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KEY TAKEAWAYS 

•  In Wisconsin and across the country, some subgroups of the 
population experience worse health outcomes than other 
subgroups. These differences are called health disparities.

•  Wisconsin has significant racial health disparities, many of which 
reveal poorer health for Black and American Indian/Alaska Native 
residents. 

•  Research suggests there are two primary drivers of racial health 
disparities—socioeconomic status (SES) and racism. Both can 
diminish a family’s social and economic resources and lead to 
chronic stress and its detrimental effects on the body. 

Addressing Racial Health Disparities in Wisconsin

Using research to build better public policy for families  

Does Everyone in Wisconsin Experience Good Health?

A healthy society is one in which everyone can achieve good health. In Wisconsin and 
across the country, some subgroups of the population experience significantly worse 
health than other subgroups. These differences are called health disparities and can 
occur by race and ethnicity, education level, income, gender, geography (e.g., rural vs. 
urban), and other factors. 

Researchers and policymakers have focused on eliminating health disparities between 
racial and ethnic subgroups because of their prevalence and persistence over time. For 
example, Wisconsin receives a grade of “F“ compared to other states for its high death 
rates of Black and American Indian/Alaska Native people at all ages.1 Racial health 
disparities can be found in several other domains (see Figure 1).

Healthy families are the cornerstone for thriving communities and a strong economy. 
State policymakers play a significant role in improving the health of Wisconsin families 
and addressing health disparities. This issue brief discusses the prevalence and causes of 
racial health disparities. It concludes with takeaways for state policymakers from seminar 
speaker Arjumand Siddiqi.

This issue brief is one of four for the 39th Wisconsin Family Impact Seminar, Beyond 
Healthcare Policy: Building the Foundation of Health for Wisconsin Families, held 
January 13, 2021.
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Figure 1:  Racial Health Disparities in Wisconsin
(Racial/ethnic subgroups with the poorest health in each domain are in highlighted in pink)

American 
Indian/
Alaska 
Native

Asian/
Pacific 

Islander

Black/ 
African 

American
Hispanic/

Latinx White
Statewide 
average

Infant 
deaths  

(per 1,000)2
13.8 7.2 15.0 5.8 4.6 6.3

Life  
expectancy 
(in years)3

72.8 85.3 73.8 86.9 79.8 79.5

Suicide 
(per 

100,000)4
15.6 6.5 5.3 6.2 15.3 15.5

Cancer 
deaths (per 
100,000)5

213.0 112.7 234.4 103.3 167.3 169.7

Insurance 
coverage 

(past year)6
88.3% 96.8% 81.2% 87.1% 93.7% 92.6%

As shown above, American Indian/Alaska Native and Black people experience a 
significant number of poor health outcomes. Wisconsin’s Black infant mortality rate 
is the highest in the nation (15.0 per 1,000 babies born) and contributes to our higher 
overall infant mortality rate (6.3 per 1,000 in Wisconsin vs. 5.8 per 1,000 nationally). 

The quality of healthcare received by subgroups also differs. Wisconsin ranks in the 
bottom quartile of states for the average differences in the quality of care received 
by Black, Hispanic, and Asian people compared with White people, despite ranking in 
the top quartile for overall healthcare quality.7

 Note: Data drawn from five reports. Racial and ethnic group names differed slightly in each report (e.g., Black vs. African American). 



What Leads to Racial Health Disparities?

Researchers have found no genetic differences to explain the poorer health status 
and health outcomes of racial and ethnic minorities.8,9 Research instead points to 
two primary drivers of racial health disparities: differences in socioeconomic status 
and racism.10,11,12

Socioeconomic Status (SES)

Socioeconomic status (SES) is a combined measurement of education level, 
income, and/or occupational status. People with low SES tend to have less 
access to health-promoting factors such as healthy foods, safe spaces to play 
and exercise, the internet, reliable transportation to work and school, and 
employment opportunities. They also tend to have more exposure to crime, 
violence, and environmental toxins. As a result, low SES is one of the strongest 
predictors of disease and early death.15

People in all racial and ethnic groups can have a low SES. However, a larger 
proportion of people of color have low SES compared to Whites, and this 
contributes to disparities in health outcomes.16

Racism

Even within a given SES level, there are significant health differences between 
racial and ethnic subgroups. That is, people of color have worse health 
compared to White people with similar social and economic circumstances.16,17 
In fact, people of color can have worse health than Whites with a lower SES. 

For example:

•    The risk of death for middle-aged Black men is 1.28 times greater than for 
White men and the risk of death for Black women is 1.35 times greater than 
for White women, even when they have similar employment status, income, 
education, and other factors.18

•    Black people with at least a college degree have a lower life expectancy at 
age 25 than White and Hispanic people with only a high school diploma.19

•    The rate of pregnancy-related deaths for Black and American Indian/Alaska 
Native women is two to three times higher than for White women.20 The 
mortality rate for Black women with a college education is 1.6 times greater 
than for White women with less than a high school education. 
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Race is a social construct with no underlying biological or genetic 
basis in which people are divided into separate groups based on 
nationality, ethnicity, and/or skin color.11,13 Racism results when 
individuals and/or institutions hold negative beliefs (stereotypes) and 
attitudes (prejudice) toward nondominant racial groups and treat 
them differently. Resources, opportunities, and power are shifted 
from nondominant racial group(s) to the dominant racial group(s) 
through institutional structures, policies, cultural norms and values, 
and individual behaviors.11,14



Research suggests these differences are due to interpersonal and institutional 
racism. Racism diminishes the social and economic resources of nondominant 
racial groups through school segregation, unequal educational and employment 
opportunities, incarceration, and other policies and practices.10 Racism also 
can affect the quality of and access to healthcare. For example, according to 
researchers at the U.S. Centers for Disease Control and Prevention, the racial 
disparities seen in pregnancy-related deaths might be due in part to bias and 
structural racism in the healthcare system and community.20 

One prominent example of how racism diverts social and economic resources 
from people of color began in the early 20th century. Policies and practices at 
the federal, state, and local level and in the private sector created segregated 
neighborhoods and prevented people of color from obtaining mortgages.11,21  
In the 1930s, the federal government rated neighborhoods on their risk level  
for housing loans. Neighborhoods with Black and immigrant families were 
routinely given the lowest rating (“hazardous”) and shaded in red on maps in  
a practice called “redlining.” These families were unable to purchase homes  
and build wealth. 

The effects of these policies and practices persisted even after passage of 
the Fair Housing Act of 1968. Today, formerly redlined neighborhoods are 
more likely to have concentrated poverty, poorer schools, fewer employment 
opportunities, limited access to healthcare, fewer trees and parks, and more 
physical and chemical hazards.11 Fewer Black families currently own homes (40% 
compared to 73% for White families) and their homes appreciate more slowly.22    

In sum, low SES and racism indirectly influence health and result in racial health 
disparities. The effect of both is the same: individuals and families are less likely 
to have the social and economic resources needed to achieve good health and 
well-being. 

Low SES and racism, as chronic stressors, also can directly affect health in 
detrimental ways.   
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COVID-19: An Example of Racial Health Disparities

COVID-19 has affected proportionally more people of color at every point on 
the continuum of care. Research conducted eight months into the pandemic 
has shown that, compared to White people, people of color are more likely to 
contract COVID-19, require greater medical intervention when they test positive, 
be hospitalized, and die from the virus.23,24 For example, American Indian/Alaska 
Native and Hispanic/Latinx patients experience hospitalization at rates four times 
that of White patients.24

Experts believe people of color make up a larger portion of cases because they 
are more likely to work in low-income jobs that cannot be done remotely, 
live in larger households situated in denser neighborhoods, and use public 
transportation.25 These work, living, and travel situations increase the risk of 
exposure to COVID-19, but this risk has not translated to higher testing rates for 
people of color.  

Consistent with national data, Black and American Indian people in Wisconsin are 
dying of COVID-19 at a much higher rate than White people (see Figure 2).26

Figure 2: Rates of Death from COVID-19 in Wisconsin
(Per 100,000 people)

American Indian 113.2

Black 84.7

White 68.7

Latinx 64.4

Asian 42.4

Note: As of December 8, 2020

The higher hospitalization and death rates for people of color reflect the higher 
infection rate (for the reasons outlined above) as well as underlying health 
conditions. People of color are more likely to have certain health conditions 
such as diabetes and asthma compared to Whites, which increases their risk of 
serious COVID-19-related illness.25 People of color also face more challenges 
in accessing testing and treatment than Whites because they are more likely 
to be uninsured, or they avoid or delay care due to cost, discrimination in the 
healthcare system, or other reasons.  
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How Does Chronic Stress Harm a Person’s Health?

Stress experienced over a long period of time can negatively influence a 
person’s physiology and health behaviors, which ultimately affects their physical 
and mental health. People can experience chronic stress from one or more the 
following situations: low SES (e.g., having poor employment opportunities, low 
income), low-quality or insufficient medical care, and racism (e.g., experiencing 
discrimination in healthcare or workplace settings).27

Chronic stress activates a person’s coping mechanisms in ways that can 
have profound effects on their health in the present and future.28,29,30 Chronic 
stress can change genetic expression; dysregulate the neuroendocrine, 
immunological, and metabolic systems (e.g., insulin, cortisol); and change 
the gut microbiome.31,32 These physiological changes can lead to an early 
deterioration in health that worsens over time in a process called weathering. 

The amount of wear and tear on a person’s body can be measured by an 
allostatic load score, which is derived from biomarkers such as blood pressure, 
triglycerides, cortisol, and C-reactive protein. An elevated allostatic load score 
is associated with chronic inflammation, diabetes, heart disease, cancer, 
psychiatric illnesses, and early death.32

Social and economic adversities can lead to chronic stress and its detrimental 
effects. People with low SES are more likely to have a high allostatic load 
scores.33 People with the lowest SES die an average of 2.1 years earlier than 
people with the highest SES.32 This is similar to the early mortality due to high 
blood pressure or physical inactivity. People who live in poor neighborhoods, 
have low educational attainment, or experience racial and ethnic discrimination 
also have higher allostatic load scores.33 

For people of color, racial discrimination also can lead to chronic stress above 
and beyond any stress related to their social and economic circumstances. This 
stress can cause wear and tear on their bodies, accelerated aging, and early 
death. Research suggests that, on average, Black people have a higher allostatic 
load score than White people, even when accounting for poverty level, SES, and 
health behaviors.34,35 Black women tend to have the highest score, then Black 
men, White men, and White women. In one study, nonpoor Black people were 
more likely to have a high allostatic load score than poor White people.34

Early life stress is particularly impactful on later health because 
children’s brains and bodies are in a sensitive period of 
development (see the 2019 Family Impact Seminar, Building 
Strong Wisconsin Families: Evidence-based Approaches to 
Address Toxic Stress in Children). Early life stressors include 
exposure to discrimination, child abuse and neglect, and poor 
caregiver mental health, which can lead to a higher allostatic 
load score into adulthood.

https://wisfamilyimpact.org/fis37/
https://wisfamilyimpact.org/fis37/
https://wisfamilyimpact.org/fis37/


Conclusion

A healthy Wisconsin and strong economy depend on healthy people and 
healthy communities. Yet not everyone has the opportunity to achieve good 
health. Black, American Indian/Alaska Native, and other racial and ethnic 
subgroups in Wisconsin have experienced persistently worse health outcomes 
compared to White people. By addressing socioeconomic conditions, as well 
as the structural factors related to racism, policymakers can build a strong 
foundation of health for all Wisconsin families.  

This issue brief was written by Heidi Normandin, Director of the 
Wisconsin Family Impact Seminars, and is the second in a series of 
four for the 39th seminar, Beyond Healthcare Policy: Building the 
Foundation of Health for Wisconsin Families. The Family Impact 
Seminars are an initiative of the UW–Madison La Follette School 
of Public Affairs, with generous support from the UW–Madison 
Chancellor’s Office and Phyllis M. Northway Fund. Visit our  
website at wisfamilyimpact.org.  

Since 1993
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Arjumand Siddiqi, ScD
Professor, Dalla Lana School of Public Health
Canada Research Chair in Population Health Equity

University of Toronto

Arjumand Siddiqi’s takeaways for legislators and 
other state policymakers: 

In order to understand racial disparities in health, 
we have to understand what race is. Race is a type 
of social group that is constructed in societies. 
It is not a grouping of people based on genetic 
similarities. Building on other research, the Human 
Genome project confirmed that if you are given 
the DNA characteristics of a person and no other 
information, you would not be able to determine 
their race.  

“Race-based” diseases and disparities are not 
based on genes. For instance, we think of sickle 
cell anemia as a “Black disease,” but the genetic 
mutation associated with sickle cell anemia is 
found in parts of the world where malaria is highly 
prevalent because it protects against contracting 
malaria. People from the Mediterranean and parts 
of Africa have high levels of sickle cell disease, even 
though they are racially different. (This might not 
be common knowledge because there are more 
Black people than Mediterranean people in the U.S.)  
Another example can be found when we look at 
birth weights of babies born in the United States. If 
low birth weights were due to race, the birth weights 
of Black babies born to immigrant Black mothers 
and U.S.-born Black mothers should be similar. They 
are not. The birth weights of babies of immigrant 
Black mothers more closely resemble (the healthier) 
babies of U.S. born White mothers. 

Racial disparities in health are the result of 
differences in social and economic conditions. It 
isn’t differences in genes, but differences in social 
circumstances that explain racial health inequities. 
Social circumstances that are detrimental for health 
include having little income or wealth; poor housing 
conditions; and experiencing discrimination in the 
education system, the labor market, and so on.  

 
 
 
 
 

 
 

 
The impact of discrimination on social and 
economic conditions is well documented. Job 
applicants with White-sounding names are 30% 
more likely to receive call backs for interviews than 
identical applications with Black-sounding  
names. White men with prison records are nearly 
twice as likely to get a job than Black men without 
a prison record. Discrimination also affects health 
directly, even the health of children. Emergency 
rooms have been found to work harder to 
resuscitate the lives of White children than of Black 
children.  

Discrimination also has an impact on a person’s 
physiological stress processes. The stress of 
experiencing chronic, “everyday” discrimination—
even when it isn’t severe—affects sleep, blood 
pressure, hormones, and other biological markers. 
To cope with chronic stress, people may engage 
in unhealthy behaviors such as eating poorly, not 
exercising, and smoking, thus making many health 
behaviors more a function of life circumstances, 
rather than lack of knowledge or will.  

Because health behaviors are so dependent on the 
conditions in which people live, improving these 
conditions can improve health. Policies focused 
on better disease management or changing health 
behaviors (e.g., tobacco cessation), while needed 
on some level, are still “downstream” from the root 
causes of poor health and will make small progress 
in reducing disparities. A singular focus on these 
strategies may perpetuate racial health disparities 
because they do not address the fundamental 
drivers of poor health. 
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Policies focused on improving the social and 
economic conditions of disadvantaged groups 
lead to reductions in racial health disparities. 
Social policies that go “upstream” to create better 
social circumstances for people of color (and, 
more broadly, for all people with challenging 
social circumstances) are more effective. To 
illustrate this, while racial inequities in health exist 
in both the U.S. and Canada, the gap in Canada 
is considerably smaller. This is due to Canada’s 
approach to social policy that provides more 
social and economic resources for families who 
are more socioeconomically disadvantaged. Key 
evidence-based policies to address racial health 
disparities and improve health for all people include 
income support approaches such as increasing the 

minimum wage and implementing a basic income 
program. Basic income programs provide families 
at the lowest end of the socioeconomic spectrum 
with a minimum income that allows them to retain 
stable housing, purchase nutritious food, obtain 
preventive healthcare, and choose better schools 
and employment.

Eliminating racial health disparities by improving 
social and economic conditions helps everybody 
in Wisconsin. Stronger social and economic 
conditions translate into a healthier and stronger 
workforce, fewer healthcare costs, and a society in 
which families have good health that allows them to 
meet their needs, raise healthy children, and reach 
their full potential.

Arjumand Siddiqi is a Professor of Public Health and Canada Research Chair in Population Health 
Equity at the University of Toronto. She studies how societal conditions produce health inequities, 
particularly racial inequities, and which social policies can resolve them. Much of her research uses 
macro-level data to understand socioeconomic conditions and health inequities within the U.S. and 
how the U.S. compares to other countries. She was a member of the World Health Organization’s 
Commission on Social Determinants of Health Knowledge Hub on Early Child Development and has 
consulted with several international agencies, including the World Bank and UNICEF. She received her 
doctorate in Social Epidemiology from Harvard University. 
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