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EDITORIAL 

Ohio J Public Health, Vol. 3, Iss. 3, pp. 1-2, December 2020  ISSN: 2578-6180 

Welcome all new and returning readers to this issue of the Ohio Journal of Public Health (OJPH). This is the first special 

issue that OJPH has published outside of the regular cycle, and it is devoted to the public health crisis of racism that Ohio 

and other states continue to face. Public health scholars have for years examined the impact racism has on community 

well-being and health outcomes.1 Structural racism and discrimination lead to many negative health outcomes in the 

Black community, including, but not limited to, higher rates of infant and maternal mortality, higher rates of hyperten-

sion and stroke, lower life expectancy, and mental health impairment. No one sector in society is solely responsible for 

these inequities; rather, multiple systems, including education, housing, criminal justice, health care, and others, act 

synergistically to create environments that literally kill people.2  

When the COVID-19 pandemic struck, the devastating effects of long-standing, deep-seated, structural racism on com-

munities of color were observed by all. News media,3 government organizations,4 and academic scholars5 all noted the 

significant racial and ethnic disparities in COVID-19 incidence and mortality. Indeed, one of the largest studies to date 

on COVID-19 disparities concluded that these inequities are due to structural determinants, including limited employ-

ment opportunities, health care access, and housing quality that disadvantage Black and Hispanic adults.5 

At the same time COVID-19 was unleashing its destruction and causing disparate effects on Black, Hispanic, and other 

marginalized communities, the world witnessed the cruel and unjustified killings of George Floyd, Breonna Taylor, and 

others at the hands of law enforcement. While these killings sparked outrage and weeks of protests across the country, 

they were certainly not the first to occur. Many will remember the 2014 killing of 12-year-old Tamir Rice by Cleveland 

police. Unfortunately, these senseless deaths continue, as we witnessed very recently in Columbus with the killing of 

Casey Goodson Jr. by a law enforcement agent.  

While these tragedies were unfolding last spring, many communities in Ohio started to regard racism as a public health 

crisis (or, to declare racism a public health crisis). To date, 6 counties and 11 cities have made such declarations.6 Gover-

nor DeWine also declared racism a public health crisis during his presentation of the report from the COVID-19 Minority 

Health Strike Force.7 How should we respond to these declarations? As public health professionals, we know that any 

response requires implementing evidence-based practices, educating policymakers and the public about how they can 

promote healthier communities, and conducting research on ways to dismantle the multilevel barriers to health equity. 

In sum, we must diligently work toward the goal that Robert Jennings, Past President of the Ohio Public Health Associa-

tion, set out in his June 2020 statement: “Let us together tear down the oppressive walls of institutional racism and begin 

building a better community where all have an equitable opportunity to freely breathe.”8 

This Editorial Board of OJPH envisioned this special issue early in June as one way to respond to the dual crises affecting 

Black people in Ohio. Conversations about the problems and solutions need to occur prior to building the healthier com-

munities that Mr. Jennings spoke of in his statement. Our call for papers prompted outstanding contributions from 

health equity scholars and public health practitioners around the state. I am so proud that my public health colleagues 

around the state were quick to act and submit papers that were responsive to the call.  

This issue features their work, including 2 research papers, a commentary, and an Op-Ed. The paper by Steinman, Price-

Spratlen, and Browning presents data from the 2019 Ohio Medicaid Assessment Survey, which is one of the  
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largest state health surveys in the country. They report the prevalence of, and factors associated with, adult proxy-

reported perceived racial discrimination of youth in Ohio. The results suggest that perceived discrimination is higher 

among Black youth who are older, from higher income families, and from rural communities. Additionally, perceived 

discrimination is associated with poor mental health outcomes. These results indicate that interventions to eliminate 

discrimination should target youth, as negative health effects may emerge at an early age. The other research paper in 

this issue, by Gotto, Morello, and Michie examines health care provider knowledge of racism and how such awareness 

may impact their communication with their Black pregnant patients. While this study was terminated early because of 

COVID-19, the preliminary findings suggest that a provider’s recognition that racism impacts birth outcomes may influ-

ence their communication style with patients. 

The commentary in this issue, authored by Nawaz and colleagues, promotes a more comprehensive framework for  

studying the multidimensional constructs of racism, including systemic racism, interpersonal racism, and internalized 

racism. The expanded model provides additional measures that can be assessed to determine if community-level inter-

ventions are having any impact on reducing inequities. Finally, Singer uses a legal lens in her Op-Ed to outline the many 

ways in which the COVID-19 pandemic negatively impacted low-income communities. She describes the effects of busi-

ness closures early on, decisions to re-open states earlier than recommended, and the segment of the population that 

was not eligible for enhanced unemployment benefits. Combined, these factors have the potential to further widen ineq-

uities due to COVID-19. 

This issue again features a cover design by Whitney Baxter and Gad Owusu, undergraduate students in the Department 

of Design at The Ohio State University. During a semester that was extra stressful due to surges in COVID-19 cases on 

college campuses in Ohio, Whitney and Gad carved out time to create a design that embraces the theme of this issue. 

This issue is also my penultimate as Editor. I am thrilled to announce that Professor Sheryl Chatfield, of Kent State Uni-

versity, will be the next Editor of OJPH. As a current Editorial Board member, author of several papers in previous OJPH 

issues, and public health educator, scholar, and professional, she is well-positioned to take the reins after June 2021. 

Until then, I will work with her on a smooth transition. And, I will continue to advocate for the important work that the 

Ohio Public Health Association does on a daily basis to be the “voice” of public health in Ohio.  
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At this writing, we have no cure, vaccine, or fully effective treat-

ment for the pandemic caused by the novel coronavirus (SARS-

CoV-2). Singapore, South Korea, China, Taiwan, and Hong Kong 

used a variety of technology-based contact tracing methods to 

mixed effect; these tools have not been widely applied in the Unit-

ed States due to resistance to government surveillance and an 

emphasis on personal privacy.1 While heightened use of standard 

methods of contact tracing may have been helpful, the unusual 

extent to which asymptomatic individuals may transmit infection 

poses significant challenges to traditional approaches.2 Currently, 

the major tool we have utilized to combat the pandemic has been 

mitigation, by limiting person-to-person transmission. While this 

tool is effective, it is a “blunt instrument” with disparate effects on 

higher-income versus lower-income populations (the latter dis-

proportionately consisting of racial minorities). This disparity 

creates tension between the divergent interests of these groups, 

and raises important ethical concerns. Legal strategies for amelio-

rating these differential impacts are further complicated by con-

flicting government responses at the federal, state, and local levels. 

Exposure to the novel coronavirus can occur in workplaces as well 

as in social and residential settings. Exposure may be reduced by 

eliminating travel and gatherings, closing schools and non-

essential businesses, and enforcing the use of face masks. Many of 

the businesses that were shut down or permitted to operate only 

in a limited capacity, such as bars or restaurants, have operating 

models that involve close, indoor person-to-person interaction, the 

primary means by which the virus spreads. Closing or restricting 

these businesses, however, disproportionately affects lower-

income individuals, who comprise the bulk of their employees.3 

Higher-income individuals are more likely to have jobs adaptable 

to distance work, which both enables those individuals to keep 

their jobs and reduces their risk of coronavirus exposure.4 

This unequal impact creates difficult challenges for government 

officials striving simultaneously to preserve personal liberty, pro-

tect public health, and maintain a stable economy. These interests 

are interrelated and often in conflict. Governors and other state 

officials across the country have implemented emergency stay-at-

home and shelter-in-place measures and now must decide wheth-

er to continue or to relax these orders.5 As Rhode Island Governor 

Gina Raimondo said, “[There are] no good options. I’m choosing 

between bad option number one and bad option number two. And 

all of the work that we’re doing is to make this a bit less bad for 

people: minimize death, minimize the virus, minimize economic 

hardship.”6 Although the federal government has only limited 

power to implement broad mandates, the White House has set out 

parameters for gradually ending social distancing measures; the 

president at times has been at odds with those recommendations.7 

Moreover, many states, such as Georgia and Arizona, have opted to 

disregard these guidelines, choosing instead to reopen on a much 

broader scale in an attempt to revive businesses and reduce  

restrictions on individuals. Experts feared that large-scale reopen-

ings would lead to more COVID-19 infections and possibly over-

load the health care system, concerns which to a significant degree 

have proven correct.8 For lower-income workers, such reopenings 

may restore their livelihoods but endanger their lives, a dilemma 

faced primarily by lower-income, minority individuals, as evi-

denced by New York City data indicating that several neighbor-

hoods with lowest median household incomes also have highest 

rates of COVID-19 infection.9 According to census data, the resi-

dents of those neighborhoods are predominantly people of color. 

Nationally, Blacks have rates of infection 2.6 times higher than 

Whites, and Hispanics/Latinos have 2.8 times higher rates of infec-

tion than Whites. Both groups have rates of hospitalization almost 

5 times higher than Whites.10 Of the 945 cases and 27 deaths re-

ported in Milwaukee County, Wisconsin, in early April 2020, al-

Disproportionate Impact of COVID-19 on Lower-

Income, Minority Populations 
Naomi Singer

1
 

1School of Law, Case Western Reserve University, Cleveland, OH 
 

Corresponding Author: Naomi Singer, 11075 East Blvd., Cleveland, OH 44106, (216)368-2000, naomi.singer@case.edu 

Submitted August 28, 2020 Accepted November 25, 2020 

© 2020 Naomi Singer. Originally published in the Ohio Journal of Public Health (http://ojph.org) December 2020. This article is published under a Creative Commons Attribution 4.0 

International License (http://creativecommons.org/licenses/by/4.0/) 

mailto:naomi.singer@case.edu
http://ojph.org
http://creativecommons.org/licenses/by/4.0/


ojph.org Ohio Public Health Association 
4 

 

 

Ohio Journal of Public Health, December 2020, Vol. 3, Issue 3     ISSN: 2578-6180 
LETTER/OP-ED 

most half of the cases and 81% of the deaths involved Blacks, who 

comprise 26% of the county population.11 This imbalance may be 

further exacerbated by hospital triage plans that deprioritize pa-

tients with “disproportionate burdens of pre-existing comorbidi-

ties.”7 

At the federal level, the Coronavirus Aid, Relief, and Economic Se-

curity (CARES) Act provided increased unemployment benefits 

and direct payments to ameliorate the pandemic’s differential 

impact; in many cases, this support exceeded the income individu-

als otherwise would have received. While these strategies are  

well-intentioned and overall have had a positive impact, their im-

plementation had several limitations. Low-income households 

may not have received CARES payments because they earned but 

did not report a cash income. Disabled individuals over 17 years of 

age were not eligible for direct payment, and their caretakers were 

ineligible to receive it on their behalf. The CARES Act also excluded 

payments for households without Social Security numbers, which 

renders ineligible the 800 000 “Dreamers” (young undocumented 

immigrants who were brought to the United States as children) 

and their families.12 Notably, even if the federal government had 

emulated other countries and guaranteed at least a significant 

percentage of people’s incomes, doing so may have helped small 

business employers and workers in the short term, but not over 

the longer term should those businesses fail due to pandemic re-

strictions. 

The legal considerations regarding reopening businesses involve 

important overlap between the federal and state governments. 

The federal government is broadly empowered to regulate inter-

state commerce; federal agencies may issue influential guidance; 

and the president may declare national emergencies. In accord-

ance with the Constitution’s Tenth Amendment, non-enumerated 

powers, including police power, reside with the states. In a pan-

demic response, of necessity the federal government generally 

provides much of the funding, since states are required to balance 

their budgets. Although these entities ideally would coordinate 

their responses, such efforts are derailed when there is conflict 

between the federal government and states and localities, as in our 

current situation.13 In the absence of a coordinated national re-

sponse, states resorted to independently acquiring essential 

equipment and collaborating with neighboring states; while these 

state actions may have been necessary, they also created complica-

tions that perhaps could have been avoided with more robust na-

tional leadership.7 

It is difficult to satisfactorily resolve the ethical dilemma of safe-

guarding people from medical harm, while neither stripping them 

of the ability to safely earn their living nor intensifying a global 

economic crisis. Addressing this problem is made even more chal-

lenging by the unequal effects of the pandemic on lower-income, 

minority individuals and households. Writer Joe Pinsker observed, 

“American inequality produces clusters of disadvantage.”3 Just as 

lower-income minority individuals are more at risk for contracting 

the novel coronavirus, their health disadvantage is compounded 

by the disproportionate effects of the pandemic on their liveli-

hoods. With recent vaccine news enabling us finally to glimpse the 

possible end of the pandemic, we must also commit at that time to 

look back at the many different responses employed and their 

outcomes, so as to identify best practices for our society overall 

and for its most vulnerable communities.  
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INTRODUCTION  

Recent events highlight the United States' legacy of racism and its 

enduring effects on the health and well-being of young people. 

Much of the discourse has focused on structural racism—the self-

perpetuating institutions (eg, education, criminal justice, financial) 

that privilege white Americans over others. Yet individual experi-

ences with racial discrimination can also have a profound negative 

effect on health and well-being.1 

One limitation of research in this area is that studies have largely 

relied on convenience samples.2,3 While valuable, these studies 

may not be generalizable across settings and may bias estimates of 

the association between youth’s perceptions of racial discrimina-

tion and their health outcomes.3 In order to expand our under-

standing of racial discrimination, there is a great need for studies 

that can produce generalizable findings and systematically exam-

ine racial discrimination in subgroups (eg, urban versus rural 

youth). 

Yet such studies are expensive, and few have been designed to 

examine racial discrimination. Instead, researchers must rely on 

studies designed for another purpose (eg, adolescent health) that 

may have limited measures of racial discrimination. It is unclear 

whether such limited measures are robust enough to detect an 

association with health outcomes. This paper uses a large, repre-

ABSTRACT 

Background: Perceived racial discrimination (PRD) is known to harm youth, yet few studies use large,  

representative samples or study caregivers’ perceptions of their children’s experiences with unjust treatment. We  

examined how such a measure of PRD was associated with demographic characteristics as well as with physical and  

mental health outcomes for Black youth across Ohio. 

Methods: The 2019 Ohio Medicaid Assessment Survey was a complex telephone survey with a representative  

sample of 31 558 adults, 907 of whom completed a proxy interview for a youth in the household who was Black and age 6 

to 18 years. One item from an Adverse Childhood Experiences (ACEs) scale assessed PRD: “To the best of your knowledge, 

has [name] ever experienced any of the following? Treated or judged unfairly because of [her/his] race or ethnic group.”  

Results: Weighted analyses found that PRD was more common among Black youth who were older, from higher 

income families, and lived in rural counties. Perceived racial discrimination was also associated with frequent mental  

distress and with having an emotional or behavioral problem that needs treatment or counseling. It was not associated 

with any physical health outcomes measured. 

Conclusion: Our findings resemble those from other studies that use more extensive measures of PRD. While no 

substitute for extensive measures, the ACEs single-item measure may expand opportunities to study PRD in subgroup 

analyses of larger, representative samples. Yet our findings and those from other studies already provide considerable 

evidence that efforts to improve Black youth’s mental health should consider their experience with PRD.  
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sentative dataset from Ohio to examine whether a brief, proxy 

measure of racial discrimination is associated with physical and 

mental health outcomes. To the extent that the measure yields 

findings that parallel those from other studies, we may have  

greater confidence that large, representative studies with brief 

measures can provide a useful contribution to the research litera-

ture in this area. 

Racial discrimination involves “individuals and larger institutions, 

deliberately or without intent, treat[ing] racial groups differently, 

resulting in inequitable access to opportunities and resources.”1 

Studies, like ours, that employ subjective measures only capture 

those instances of which the respondent is aware. For this reason, 

the term “perceived racial discrimination” (PRD) is preferred.4 

Another limitation of previous research on PRD relates to exactly 

who is perceiving racial discrimination. Most studies ask youth or 

adults to report their own experiences, and some ask youth to 

report on their caregivers’ experiences. Few, however, ask adult 

caregivers to report on their child’s experiences with unjust treat-

ment. The most recent systematic review found no such exam-

ples,2 although 2 recent national studies use such a measure.5,6 

This gap is significant, as proxy reports may be influenced by the 

respondent’s own experiences and thus reflect parenting strate-

gies as well as the intergenerational, indirect transmission of the 

trauma of racism.7,8 Also, some caregivers may recognize unfair 

treatment that the child is too young to understand.  

Considerable research has documented the association of PRD 

with youth’s physical and mental health outcomes such as anxiety, 

depression, and preterm births.2 The most recent meta-analysis 

and review found that PRD may have stronger effects for mental 

health than physical health outcomes,2,3 although an earlier review 

found no such differences.9 

Many racial and ethnic minority groups experience discrimination, 

each of which merits distinct attention. Scholars often focus on 

Black youth in particular because of the frequency with which they 

experience discrimination as well as its intergenerational transfer, 

and long-term adverse effects.7,8 Americans of African descent 

bear a unique historic legacy in the United States and, as the larg-

est racial minority group in Ohio, are the focus of the present 

study. 

METHODS  

Participants and Procedures 

Because this study is based on publicly available, deidentified data, 

this study was exempt from review by the Institutional Review 

Board of The Ohio State University.  

The 2019 Ohio Medicaid Assessment Survey (OMAS) assessed 

health status and health system-related information from the self-

reports of noninstitutionalized adults who reside in Ohio. The 

2019 OMAS was structured as a stratified random digit dial (RDD) 

dual-frame (cell phone and landline phone) complex designed 

(multiple strata) telephone survey. Survey weighting was per-

formed in stages at the county, regional, state, oversample, and cell 

phone level. It was fielded with the assistance of the Research Tri-

angle Institute (RTI), International. Multimode data were collect-

ed, including phone sample data through random digit dialing and 

web-based or paper mail versions through address-based sam-

pling. Overall, 31 558 surveys of Ohioans 19 years of age and older 

and proxy interviews for 7 404 youth 18 years of age and younger 

were completed: 30 068 by phone, 950 by web, and 540 by mail-in 

paper survey. Data for the present study focused on the subpopu-

lation of 907 proxy interviews involving Black youth ages 6 to 18 

years. The study protocol asked adult respondents who reported 

that a youth lived in the home to continue the survey with “… the 

adult in this household who best knows about [child’s name]’s 

health insurance coverage and health status.” Whereas “caregiver” 

is a reasonable term to describe these adult respondents, this is 

admittedly an assumption. The 2019 OMAS was the eighth itera-

tion of the survey, and additional details regarding methods are 

available at https://grc.osu.edu/OMAS. 

Measures 

Demographics 

Missing values for demographic variables were imputed using a 

weighted sequential hotdeck imputation procedure. When a re-

spondent reported the child’s race as “Black” or “African Ameri-

can” and no other category, they were classified as Black for this 

study. Of the 907 proxy interviews of Black youth ages 6 to 18 

years, 24 were missing data on youth race (2.6%) but were imput-

ed as Black. Standard survey items assessed age, sex, and income 

as percentage of the federal poverty level. County type distin-

guished among rural counties (eg, Vinton) as well as larger (eg, 

Franklin) and smaller (eg, Richland) metropolitan counties and 

suburban counties (eg, Licking) using criteria that OMAS study 

directors developed in 2004 in consultation with the National Re-

search Council’s Committee on Population and Demography (Tim 

Sahr, phone communication July 2020). For the subpopulation in 

this study, 4.6% of the county type values were imputed. 

Racial discrimination 

Perceived racial discrimination was measured by a single item 

from a series of 8 items on Adverse Childhood Experiences that 

have been used in other studies:5,6 “To the best of your knowledge, 

has [youth’s name] ever experienced any of the following?” One of 

these items was “Treated or judged unfairly because of his/her 

race or ethnic group.” When a caregiver responded “yes,” the 

youth was classified as having PRD. Thirty-six cases (4.0%) were 

missing data on this variable. 

Health outcomes 

Health outcomes included the respondent’s perception of the 

youth’s overall health status, “In general, how would you describe 

[youth’s name]'s health? Would you say [her/his] health is excel-

https://grc.osu.edu/OMAS
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lent, very good, good, fair, or poor?” Responses were collapsed into 

“fair” or “poor” versus “excellent,” “very good,” or “good.” Obesity 

was based on the youth’s caregiver-reported body mass index 

(BMI) being at or above the 95th percentile for youth of the same 

age and sex. Asthma was assessed by “Has a doctor or other health 

professional ever told you that [youth’s name] has asthma?” and 

developmental disability by a similar item, “Does [youth’s name] 

have a developmental disability?” A single item measured frequent 

mental distress, “Now, thinking about your child’s mental health, 

which includes stress, depression, and problems with emotions or 

substance use, for how many days, during the past 30 days did a 

mental health condition or emotional problem keep [youth’s 

name] from participating in school, social relationships with 

friends, or other usual activities?” (For youth younger than 13, the 

phrase “or substance use” was omitted.) Responses of 7 days or 

greater were classified as frequent mental distress. This classifica-

tion does not represent a clinical diagnosis, but it does represent a 

caregiver’s perception of a meaningful degree of impairment in the 

youth’s life during the previous month. Three items adapted from 

a screener for youth with special health care needs10 used the stem 

“Because of a physical, mental, emotional condition lasting 6 

months or more, does [youth’s name] …” The specific items includ-

ed, “…currently need or use medicine prescribed by a doctor or 

other health care professional, other than vitamins?”; “…need or 

get special therapy such as physical, occupational, or speech  

therapy?”; and “have any kind of emotional, developmental, or 

behavioral problem for which [she/he] needs or gets treatment or 

counseling?” 

Statistical Analyses 

Analyses were performed using Stata version 16 and estimates 

were weighted to be representative of all noninstitutionalized 

Black youth, ages 6 to 18 years in Ohio. Most of the health out-

comes were not asked of children younger than 6, as doing so 

would be inappropriate. (For instance, asthma screening proce-

dures are not accurate before 5 years of age, so few young children 

receive such a diagnosis.) Moreover, PRD was much less common 

for youth ages 0 to 5 years (3.3%, 95%CI 1.6%-5.0%).  

RESULTS  

The prevalence of PRD (Table 1) was similar for females and males 

but was more common among 13- to 18-year-olds (22.0%, 95%CI 

17.3%-26.7%) compared to 6– to 12-year-olds (13.6%, 95%CI 

9.8%-17.5%). About 40.3% (95%CI 29.4%-51.2%) of Black youth 

  Percent a (95% CI) P value b 

Total (n=871) 17.5 (14.5 - 20.5) -- 

            

Male 15.1 (11.5 - 18.8) 
0.11 

Female 19.9 (15.2 - 24.7) 

            

Age 6-12 years 13.6 (9.8 - 17.5) 
<0.01 

Age 13-18 years 22.0 (17.3 - 26.7) 

            

Major metropolitan 13.5 (9.6 - 17.4) 

<0.01 
Smaller metropolitan 19.0 (13.4 - 24.6) 

Suburban 19.7 (8.6 - 30.9) 

Rural 40.3 (29.4 - 51.2) 

            

Income <138% FPL  14.8 (10.8 - 18.8) 

<0.01 
Income 138-206% FPL 16.6 (9.8 - 23.3) 

Income 207-400% FPL 16.8 (10.7 - 22.9) 

Income >400% FPL 34.3 (22.3 - 46.3) 

Table 1. Percent of Black Youth Perceived to Have Experienced Racial Discrimination  

Abbreviations: CI, confidence interval; FPL, Federal Poverty Level 
a Estimates are weighted to be representative of all noninstitutionalized Black youth, ages 6-18 years in Ohio. 
b P value of Pearson χ2 test 
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living in rural counties experienced PRD—nearly 3 times the esti-

mate for Ohio’s 3 largest metropolitan counties (Cuyahoga, Frank-

lin, Hamilton; 13.5% 95%CI 9.6%-17.4%) and more than twice as 

likely as those living in other counties. And youth with family in-

comes greater than 400% FPL were more than twice as likely as 

youth from lower incomes to have PRD. 

Analyses found that PRD was not associated with youth’s obesity, 

asthma, developmental disability, needing/using prescribed medi-

cation, or needing/using special therapy; nor was it associated 

with overall fair/poor health status (Table 2). It was, however, 

associated with youth’s frequent mental distress and with having 

an emotional, developmental, or behavioral problem for which 

[she/he] needs or gets treatment or counseling. For example, 

among Black youth in Ohio ages 6 to 18 years, 10.7% of those with 

PRD experienced frequent mental distress, compared to only 2.6% 

who did not report PRD—a 4-fold difference.  

DISCUSSION       

Our finding that PRD is associated with mental, but not physical 

health outcomes among Black youth resembles findings from 

many other studies, even as the research literature is not always 

consistent.2,3 This suggests that other researchers could use this 

brief measure of PRD to help expand research on the topic. 

The greater prevalence of PRD in rural counties might be attribut-

ed to these areas being predominantly White. Other studies have 

found that living in a predominantly White community was associ-

ated with an increase in youth experiencing PRD.11,12 In predomi-

nantly White settings, young Black people may be more likely to be 

treated differently because they appear “different” on a socially-

meaningful category—race.11 

Similarly, our finding of a positive association between PRD and 

income parallels previous research that finds greater PRD among 

Blacks with higher socioeconomic status.12 Wealthier children 

(and their caregivers) may have more access to education, and 

therefore may be more likely to perceive racial discrimination. 

Curiously, this study’s findings on income conflict with two recent 

studies that employed the same measure of PRD yet found no biva-

riate association.5,6 The inconsistent results might be explained by 

age of their data—from 2011-2012. National attitudes about race 

have shifted markedly since then.13 In addition, the difference may 

reflect something about Ohio, as some research suggests Ohio de-

parts from national averages on measures of racial attitudes.13,14 

Table 2. Physical and Mental Health Outcomes Among Black Youth who Have Versus Have Not Perceived Racial Discrimination  

  
Among youth who have  

perceived racial  
discrimination 

  
Among youth who have  

not perceived racial  
discrimination 

  

  Percent a (95% CI)   Percent a 95% CI P value b 

Fair/poor health status 11.1 (5.6-16.6)   6.6 (3.9 - 9.2) 0.11 

Obesity 27.0 (18.5 - 35.5)   32.4 (27.7 – 37.1) 0.29 

Asthma 29.0 (20.4 - 37.7)   23.4 (19.4 – 27.3) 0.23 

Developmental disability 16.5 (10.2 - 22.9)   14.2 (10.8 – 17.7) 0.52 

Needs or uses prescribed  
medication 

26.8 (19.2 - 34.5)   20.4 (16.7 – 24.1) 0.11 

Needs or gets special therapy 
(eg, physical therapy) 

9.6 (4.5 - 14.6)   9.1 (6.3 – 11.9) 0.85 

Needs or gets counseling or  
treatment for any kind of emotional, 
developmental, or behavioral problem 

25.1 (17.4 - 32.8)   15.1 (11.7 – 18.5) <0.01 

Frequent mental distress 10.7 (5.5 - 16.0)   2.6 (1.3 – 3.9) <0.01 

a Estimates are weighted to be representative of all noninstitutionalized Black youth, ages 6-18 years in Ohio. 
b P value of Pearson χ2 test 
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Limitations 

Perceived racial discrimination cannot be rigorously measured by 

a single item, especially when it involves a caregiver reporting on 

behalf of a child. The estimate that 17.5% of Black youth in Ohio 

experience PRD, for instance, is almost certainly low, as studies 

with more complete measures yield higher prevalence rates.15, 16 

While the brief measure may have some utility, it should not be 

used to assess the prevalence of PRD. 

This study’s cross-sectional design meant that we could not deter-

mine the causal influence of PRD on health, only whether they are 

associated. Thus, these findings may reflect the harmful effects of 

prejudice as well as evidence that Black youth with mental health 

issues may be more likely to experience or perceive racial discrim-

ination.5 

PUBLIC HEALTH IMPLICATIONS  

Efforts to improve the mental health of Black youth should consid-

er their experience with racism, especially for those living in rural 

areas or higher income households. Health care providers can best 

serve their patients by ensuring that “all patients and families 

know that they are welcome, that they will be treated with mutual 

respect, and that high-quality care will be delivered regardless of 

background.”17(p5) Given the pervasive racial/ethnic disparities in 

youth’s access to mental health care,18 Black families deserve clini-

cal encounters that promote, rather than undermine, their youth’s 

well-being. And public health efforts should ensure that rural and 

higher income youth are not neglected in preventing racial dis-

crimination and associated mental health issues. 
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INTRODUCTION  

The United States began tracking infant death by race in 1850, 

when 217 of every 1 000 White babies and 340 of every 1 000 

Black babies did not reach their first birthday.1 While the overall 

US infant mortality rate (IMR, the number of infant deaths per  

1 000 live births, a leading indicator in the health of a community2) 

has dropped dramatically since then, we still lag far behind other 

wealthy nations (55th overall, with an IMR of 5.83). 

These national statistics belie deep geographic, health care access, 

and, especially, racial disparities: the gap between White and Black 

IMR is worse now than it was in 1850.1 Ohio’s 2018 IMR was 6.9, 

but for Black Ohioans was 13.9.4 And in Cuyahoga County, where 

the overall 2018 IMR was among Ohio’s worst at 8.7, the White 

IMR was 4.5 (up from 2017 due to the opioid epidemic), and the 

Black IMR was 14.9.5 While we are seeing progress, Black babies in 

Cuyahoga County are still dying at 3.3 times the rate of White ba-

bies.  

ABSTRACT 

Background: The United States lags far behind other developed nations in our overall infant mortality rate.  

Public health researcher Arline Geronimus has described a “weathering” effect of chronic racial stress among Black  

women that contributes to high rates of preterm birth, the leading cause of infant death. Trusting relationships between 

clinicians and patients may play a role in reducing infant mortality for Black mothers. Based on a social-ecological model 

of health care communication around infant mortality, we focus here on doctor-patient communication and correlations 

between clinicians’ understandings of systemic racism and their communication with Black pregnant patients. 

Methods: This paper reports the findings from interviews with 5 maternal health clinicians (prior to recruitment 

being temporarily paused due to COVID-19) practicing at Cuyahoga County hospitals that serve large populations of 

Black women. Qualitative coding methods based in grounded theory were used to draw out themes from interview  

transcripts. 

Results: Doctor-patient communication was an emergent theme in these interviews. Results suggest an association  

between clinicians’ understanding of the impact of systemic racism and their ability to communicate successfully and 

form positive bonds with pregnant mothers who are at higher risk of infant mortality.  

Conclusion: Acknowledging systemic racism as the cause of poor social determinants of health, which in turn  

contribute to higher rates of infant mortality, may provide clinicians a pathway to more positive communication and 

higher levels of trust with their patients, which in turn may play a role in reducing infant mortality in the Black community. 

Further research should investigate these associations.  
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Scholar Dorothy Roberts has argued that the state has historically 

neglected Black infants via the socioeconomic status (SES) of their 

mothers through poverty, inadequate housing, poor nutrition, and 

lack of access to health care.6 Dr. Roberts points, for example, to 

the harsh punishment of pregnant Black women who self-

medicate with illicit drugs versus the “temperate regulation” of 

pregnant middle-class women who use pharmaceuticals to treat 

their mental health, despite evidence that use of antidepressants 

and other prescribed medications during pregnancy may cause 

subtle neurological problems in newborns.7 Such disparities in 

social treatment contribute to what public health researcher 

Arline Geronimus has termed “weathering,” which she defines as 

the deterioration of Black women’s health due to chronic stress. 

This stress is caused by the cumulative exposure of socioeconomic 

disadvantage in a society burdened by structural and systemic 

racism and has consistently been linked to preterm birth.8 Multiple 

studies have reported associations between hormonal markers of 

chronic stress and preterm birth, showing disproportionate effects 

among Black women and women with low SES.9 Preterm birth, the 

leading cause of infant death, has increased 31% in the United 

States since 1980, particularly among Black women, and risk iden-

tification, early detection, and pharmaceutical interventions have 

made no impact in reducing its occurrence.9 

In order to shed light on the marked racial disparities in infant 

mortality in Cuyahoga County, this study is exploring local clini-

cians’ perceptions of and responses to these issues.  

METHODS  

Setting 

The target population was maternal health clinicians from 3 large 

Cuyahoga County, Ohio, hospitals that serve large numbers of 

Black women giving birth and large numbers of Medicaid-insured 

patients.  

Design 

This ongoing qualitative research study includes one-on-one semi-

structured interviews by telephone with maternal health care pro-

viders, focus groups with nurses and support staff who work with 

pregnant patients, and an interactive return of findings to partici-

pating hospitals to inform their future practice.  

Participants 

This portion of the study was open to physicians of any experience 

level who work with pregnant patients or patients seeking to be-

come pregnant, at 3 Cuyahoga County hospitals. Before interviews 

were paused due to the COVID-19 pandemic, our 5 participants 

included 4 females and 1 male, ranging in experience level from 

resident to attending physician, with 4 White and 1 Asian partici-

pant (Table 1). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Procedures 

All research methods were approved by the Case Western Reserve 

University Institutional Review Board (IRB).10  Women’s Health 

departments at 3 Cuyahoga County hospitals agreed to provide 

access to clinical staff for this study. Maternal health physicians at 

3 Cuyahoga County hospitals were contacted via email to partici-

pate in this portion of the study; respondents were screened and 

gave verbal consent by phone, and all were provided with an elec-

tronic copy of the IRB-approved study information document. To 

provide opportunities for in-depth reflection on potentially sensi-

tive topics (particularly infant mortality, systemic racism, and im-

plicit bias in clinical care), individual interviews with maternal 

health clinicians were conducted. All 60 to 90 minute interviews 

were conducted via phone by the second author using a guided 

questionnaire, audio-recorded, and transcribed. Following 5 initial 

interviews, recruitment was paused due to the COVID-19 pandem-

ic. 

Measures/Outcomes 

Participants provided basic demographic information, then were 

asked open-ended questions about: awareness and understanding 

of racial disparities in infant mortality at national and local levels 

(eg, What do you think the most important causes of these health 

disparities are?); the ways these understandings impacted interac-

tions with Black pregnant patients (eg, How do you see these is-

sues affecting your African American patients here? How have 

they affected how you interact with your patients?); and aware-

ness and opinions about local efforts to mitigate disparities in in-

fant mortality (including community birth workers and implicit 

bias training, eg, What do you think about these interventions? 

What recommendations might you have for your institution?).  

Table 1. Participant Demographics 

Gender 

Female 4 

Male 1 

Ethnicity 

White (Non-Hispanic) 4 

Asian 1 

Clinical Experience 

Resident 2 

Fellow 1 

Attending physician 2 
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Data Analysis 

Research staff used an approach based in grounded theory,11 with 

preliminary analyses informing successive interviews and  

analyses; themes, categories, and theoretical constructs emerged 

from qualitative coding and analysis. De-identified transcripts 

were uploaded to Dedoose (www.dedoose.com), a widely-used 

qualitative analysis software package. The first and third authors 

created a codebook using 1 interview; both then coded a second 

interview, resolved discrepancies by consensus, and revised the  

codebook. To maintain consistency, the first author coded all tran-

scripts, including those used to create the codebook. A matrix was 

developed to surface major themes from the interviews.  

RESULTS  

We interviewed 5 prenatal health care physicians at Cuyahoga 

County hospitals (Table 1). Analysis of the 5 interviews in this 

preliminary dataset revealed communication as a consistently 

emergent theme with implications at multiple levels, although 

communication was not a primary focus of the interview ques-

tions. This primary theme included 4 categories: doctor-patient 

communication; communication among clinicians; communication 

between hospitals and outside resources; and communication 

within the entire care system. For this brief, we focus on the cate-

gory that was discussed the most by interviewees: doctor-patient 

communication, which included clinicians’ discussions of mistrust 

from their Black pregnant patients; their awareness of implicit 

bias in clinical interactions; their understanding of systemic rac-

ism and its impact on the social determinants of health; and their 

understanding of systemic racism as a cause of chronic stress and 

related symptoms in Black pregnant patients. We found that those 

clinicians who more readily acknowledged the role of clinicians 

and health care systems in mistrust and lack of communication 

also reported more positive interactions with their patients and 

perceived more trust from those patients. 

All 5 interviewees reported perceiving mistrust among their Black 

patients. Most respondents discussed their understanding that this 

mistrust comes from a history of Black patients being mistreated 

in the US medical system. However, their approaches for managing 

this mistrust varied. Some clinicians’ responses alluded to implicit 

biases, and, regardless of age, some reported feeling challenged in 

relating to their patients. Three respondents appeared conflicted 

in accepting that Black women are not heard in the same ways as 

their White counterparts. For example, Participant 1 noted, “I don’t 

know. It’s hard for me to believe that a clinician is going to blow off 

someone like Serena Williams [who reported that clinicians ignored 

her life-threatening pulmonary embolism after childbirth]. Do you 

know what I mean?” 

“[There is] a longstanding history of mistrust in the health care 

system with African-Americans, for good reason given our histo-

ry of how they were taken advantage of. I still feel that even 

today, there’s always this level of mistrust when we talk with 

patients, more so from my African-American patients than any 

other ethnicity. I’m very conscious when I do counsel them...that 

I’m explaining as much as I can as clear as I can and offer to 

talk to their family members or wait for their family to be 

there.” – Participant 5 

Two interviewees described a deep awareness of racial disparities 

in maternal and infant mortality, both nationally and locally, and 

acknowledged their own biases. They also described independent 

information seeking on implicit bias and disparities in infant mor-

tality. These 2 also recounted more positive and collaborative en-

counters with their patients than the other 3 participants: 

“I would like to hope that it helps in my counseling. I think it 

does. It helps me when I make a plan for a patient, and they 

don’t do it exactly as I had envisioned, to take a step back and 

say, well, maybe why? What other influences are there in your 

life that are impacting how you’re interacting with me and the 

health care system? What other way can I use to explain what 

my goal is that maybe makes it easier for you to understand or 

for us to work on this in a more collaborative approach?...We 

can find common ground together to work towards our shared 

goal of healthy mom and baby.” – Participant 4 

In contrast, the 3 clinicians who reported lower levels of aware-

ness of the causes of infant mortality and were more likely to at-

tribute disparities to lack of access, poverty, or obesity, also re-

ported more difficulty in building trust and establishing rapport 

with their patients. These clinicians also described frustration 

with patients they viewed as “noncompliant” or unable to handle 

basic medical issues. These 3 clinicians reported patients who 

were skeptical of their recommendations and asked about what 

they may have seen on the internet or have heard from a family 

member. They also reported that when these conversations went 

awry, patients might not return for further appointments. Compar-

atively, the 2 clinicians who accepted this mistrust as historically-

based and increased their responsiveness to it, reported changing 

their practice patterns to better accommodate these types of ques-

tions and concerns: 

“I feel like we just have to make that time. I have a patient in 

mind right now … where I’m like, “Do you wanna call your fami-

ly? I’m happy, whenever they get here, to go over what we’ve 

talked about already and the reasons behind that.” A lot of pa-

tients don’t understand what’s going on and they just feel like 

they’re in the dark and they’re just kind of being ushered 

around to different things and then that will be a negative 

memory and a negative experience for them that’s going to then 

impact the rest of their future health care interactions.” – Par-

ticipant 5 

http://www.dedoose.com
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In contrast, other clinicians in our study attributed racial dispari-

ties in infant mortality to poor behavior by pregnant women, sug-

gesting that Black women have high-risk pregnancies because they 

are overweight, have hypertension, or because they are too young, 

too poor, or unmarried. The clinicians who attributed these dis-

parities to poor behavior by pregnant women were less likely to 

associate these social determinants of health with systemic racism 

and were more likely to self-report lower levels of both acceptance 

in the concept of implicit bias and confidence in implicit bias train-

ing.  

DISCUSSION  

In these initial interviews with clinicians, an understanding of sys-

temic racism as a cause of both chronic stress and poorer out-

comes for Black mothers and babies was associated with an ability 

to communicate with Black patients in ways that fostered trust. 

These preliminary associations echo the findings of previous re-

search on doctor-patient communication as a method of building 

trust with patients, which has found that the physician’s approach 

to the medical encounter matters more than time spent.12 Other 

studies have shown that communication and interpersonal skills, 

such as an ability to listen and repeat back what the patient has 

explained, help foster trust.12 Clinicians’ willingness to ask about 

health history and psychosocial concerns has been correlated with 

higher satisfaction among both patients and providers.13 

This preliminary data suggest that clinician-patient relationships 

may be influenced by clinicians’ understanding of systemic racism 

and its impact on the social determinants of health. Throughout 

our interviews, clinicians who showed a higher awareness of sys-

temic racism and accepted systemic racism as a primary factor in 

the social determinants of health also self-reported more positive 

and trusting relationships with their patients. In contrast, clinicians 

who viewed the social determinants of health as being more asso-

ciated with personal choice and responsibility self-reported more 

negative and untrusting relationships with their patients.  

Though our sample size in this analysis is small, a clear narrative 

of communication emerged from the interviews. Though commu-

nication was not a primary topic of our interview guide, interview-

ees returned to this theme repeatedly. Our findings suggest that 

doctor-patient communication may be a vehicle through which 

clinicians’ awareness of systemic racism either improves or hin-

ders their patient relationships, ultimately perhaps affecting their 

patients’ birth outcomes.  

We acknowledge that clinicians are often unfairly tasked with 

solving, or at least mitigating, harms inflicted on Black citizens by 

centuries of systemic discrimination both outside and inside the 

medical system. However, one of the tools in reducing infant mor-

tality may be a positive and trusting relationship between the 

pregnant woman and her clinician, which is made easier when 

clinicians understand the historical forces facing Black women. 

This includes an awareness of their own implicit biases, the forces 

of structural racism in creating the social determinants that may 

be impacting their compliance, and the cultural norms that influ-

ence their behaviors and decisions. Whether that understanding 

comes from being able to better communicate with their pa-

tients—or if being able to better communicate with their patients 

comes from an initial understanding—is yet to be determined. It 

may be a mutually-reinforcing cycle, and here is where research 

with both patients and providers will provide greater understand-

ing.  

This study is limited by its small size, which was impacted by the 

COVID-19 pandemic. No Black clinicians were interviewed, and 

studies of racial concordance between patients and providers have 

shown improved outcomes for Black patients.13,14 Further, the 

research only investigates the point of view of care providers, not 

patients. When research begins again, additional interviews and 

focus groups will enhance these initial findings. Further research 

will be needed to establish any clear correlations between positive 

communication and positive birth outcomes, both quantitatively 

and from a patient perspective. 

PUBLIC HEALTH IMPLICATIONS  

If additional research supports these preliminary findings, the 

findings could contribute to guidance for medical schools and hos-

pitals to enhance communication skills among clinicians and other 

care providers. Trusting and supportive bonds between clinicians 

and Black pregnant patients could be one aspect of a societal ap-

proach to mitigate chronic stress, preterm birth, and infant mortal-

ity. 
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INTRODUCTION  

Racism has long been recognized as a principal determinant of 

health inequity,1,2 but recent events have galvanized local and state 

leaders across the United States to declare racism a public health 

emergency,3,4 with at least 23 resolutions across the state of Ohio, 

including Franklin, Cuyahoga, Hamilton, Lorain, Summit, and 

Montgomery counties, along with the cities of Akron, Canton, Co-

lumbus, Cleveland, Dayton, and Youngstown, among others.5–17 

Such declarations coincide with reports highlighting the dispro-

portionate impact of COVID-19 on communities of color and the 

Black Lives Matter protests that were catalyzed by recent deaths 

at the hands of law enforcement.18–20 The dual crises of COVID-19 

and long-standing racism have put health inequities into the cen-

ter of our collective awareness, further supporting the Columbus 

City Council’s demand for a “data-driven focus on poverty, eco-

nomic mobility, and other factors that impact the social determi-

nants of health (SDoH).”6 Several proposed conceptual models of 

SDoH address racism,21–23 but in the absence of a measurement 

framework there remains a gap in applying a data-driven  

approach that will enable health systems, government agencies, 

academic centers, community organizations, and public health 

professionals to combat racism.  

Racism is an entrenched ideology in American society, with social 

and economic infrastructure designed to ingrain racial segrega-

tion.1,24,25 The enduring impact of the transatlantic slave trade, 

which began roughly 400 years ago, as well as the history of Euro-

pean imperialism and colonization, continue to the present day, 

with millions suffering from generational trauma caused by sys-

temic racism.26 In a recent disciplinary self-critique, Hardeman 

and Karbeah describe how disciplines such as health services re-
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search do not challenge the underlying white framing (“the over-

arching worldview that encompasses important racial ideas, 

terms, images, emotion and interpretation, and lens by which 

white supremacy is perpetuated”) of racial disparities in health 

outcomes, and call upon researchers to develop research ques-

tions and methodologies that “take apart and critically analyze 

health inequities within the context of the white racial frame.”27 

Our aim in this paper is to propose a measurement framework 

with a series of metrics that captures the multidimensionality of 

racism and its effects on health. The framework is intended to 

provide a comprehensive list of indicators to inform monitoring 

and evaluation of anti-racist strategies that tackle social and health 

deficits attributed to racism. 

METHODOLOGY  

Racism is “a system of structuring opportunity and assigning value 

based on the social interpretation of how one looks, that unfairly 

disadvantages some individuals and communities, unfairly ad-

vantages other individuals and communities, and saps the strength 

of the whole society through the waste of human resources.”28 It is 

important to note that multiple definitions of racism exist; howev-

er, most consider racism to be multidimensional and functioning 

on multiple levels. Figure 1 illustrates our conceptual model of 

racism that draws heavily from Jones’ theoretic framework and 

reflects dimensions of systemic racism, interpersonal racism, and 

internalized racism—and their points of intersection.29 We began 

our narrative review by reflecting on seminal articles of “Race and 

Health” as well as articles that emerged using the simple search 

term of “racism measurement.”28–31 From there, we used citations 

(citations of the paper and citations within the paper) to expand 

our literature search to identify more recent reflections and meas-

urement indicators. Literature was gathered as it aligned with the 

dimensions in the conceptual model: systemic, interpersonal, and 

internalized. Metrics were included in the measurement frame-

work if they had been used in at least 2 studies related to the 

measurement and/or description of disparities caused by racism. 

This conceptual model is informed by a review of the literature and reflects the established multidimensionality of racism, often organized into 3  
distinct, yet overlapping, domains: systemic, interpersonal, and internalized. The measurement framework is developed to characterize the levels of 
racism, the impacts of racism, and the hypothesized pathways between racism and health outcomes. The framework can be used to develop a call for 
action to prioritize strategic planning goals and interventions that tackle racism at multiple levels and to monitor and evaluate whether those efforts are 
creating sustainable changes towards health equity.  

Figure 1. Establishing Measurements for Dimensions of Racism and Action 
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Gaps in measurement were identified from the literature as either 

a dimension where no metric was found or a metric with substan-

tial quality concerns. Lastly, we present recommendations for how 

this framework can be applied in the public health context in Ohio 

to understand health disparities and assess the effectiveness of 

anti-racism activities across multiple dimensions of racism.  

MEASUREMENT FRAMEWORK FOR RACISM  

Systemic Racism 

Systemic racism refers to the control of and access to labor, mate-

rial, and symbolic resources within a society along racial lines. It is 

comprised of (1) structural racism, which involves the cumulative 

and compounding effects of an array of societal factors, including 

the history, culture, ideology, and interactions of institutions and 

policies that systematically privilege White people and disad-

vantage people of color; and (2) institutional racism, which refers 

to the unfair policies and discriminatory practices of particular 

institutions, such as schools and workplaces, that routinely  

produce racially inequitable outcomes for people of color and  

advantages for White people.30 It represents “the ways in which 

societies foster discrimination through mutually reinforcing ineq-

uitable systems…creating interconnected systems that embed 

inequities” in practices, laws, and policies.31 As such, systemic rac-

ism can be measured as the effects of policies on health (access 

and outcomes). In this section, we provide a brief overview of ex-

amples of racist policies and measures that track their impact on 

health outcomes. There are a number of well-established metrics 

for systemic racism in the policy sectors of housing, voting, crimi-

nal legal, economic opportunity, and health care, and Table 1 

demonstrates how these metrics are linked to the SDoH and health 

outcomes. 

Housing 

Residential housing patterns are the most well-studied metric of 

systemic racism. Residential segregation affects socioeconomic 

status (SES) and social mobility, as residence determines access to 

education and employment opportunities.32,33 America’s history of 

systematic and institutionalized racism led to “redlining,” whereby 

neighborhoods were color-coded on maps, with communities of 

color designated as undesirable and color-coded red, making it 

more difficult and expensive for Black Americans to obtain loans 

and purchase homes.34 In 1937, the Home Owners’ Loan Corpora-

tion redlining maps codified racial residential segregation into 

federal policy and practice from the 1940s through the 1960s,25 

where redlining remains at the heart of modern residential segre-

gation metrics. For instance, contemporary Census tracts have 

been classified by the redlining maps to measure the Black-White 

disparity in odds of mortgage loan denial.35  

Metrics. Two established measures include (1) index of dissimi-

larity, which is the proportion of Blacks or Whites who would have 

to move out of their neighborhood to achieve an even distribution, 

or complete integration; and (2) isolation, which is the degree to 

which Blacks have potential contact with non-Blacks.32 

Voting 

Measures of systemic racism in voting policy are outlined below. It 

is necessary to consider the effects of voter suppression laws, 

which are known to disproportionately affect people of color. As 

an example, 70% of voters in Georgia that were purged from the 

voter registration rolls were Black,36 and across the country, 1 in 

13 Black Americans cannot vote because of restrictive measures 

that have disproportionate effects.36,37  

Metrics. Established measures in voting policy include propor-

tions of Blacks to Whites who (1) were registered to vote, (2) actu-

ally voted, and (3) were elected to the state legislature.38 

Criminal Legal 

Racial disparities in arrests and incarceration contribute to dispar-

ities in health outcomes caused by racism, with a recent study 

indicating that a greater number of criminal legal contacts among 

Black individuals contributes to more depressive symptoms, com-

pared to White individuals.39 We also must understand how the 

outcomes of the criminal legal system vary based on the color of 

the victim. Studies of execution outcomes point to inequity of 

Black and White lives, as defendants convicted of killing White 

victims were executed at a rate 17 times greater than those con-

victed of killing Black victims.40,41  

Metrics. Measures of racism in the criminal legal system include 

proportions of Blacks to Whites who were (1) incarcerated,  

(2) disenfranchised felons, and (3) on death row.35,38 

Economic Opportunity 

There is a strong correlation between the racial opportunity gap 

and the racial mortality gap, reflecting how differences in health 

outcomes are tied to differences in income, poverty, unemploy-

ment, and education.42 When considering the effects of racism on 

economic opportunity, it is necessary to consider the generational 

accumulation of wealth and privilege.35,43 Wealth disparities stem 

from policies that perpetuated racial divides in the labor market, 

namely the New Deal’s Fair Labor Standards Act of 1938 that 

largely excluded workers of color from its labor protections.44 

While this policy has been expanded, agricultural and domestic 

workers are still exempt from many protections, where racial and 

ethnic minorities comprise 58-70% of the workforce.44  

Metrics. Established measures of economic opportunity include 

(1) earnings rank gap, which is the sex-specific difference between 

a Black individual’s percentile in the Black earnings distribution 

and the position in the White earnings distribution45; (2) racial 

opportunity gap, which is the sex-specific difference in income 

percentile ranking in adulthood between Black and White children 

born to families at the same income level in the same county42; and 

(3) proportions of Blacks to Whites who were (a) employed, (b) in 

the labor force, (c) in executive or managerial positions, (d) in 

professional specialties, and (e) college-educated.35,38 
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Health care 

To assess systemic racism in health care policy, we consider racial 

biases in coverage and services received by both public and pri-

vate insurers. In terms of coverage, the proportion of physicians 

participating in Medicaid is declining, influencing what health  

services exist in a given locale.46,47 Restricted health access for 

Medicaid patients disproportionately affects racial and ethnic mi-

norities, who are 2.5 times more likely to have Medicaid coverage 

than non-Hispanic Whites.46,47 To add to the disparity, we see that 

White patients receive better quality of care than Black pa-

tients.48,49  

Furthermore, health systems that rely on commercial prediction 

algorithms can exhibit significant racial bias, with Black patients 

having significantly greater illness burden than Whites at the same 

level of algorithm-predicted risk.50 Similarly, the Coronavirus Aid, 

Relief, and Economic Security (CARES) Act allocated funds to hos-

pitals as a function of their past revenue, which disproportionately 

affected Black counties, who received the same level of relief fund-

ing as counties with lower COVID-19 burden and financial need.51 

Such racial biases arise because existing algorithms predict health 

care costs rather than illness, but health care costs are a poor 

proxy for health care needs because health-related expenditures 

are impacted by barriers to health care access. Notably, barriers to 

health care access may be further worsened in the transition to 

telehealth with the additional barriers of the digital divide and 

telehealth literacy, resulting in reduced use of health services 

among Black patients.52  

Metrics. Measures include (1) proportions of physicians partic-

ipating in Medicaid by county racial demographics or neighbor-

hood segregation indices, (2) illness burden at same level of  

algorithm-predicted risk47,50 and (3) digital divide associated with 

telehealth.52 

Interpersonal Racism 

As previously noted, there is a considerable distinction between 

needing and receiving health care, which provides insight into 

interpersonal racism in health care. Interpersonal racism, whether 

intentional or unintentional, refers to discriminatory practices and 

beliefs directed at persons in the targeted social group by persons 

in the privileged, or dominant, social group, taking the form of 

suspicion, devaluation, scapegoating, and dehumanization.29,53 

Interpersonal racism and systemic racism often overlap because 

these interpersonal practices and beliefs become embedded in 

structural relations.29 This interplay between interpersonal and 

systemic racism arises from power dynamics and extends across 

multiple sectors, with studies highlighting the negative effects of 

subtle indicators of racial identity on employers’ perceptions of 

qualifications, competence, and “professionalism.”54–56 Health care 

provider bias has particularly salient effects on health outcomes, 

as providers’ perceptions regarding patients’ value, self-reliance, 

competence, and deservingness lead to inequitable medical test-

ing, referrals, treatment, procedures, and pain management.57–59 

Providers’ implicit biases are particularly pernicious towards 

Black women, often reinforcing stereotypes of Black women being 

uneducated, licentious, problematic drug users, with an overde-

pendence on public assistance.60–62 Biases are present in more 

subtle ways, including exhibiting fewer positive, rapport-building 

nonverbal cues with Black patients.63  

Interpersonal racism, in conjunction with systemic racism, con-

tributes to the already disparate health outcomes in Ohio. It is 

important to note that the purpose of measurement is not to mere-

ly document disparities but to incite anti-racist action by identify-

ing opportunities for intervention.64,65 Recognizing that these  

discrepancies in health outcomes are the result of social barriers, 

with provider bias being among the most frequently cited barri-

er,66 medical education and health systems have adopted cultural 

competency training as a standard of practice, evidenced by the 

national standards for Culturally and Linguistically Appropriate 

Services (CLAS) in health care.67 Many studies, however, have 

deemed cultural competency training inadequate, and others have 

noted its ability to ignore oppressive structures of power and to 

compound cultural, ethnic, and racial stereotypes.68–71 As an alter-

native to cultural competency training, structural competency has 

been proposed as a framework for responding to social, political, 

and economic structures that influence the health of patients.70,72 

The Structural Vulnerability Assessment Tool was developed for 

clinicians to take inventory of patient vulnerability and, in this 

way, can minimize the influence of provider biases on patient care 

plans.68 

Metrics. Health services metrics provide a reliable means of 

capturing interpersonal racism between patients and providers as 

well as the interplay between interpersonal and systemic racism. 

Such metrics include patient satisfaction with health services and 

perceived quality of care; trust in health system and profession-

als73; communication and relationship with health service profes-

sionals; frequency of delaying, or simply not getting, health care; 

and visits and admissions to hospitals and emergency depart-

ments.74  

Internalized Racism 

The demarcation between interpersonal and internalized racism is 

often nebulous, which demonstrates that even though racism is 

multidimensional, these different levels interact and build off of 

one another. Internalized racism is the incorporation of attitudes, 

beliefs, or ideologies into one’s worldview that maintain or exacer-

bate the unequal distribution of opportunity across ethnic and/or 

racial groups.75,76 Such racism takes on one of two forms: internal-

ized oppression or internalized dominance, both of which hinge on 

the concept of embodiment, in which engagement with the materi-

al and social world transforms the body.76,77 As such, internalized 

racism can contribute to allostatic stress, causing accelerated ag-

ing and earlier onset of disease due to biological “weathering,”78 as 

well as patient disempowerment and fatalism, which negatively 

affect health care utilization and preventive care.79 
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A number of survey instruments exist, each tailored by target au-

dience and survey length, including, but not limited to, the Every-

day Discrimination Scale, Major Experiences of Discrimination, 

Chronic Work Discrimination and Harassment, Heightened Vigi-

lance Scale, Index of Race-Related Stress (IRRS), Perceived Ethnic 

Discrimination Questionnaire (PEDQ), Workplace Prejudice/

Discrimination Inventory (WPDI), Experiences of Discrimination 

(EOD), Racism and Life Experience Scales (RaLES), Multidimen-

sional Inventory of Black Identity (MIBI), Schedule of Racist 

Events (SRE), and Workplace Racial Bias Measure (WRB).30,80,81  

Metrics. Surveys are a common measurement technique to as-

sess internalized racism, such as the Perceived Racism Scale, 

which assesses behavioral and emotional responses to the experi-

ence of racism as well as frequency of exposure.82 Surveys typical-

ly ask about distinct contexts (workplace, health care, school, etc) 

to capture the interplay between internalized, interpersonal, and 

systemic racism.83 Despite their ubiquity, surveys’ reliance on self-

report data presents a unique set of problems, namely response-

shift bias and social desirability bias.84,85 The Implicit Association 

Test (IAT) can be adapted to evaluate whether those most affected 

by discrimination are willing to recognize and report it as such, 

thereby minimizing cognitive problems affecting self-report  

data.86  

OPPORTUNITIES FOR USE OF MEASUREMENT  

Following the review of the metrics associated with systemic, in-

terpersonal, and internalized racism, we have identified several 

gaps that can be addressed with a more robust measurement 

framework. Understanding the interplay between racism and 

health is not enough, however; as Nancy Krieger notes, “the rea-

son to study how injustice harms health is not to prove that injus-

tice is wrong, since it is, by definition…the reasons are to deepen 

understanding of how injustice shapes population health…and to 

generate evidence for accountability.”53 To “generate evidence for 

accountability,” as Krieger puts it, we have identified gaps in the 

literature, outlining the following list of opportunities for use of 

measurement, which is not about new measures, but, instead, 

using accurate measures consistently and mapping such measures 

to investments to become more accountable.  

Systemic Racism 

(1) Develop a baseline understanding of racial disparities across 

sectors in Ohio. One starting point would be the development of a 

“Disparity Report” for the State of Ohio, mirroring the initiative of 

the New York City Disparity Report, which includes indicators in 

education, economic security and mobility, health and wellbeing, 

and personal and community safety, with each metric segmented 

by race.87 The Ohio Department of Health has put forth reports on 

disparities in infant mortality and pregnancy-related mortality 

caused by racism,88,89 but to share disparities in an actionable way, 

organizations and institutions should embrace the framework 

described herein to consider the many dimensions that contribute 

to such outcomes. Table 2 in the Appendix provides an example of 

a more comprehensive analysis that is possible with existing 

measures, presenting disparities in health outcomes alongside 

disparities in the built environment, economy, education, and 

criminal legal system, as it presents intermediaries between rac-

ism and metrics shown in Table 1. More work, however, is needed 

to incorporate aspects of structural racism in preparing health 

equity and anti-racism data reports.70,90,91 

(2) Understand how existing algorithms contribute to racial bias, 

which sectors are affected, and other labels on which the algorithm 

can be trained to mitigate the effects of racial bias. Using the health 

system’s algorithm for high-risk care management programs as a 

continued example, alternative label choices include avoidable 

costs (eg, emergency visits and hospitalizations), number of 

chronic conditions, and a combined health prediction with cost 

prediction, which can reduce racial bias by as much as 84%.50 

Highlighting the importance of how an algorithm is trained is rele-

vant beyond the health care sector. For instance, credit-scoring 

algorithms predict outcomes by income, a measure that reflects 

structural inequalities related to employment and salary.92 Simi-

larly, hiring algorithms exhibit bias with respect to race and 

sex.93,94 Further research is needed on the data sources, such as 

claims data, that contribute to the racial bias in algorithms when 

cost prediction is used. 

(3) Explore dimensions of ethnicity. To assess the extent of variation 

within racial and ethnic groups and identify which subgroups are 

most affected, researchers should collect more detailed ethnic 

data (eg, breaking down Hispanic into Cuban, Dominican, Mexican, 

and Puerto Rican). Further sampling questions regarding citizen-

ship, voting rights, and place of birth of participants, their parents, 

and their grandparents will not only enable better understanding 

of ethnic diversity but also provide an opportunity to more pre-

cisely study how contemporary immigration policy adversely af-

fects health.28,95,96  

(4) Use new tools in policy analysis to quantify impact. Within policy 

analysis, there are ample opportunities to contribute because 

there is a lack of empirical evidence to identify which mechanisms 

of segregation—educational opportunity, labor market, or housing 

quality—should be tackled first, which would have the largest 

impact, and which is most likely to trigger ripple effects to other 

pathways on an individual’s health.95 The development and de-

ployment of a “Disparity Report” could help in this regard. To 

identify the proximal mechanisms that link segregation to health, 

data scientists and statisticians must leverage (a) new models that 

capture dynamic historical processes that influence each other 

over time at multiple levels of analysis to provide a new way of 

seeing and understanding persistent problems, and (b) new statis-

tical techniques, such as instrumental variable (IV) analyses, to 

estimate the causal effects of segregation by reducing or eliminat-

ing bias related to selection and unmeasured confounding varia-

bles.97,98  



ojph.org Ohio Public Health Association 
21 

 

 

Ohio Journal of Public Health, December 2020, Vol. 3, Issue 3     ISSN: 2578-6180 
COMMENTARY 

Interpersonal Racism 

There exist a few opportunities for health systems to assess how 

individual and systemic changes can promote the adoption of anti-

racism in care delivery. 

(1) Capture a baseline measure of potential effects of interpersonal 

racism in health care. Quantitative and qualitative indicators should 

be considered, such as patient satisfaction with health services and 

perceived quality of care; trust in health system and professionals; 

communication and relationship with health service professionals; 

frequency of delaying, or simply not getting, health care; and visits 

and admissions to hospitals and emergency departments.74  

(2) Evaluate how clinical organizations adhere to anti-racism ef-

forts such as cultural competency standards. Although cultural com-

petency has for many years been proposed to mitigate the effects 

of interpersonal racism in health care, more research has shown 

that structural competency in terms of changes at the health sys-

tem level are needed to affect behavioral change.29 Baseline 

measures could provide better insight into the benefits of training 

in structural competency rather than cultural competency (or oth-

er existing standards of practice) as well as facilitate routine moni-

toring of progress in its institutional anti-racism agenda, much like 

Ohio State University Wexner Medical College has outlined, with 

its commitment to evaluate efforts and deliver annual anti-racism 

reports.90  The CLAS Standards require health care organizations 

to establish culturally and linguistically appropriate goals and 

policies that are incorporated into the organization’s clinical oper-

ations, providing an early roadmap, but a more elaborate meas-

urement framework is needed to evaluate performance against the 

standards and inform quick course correction if efforts do not re-

sult in systemic change. Organizations such as Multiethnic Advo-

cates for Cultural Competence,99 which is a community expert in 

cultural competency training, would serve as an excellent partner 

in developing organizational and practice-based measures that 

align and/or expand on the CLAS standards. Ohio’s COVID-19 Mi-

nority Health Strike Force Blueprint has also highlighted several 

strategies for dismantling racism through cultural and linguistic 

competency.100  

(3) Develop better methods of quantifying discrimination. Additional 

research is needed to determine optimal approaches for compre-

hensively measuring discrimination in all its dimensions, including 

chronicity, recurrence, severity, and duration.95 

RECOMMENDATIONS FOR APPLYING RACISM MEASUREMENT 

FRAMEWORK IN PRACTICE  

Systemic Racism  

(1) Participate in community-based and community-engaged re-

search and evaluation. Among academic centers, there is an even 

greater need for community partnerships and collaborations, eval-

uating interventions for (a) the extent to which they may be differ-

entially effective across diverse subsets of the populations and  

(b) cost-effectiveness, but it is critically important that researchers 

engage with communities and build on their existing knowledge 

and insights by incorporating community members in all phases of 

research including study design, data collection, analysis, and  

dissemination.34,95,101 In Ohio, there are several organizations  

invested in addressing the SDoH and racism through effective  

interventions, as highlighted in Table 2 in the Appendix. These 

models need to be evaluated, disseminated, and adopted by others 

attempting to address complex problems. When pursuing commu-

nity-engaged research, research budgets should take into account 

the need for translation resources and services as well as compen-

sation for survey respondents.34  

Interpersonal Racism 

(1) Consider adoption of the Structural Vulnerability Assessment 

Tool. The Structural Vulnerability Assessment Tool operationalizes 

the concept of structural competency and provides a way to assess 

patients’ nonmedical social needs, while minimizing the influences 

of provider bias.68 Importantly, the Structural Vulnerability As-

sessment Tool includes questions about discrimination, providing 

an opportunity for medical centers and health systems to assess 

discrimination without having to administer another survey or 

questionnaire to a subset of the patient population.  

Internalized Racism 

(1) Reconsider race as a variable in research. As a starting point, 

researchers must reconsider race as a mere “dummy variable,”102 

taking into account their a priori assumptions of how race plays 

into the model as a way of recognizing potential biases, which is a 

critical component in the Public Health Critical Race Praxis 

(PHCRP) framework.1,27,34 The PHCRP contributes an ant-racism 

lexicon based on critical race theory (CRT) that avoids the repeat-

ed use of “vulnerable,” a common euphemism embedded in public 

health literature that is used to soften, if not avoid, the discussion 

of racism.103,104  

CONCLUSION  

The COVID-19 pandemic, the deaths of George Floyd and Breonna 

Taylor among countless others, coupled with the resurgence of the 

Black Lives Matter movement, has advanced investments in  

anti-racism efforts, but it remains to be determined if the imple-

mentation of these efforts will result in meaningful change.105 A 

measurement framework is needed to understand the issue of 

racism more deeply, challenge the white racial framing by consid-

ering racism’s many dimensions,27 and elucidate whether anti-

racism efforts are changing the pathways toward more equitable 

health access and outcomes. In this way, organizations and agen-

cies can apply this framework to their own anti-racism agendas to 

differentiate what is working from what is not and to identify what 

can be generalized to other settings. This level of evaluation is 

needed to translate declarations of “racism as a public health 

emergency” into actions, advancing the pursuit of health equity in 

the state of Ohio. 
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Table 1. Mapping the Metrics of Systemic Racism onto Social Determinants of Health and Health Impacts  

Policy 
Sector 

Relevant Policy Metrics 
Social  

Determinants of 
Health 

Health Impact 

Housing Redlining32,34 
Homestead Act33 

Index of dissimilarity: proportion of 
Blacks or Whites who would have  
to move out of their neighborhood  
to achieve an even distribution, or  
complete integration32 

Lower quality 
housing and 
schools106 

Food deserts107 
Environmental 

racism108 

Reduced access to health services109 
Segregated hospitals with lower quality  

of care108 
Primary care shortage108 
Decreased utilization of services110 
Shortened life expectancy111 
Higher risk of COVID-19112  Isolation: degree to which Blacks have 

potential contact with non-Blacks32 

Criminal 
Legal 

War on Drugs113 
Policing113 
Mass incarceration 
Sentencing disparities 
Mandatory minimums 

Proportions of Blacks to Whites who 
were35,38: 

incarcerated 
disenfranchised felons 
on death row 

Generational 
poverty 

Single-parent 
households 

Black-White gaps in depressive  
symptoms39 

Adverse childhood experiences (ACEs)114 
Elevated mortality risk115 
Higher community-level incidence of 

HIV115 
Decreased utilization of health care116 

Economics New Deal’s Fair Labor 
Standards Act of 1938 
(FLSA)44 

Wagner Act44 
Right-to-work laws44 

Earnings rank gap: sex-specific  
difference between a Black individual’s 
percentile in the Black earnings  
distribution and the position in the 
White earnings distribution45 

Generational 
poverty 

Barriers to higher 
education 

Barriers to health 
care access 

Higher uninsured 
rates 

Lower self-reported health status (SRHS), 
a measure correlated with objective 
measures of health, including mortality 
and functional decline54 

Reduced cognitive functioning54 
Heightened cardiovascular and  

coronary mortality54 
Worsened psychological health that  

is tied to greater exposure to  
psychosocial job stressors and low  
job control and support54 

Racial opportunity gap: sex-specific 
difference in income percentile ranking 
in adulthood between Black and White 
children born to families at the same 
income level in the same county42 

Proportions of Blacks to Whites who35,38: 
were employed 
were in the labor force 
were in executive or managerial 

positions 
were in professional specialties 
had attained a bachelor’s level  

degree or higher 

Voting Voter Suppression Laws, 
including36,37: 

government-issued 
photo ID require-
ments 

citizenship laws 
elimination of  

same-day voter 
registration 

reductions of early and 
absentee voting 
days 

restrictions on  
restoration of voting 
rights for felons 

gerrymandering 
voter purging 

Proportions of Blacks to Whites who38: 
were registered to vote 
actually voted 
were elected to the state legislature 

Social isolation117 
Limited social 

capital117 
Lower levels of 

education 
attainment117 

Lower income117 

Lower self-rated health118 
Worsened psychological health tied to 

increased allostatic load119 
Reduced life expectancy120 

Health 
care 

Medicaid reimbursement 
rates 

Employing algorithms 
that use cost prediction 
as its metric 

Hill-Burton Act121 
GI Bill121 
Exclusion by American 

Medical Association121 

Proportions of physicians participating 
in Medicaid by county racial  
demographics47 

Illness burden at same level of  
algorithm-predicted risk50 

Restricted health  
access46,47 

  

Reduced use of health services50,108,110 
White patients receiving better quality of 

care than Black patients50 
Under-enrollment of Black patients in 

high risk care management programs50 
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APPENDIX   Table 2. Landscape of Disparities Caused by Racism in Ohio and Opportunities for Community-Based Intervention  

Indicator 
Non-Hispanic 
White 

Non-Hispanic 
Black 

Rate Ratio 
(Black v. 
White)  

Examples of Ohio Organizations & 
Initiatives Addressing Indicator with 
Racial Equity Lens 

Maternal & Infant Health 

CelebrateOne; First Year Cleveland; 
Cradle Cincinnati; Birthing Beautiful 
Communities 

   No Prenatal Care122 8.0% 19.5% 2.4 

   Preterm Birth123 9.4% 14.4% 1.5 

   Low Birthweight123 7.3% 14.3% 2.0 

   Infant Mortality89 (per 1,000 live births) 5.4 deaths 13.9 deaths 2.6 

   Maternal Mortality88 (per 100,000 births) 11.5 deaths 29.5 deaths 2.6 

Built Environment Affordable Housing Alliance of Central 
Ohio; Homeless Families Foundation; 
Coalition on Homelessness and  
Housing in Ohio; Bessie’s Angels; 
YWCA; United Way; Greater Cincinnati 
Homeless Coalition 

   Homelessness124 45.0% 49.5% 1.1 

   Housing Instability125 43.5% 54.9% 1.3 

   No Home Ownership126 28.1% 63.9% 2.3 

Early Childhood 

Family and Children First Council; 
Action for Children; Columbus Early 
Learning Centers; Tamir Rice  
Foundation; United Way 

   Not Kindergarten Ready 53.0% 76.1% 1.4 

   Not at 3rd Grade Reading127 28.0% 61.0% 2.2 

   3rd Grade Suspensions & Expulsions127 5.1% 45.1% 8.8 

   Food Insufficiency128 5.0% 22.0% 4.4 

   Physical Inactivity129 82.0% 81.3% 1.0 

   Incomplete Vaccinations123 34.6% 39.8% 1.2 

   Childhood Poverty127 18.2% 53.9% 3.0 

   Adverse Childhood Experiences (ACEs)127 40.0% 61.0% 1.5 

   Childhood Asthma130 6.3% 17.2% 2.7 

Mental Health 

Urban League; Safe Point; Harm  
Reduction Ohio; Urban Minority  
Alcoholism and Drug Abuse Outreach 
Program of Franklin County; Big  
Brother Big Sister; Peel Dem Layers 
Back; Ohio Organizing Collaborative 

   Substance Use in Middle School131 8.9% 17.5% 2.0 

   Substance Use in High School131 8.9% 23.5% 2.6 

   Overdose Mortality132 33.4 deaths per 
100,000 residents 

37.6 deaths per 
100,000 residents 

1.1 

   Depression129 23.3% 18.1% 0.8 

   Suicide133 16.7 deaths per 
100,000 

9.8 deaths per 
100,000 

0.6 

Reproductive Health 

Planned Parenthood; Preterm; New 
Voices Cleveland 

   Unintended Pregnancy122 21.3% 40.7% 1.9 

   Teenage Pregnancy134,135 17.6 per 1,000 
women aged 15-19 

39.5 per 1,000 
women aged 15-19 

2.2 

Education Outcomes       
Ohio Gap Closers; Urban League; Unit-
ed Way; Ohio Organizing Collabora-
tive 

   No High School Diploma127 12.1% 31.9% 2.6 

   No Bachelor’s Degree127 72.4% 83.9% 1.2 

Labor & Economy   

Ethiopian Tewahedo Social Services;  
Urban League; 1,000 Ties; United Way; 
Mortar 

   Household Income126 $56,395 $30,575 N/A 

   Unemployment Rate136 4.3% 6.9% 1.6 

   Poverty Rate137 10.7% 28.8% 2.7 

Health & Disease130 

Healthcare Collaborative of Greater  
Columbus; Northeast Ohio Black 
Health Coalition; Sisters of Charity 
Foundation 

   Heart Disease Mortality Rate (per 100,000 
      people) 

185.6 deaths 211.8 deaths 1.1 

   Stroke Mortality Rate (per 100,000 people) 42.2 deaths 51.6 deaths 1.2 

   Diabetes Mortality Rate (per 100,000 people) 23.6 deaths 41.2 deaths 1.7 

   Cancer Mortality Rate (per 100,000 people) 176.3 deaths 196.5 deaths 1.1 

   Kidney Disease Mortality Rate (per 100,000 
      people) 

13.5 deaths 29.6 deaths 2.2 

   Life Expectancy138 78.1 years 73.9 years N/A 

Criminal Legal System 

Intercommunity Justice and Peace 
Center; Ohio Justice and Policy  
Center; People’s Justice Project;  
Broken Chains Ministry; Ohio  
Organizing Collaborative 

   Youth Incarcerated in Juvenile Correctional 
      Facilities (JCFs)139 

33.1% 55.6% 1.7 

   Imprisonment Rate140 289 per 100,000 1,625 per 100,000 5.6 

   Death Row141 40.4% (57 of 141 
inmates on death 
row) 

56.7% (80 of 141 
inmates on death 
row) 

1.4 
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