas, compared to about 10% of non-Hispanics. Similarly, fewer than 10% of American Indians and Alaska Natives and Hispanics live in census tracts with the highest levels of education (defined as at least 40% of adults older than 25 having completed college), compared to about 15% of African Americans, about 20% of whites and non-Hispanics, and more than 25% of Asians and Pacific Islanders.
 

The strong and complex relationships among economic factors, education, race and ethnic group, and related factors such as immigration status often make it difficult to disentangle the role each factor plays in relation to health. Due to data limitations, we were generally not able to assess the relative importance of these factors in Washington. Where possible, however, authors presented information on the relative importance of race, ethnic group, socioeconomic status, and related factors based on national or other data. 

Reporting Conventions 

Several reporting conventions in the 2004 Supplement bear explanation. 

Unless otherwise stated, we have used the terms “black” and “African American” interchangeably. In some chapters, the term “African American” specifically refers to persons born in the United States. In these instances, the text clearly specifies that the terms are not used interchangeably. 

In many chapters, authors assessed racial disparities in comparison to whites. This convention was adopted because whites are the largest group in Washington, and so rates for whites do not fluctuate as much as rates for other races, making comparisons more reliable. 

We have not used the term “statistically significant” to describe differences among races and ethnic groups, levels of poverty, or levels of education or to describe increases or decreases in rates over time. However, highlighted differences or changes are statistically significant unless otherwise stated.

While we have attempted to avoid using technical terms, we have been unable to avoid use of some of these terms in presenting health statistics. Information on technical terms is available in Appendix A.

For More Information

Appendix A, Race and Hispanic Ethnicity, and Appendix B, Census and Intercensal Interpolations, for additional technical information on federal guidelines and the recording of race and ethnicity in the data sets used in the 2004 Supplement. 

Racial and Ethnic Groups in Data Analysis, for additional information on the Washington State Department of Health’s guidelines for using race and ethnicity when analyzing health data.
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