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Meat and poultry processing is one of the most dangerous jobs in the United
States, with injury and death rates several times higher than in other occupations.
These are jobs that only the poor will take, and, increasingly, are jobs filled only
by undocumented Hispanic immigrants, many of whom barely speak English.
One worker interviewed by observers from the nonprofit Human Rights Watch
(2005) said:

The [meat processing] line is so fast there is no time to sharpen the knife. The
knife gets dull and you have to cut harder. That’s when it really starts to hurt,
and that’s when you cut yourself. T cut my hand at the end of my shift, around
10:30 at night.... I went to the clinic the next day at 11:00 a.m. They gave
me stitches and told me to come back at 2:30 before the start of my shift to check
on the stitches. They told me to go back to work at 3:00. I never stopped
working (Human Rights Watch, 2005:35).

Another man, with fingers swollen and bent nearly into claws, said:

I hung the live birds on the line. Grab, reach, lift, jerk. Without stopping for
hours every day. Only young, strong guys can do it. But after a time, you see
what happens. Your arms stick out and your hands are frozen. Look at me now.
I'm twenty-two years old, and I feel like an old man (Human Rights Watch,
2005:36).

And a woman said:

I pull vibs with my fingers on the packing ribs line. My fingers and nails are
in constant pain because the company won’t give us hooks to pull the ribs,
and they won’t let us bring our own hooks. We need hooks to pull the meat
more easily and to avoid injuries. But they say that meat gets lost using

hooks, and using fingers pulls more meat, so no hooks (Human Rights
Watch, 2005:45).

Complaints from workers about conditions at processing plants are few
because those who complain are usually fired or deported (after plant supervisors
call immigration authorities). And medical care is usually unavailable except from
company doctors whose jobs depend on minimizing rather than treating work-
ers’ health complaints.

Although the conditions faced by meat and poultry workers are extreme,
they illustrate how social class and ethnicity can leave individuals vulnerable to

illness, injury, and death. In this chapter, we explore how these factors as well as

48¢, sex, and gender result in an unequal distribution of health and illness across
the population.
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SOCIAL CLASS

Overview

Social class refers to individuals’ position within a society’s economic and social

hierarchy. Most often, it is measured by looking at individuals’ education,
income, or occupational status, with some researchers using only one of these
indicators and some combining two O mOze. Other researchers have argued for
additional measures, with wealth perhaps the most important. For example,

imagine two students who work together at Starbucks, eaming the same income.
Now imagine that one receives a new wardrobe and a trip to Europe from her
parents every summer, but the other receives only a bus ticket home. These stu-
dents have the same income, education, and occupation but differ in social class
because they differ in wealth.

The link between social class and ill health is strong and consistent (Adler

and Rehkopf, 2008; Hadler, 2008; Lahelma, 2010). For example, the food, shel-
ter, and clothing available to poor Americans 200 years ago differed greatly from
that available to poor Americans now, which in turn differs greatly from that

available to poor Brazilians these d era and for

days. Even so, In each place an
almost all illnesses, poor persons experience more illness than wealthier persons
do. Because of this very strong link between social clas

s and health across time,
place, and disease, some $OCIO

disease (Link and Phelan, 2010; Phelan, et al., 2004).
Fundamental-cause theory argues that even though the common diseases
those with

and their causes may change over time and place, in each situation,
greater access to resources will experience better health because those resources

help protect their health. For example, Link and Phelan write:

logists label social class a “fundamental cause” of

a person with many resources can afford to live in a high-status neigh-
borhood where ... enormous clout is exerted to ensure that crime, noise,
violence, pollution, traffic, and vermin have been kept at a minimum and
the best health-care facilities, parks, playgrounds, and food stores are
conveniently located nearby. Once a person has used [social class-based]
resources to locate in an advantaged neighborhood, a host of health-
enhancing circumstances comes along as a package deal (2010:6).

In such circumstances, wealthier individuals can increase their odds of good

health without even trying.

The impact of social class on h
age group and racial or ethnic group, thos
lower rates. of morbidity and mortality
2010; Marmot, 2002, 2004). The relations

holds true for all major and most minor causes
of how researchers measure social class (Wilkinson, 1996, 2005). For example, in

the United States, heart disease occurs three times as often and arthritis twice as
often among low-income persons compared to more affluent persons. Moreover,
these health differences appear across the entire income scale, with each group on

ealth is obvious: Around the world, in every
e with higher social class status have
(Adler and Rehkopf, 2008; T.ahelma,
hip between social class and health
of death and illness and regardless
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As this suggests, stress amplifies the myriad health risks embedded in every-
day aspects of lower class life. First, the work available to poorly educated lower
class persons—when they can find it—can cause ill health or even death. A coal
miner, for example, is considerably more likely than a mine owner to die from
accidental injuries or lung disease caused by coal dust. In addition, lower status
workers typically experience both demanding work conditions and low control
over those conditions.

Second, environmental conditions
death. Chemical, air, and noise pollution All occur more often in poor neighbor-
hoods than in wealthier neighborhoods both because the cheap rents in neigh-
borhoods blighted by pollution attract poor people and because poor people lack
the money, votes, and social influence needed to keep polluting industries, waste
dumps, and freeways out of their neighborhoods (Brulle and Pellow, 2006;
Bullard, Warren, and Johnson, 2001). Such pollution can foster cancer, leukemia,
high blood pressure, and other health problems, as well as emotional stress.

Third, inadequate, overcrowded, and unsafe housing increases the risk of

injuries, infections, and illnesses, including lead poisoning when children eat
ilies rely on ovens for heat; and asthma

peeling paint; gas poisoning when fam
triggered by cockroach droppings, rodent urine, and mold (Reading, 1997).

Fourth, the food poor children eat—or don’t eat—affects their lifetime risks
of illness. Federal researchers currently estimate that more than 20% of U.S. chil-
dren sometimes go hungry (Seligman and Schillinger, 2010). These children get
significantly more colds each year and are significantly more likely to experience
poor health, lack sufficient iron, experience chronic headaches or stomachaches,
or have a disability (Seligman and Schillinger, 2010). They are also more likely to
miss school and to do poorly in school, thus increasing their chances—and their
children’s chances—of remaining poor.

The foods available to poor children and adults also increase their health risks
(Seligman and Schillinger, 2010). This diet relies heavily on fatty or sweet foods that
satisfy hunger and provide energy inexpensively but offer little nutrition. As Chapter
2 discusses, such a diet may lead to heart disease, diabetes, and other illnesses.

Lack of access to health care also fosters illness and disability among the poor,
although its effect is relatively weak (Williams et al, 2010; Adler and Rehkopf,
2008). Despite recent health care reforms (discussed in Chapter 8), many Americans
still Tack health insurance. Many more find it difficult to obtain health care because

they cannot afford transportation to the doctor, time off from work to visit a doctor,

or drugs or services not covered by their insurance. Even when poor or near poor

people have health nsurance, they are more than twice as likely as other insured
adults to forgo needed medical care (Morbidity and Mortality Weekly Repott, 2010).
When people lack access to health care, small problems can lead to signifi-
cant illness or disability. For example, a person who could live a fully indepen-
dent life may lose the ability to do so if he or she cannot afford to purchase
eyeglasses, hearing aids, or an appropriate wheelchair. Similarly, lack of access
to health care leaves people vulnerable to brain infections if a cavity is not filled
or to kidney failure if diabetes is not propetly treated. The prestigious, federally
run Institute of Medicine (2002) estimates that undertreatment and low-quality

place poor people at risk of illness and
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humans share virtually all the same genes (Epstein, 2007). Moreover, when

researchers sort individuals according to their genetic variations, the resulting
categories do not match existing racial categories (Williams et al., 2010).

The social rules for identifying individuals’ race also suggest that the term has
little meaning. For example, although these days everyone considers Irish people
to be white, a century ago that was not the case ( acobson, 1998). Similarly, most
Americans consider individuals to be nonwhite if they have any known African
ancestors even if most of their ancestors were European. For this reason, from this
point on, this textbook uses the term ethnicity, which suggests cultural rather

than biological differences, rather than the term face.

Although social class explains many observed health differences among eth-
nic groups, ethnicity nevertheless is an important and independent factor n
predicting health status (Bradby and Nazroo, 2010). In this section, we look
at health and illness among African Americans (12.9% of the U.S. population),
Hispanic Americans (15.8%), Asian Americans (4.6%), and Native Americans
(1.0%). As Figure 3.1 shows, life expectancy is shortest among African Ameri-
cans and longest among Asian Americans. Similarly, and as Figure 3.2 shows,
Native Americans and, especially, African Americans experience significantly
higher rates of infant mortality than do other Americans. The remainder of
this section explores in more detail some reasons for these and other ethnic dif-

ferences in health.

Life Expectancy by Race/Ethnicity and Sex

Life Expectancy

B Males Females [ Both Sexes

*Data by sex not available. Ethnicity

SOURCE: Arias (2010) and Barnes et al (2010).
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m Infant Mortality Rate by Ethnicity, United States

Mothers’ Ethnicity

SOURCE: National Center for Health Statistics (2010a).

African Americans

The impact of ethnicity on health ivi
o he tmpa | §tands out vividly when we look at 1
Y a;y a(n 10;(;\,”?1?;2)).]3 Not only is it twice as common among Aﬁ'icgzltn1 r}glritertln e
fhan among whie , but as Table 3: 1 shows, it is also more common amo 1:2:115
mencans ¢ Sa:e imSSEC?;CFbMJm’ Bulgarians, and Cubans. e
s » P A1s a major cause of infant mortali
b e Iﬁgi;ar}i eli\memcaln. chﬂfiren are either poor or near poct)z' ibd():l; o
B o G fps Ie_:IXp ain hlgh_rates of African American in%ant mort}':) (l)'v_
e 20 o dassoez ;El'th Stat1st1c§, 20_10b). However, even among the r:ulctls—,
g7 on0 uppe i ican American infants are more likely to die than are
The same holds true for other h
g : ther ealth problems: At all income i
A 2010?ax(7§n£11§he§ m(?rtahty anc_l morbidity rates than do Whli:se k&ﬁm
L e espacions O);praar_ljlu:i)in ijI'.thIS- Is Qcism. First, research consistently show:
B e e, (zb scrimination is highly stressful and aftects both physi ai
Willoms o L. 2010) r;i\f f}r and Nazroo, 2010; Schmnittker and McLeodP 2}’(5)155
. I,nore Iﬂ.{el, or e_xam;?le, pregnant women experience these ,stresse’
by e o ly to give birth prematurely. Second, racial discrimjnatios,
L ol ,Oli)r.mortgage banl'iers can leave even middle-class Afric X
B oo i tazln decent housing in neighborhoods free from polluti "
E e (il a]rll _]acl_cson, 2005; Williams et al., 2010). Other rnirc)ldl 110n
e i b prefer living in poorer, segregated neighborhoods rather than ;“3’355
ty—or, simply, social discomfort—of white neighbors Consequ:rcllti;g




CHAPTER 3

infant Mortality Rates Per 1,000 Live Births

Country Rate Country

Hong Kong 1.7 United Kingdom

Singapore 2.2 Cuba

Sweden 2.2 New Zealand

2.6 Hungary

Japan
2.6 Canada

Finland
Greece 2.7 Poland

Czech Republic 2.9 Slovakia

3.1 U.S. whites, non-Hispanic
3.1 u.S., all races
3.1 Thailand

Norway
Denmark
Belgium
Spain 3.5 Russia

Germany 35 Chile

3.5 Puerto Rico

freland
3.6 Kuwait

France
3.6 Bulgaria

3.7 Costa Rica

37 Romania

3.8 Uruguay

42 Azerbaijan

U.S. African Americans, non-Hispanic

Italy

Austria
Israel
Netherlands
portugal
switzerland 43

Australia 4.4 Mexico

SOURCE: Population Reference Bureau (2010).

more-affluent African Americans sometimes live in conditions similar to those experi-
enced by poorer Affican Americans, thus placing themselves and their families at risk.
The disparities in health status between African Americans and whites do not

end in infancy. At each age, and for 13 of the 15 leading causes of death, African

h rates than do whites. Thus, for example, compared

Americans have higher deat
with whites who smoke cigarettes, Afican American smokers are more likely to get
Jung cancer, to get lung cancer at younger ages, and to die from lung cancer
Although ethnic gaps n life expectancy have declined, white
longer than do their Afiican

(Williams et al., 2010).
non-Hispanic women «tll live an average of 4.2 years
n-Hispanic men live 6.4 years longer (Arias,

American counterparts, and white no

2010).
Table 3.2 shows the top causes of death

for each major ethnic group in the
nificant differences between each group an

United States, with the most sig
white non-Hispanics highlighted in italics. Heart disease and ¢
causes for each group. However, they kill more non-Hispanic

ancer are the top
whites and Asian
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Chronic lower respiratory

Native Americans

Heart disease

Accidents

Diabetes

Chronic liver disease
diseases

Kidney disease

diseases
Influenza and pneumonia

Chronic lower respiratory

Asian Americans
Heart disease
Accidents
Diabetes

Cancer
Suicide

diseases
Influenza and pneumonia

Hispanic Americans
Heart disease
Cancer

Accidents

Diabetes

Chronic liver disease
Homicide

diseases

Non-Hispanic African
HIV/AIDS

Americans
Kidney disease

Heart disease
Diabetes
Homicide

Cancer
Stroke
Chroni i i
ic lower respiratory  Chronic lower respiratory  Kidney disease

Top Causes of Death by Ethnici
Accidents

diseases

Non-Hispanic Whites
Heart disease

Cancer

Chronic lower respiratory
Accidents

Alzheimer's disease
Diabetes

Influenza and pneumonia
Kidney disease

SOURCE: Heron (2010).
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Americans than others because these diseases (such as strokes, Alzheimer’s disease,
influenza, and pneumonia) typically kill only those who survive to old age.

The table vividly illustrates the impact of poverty on African Americans. African
Americans are also about eight times more likely to die from homicide and ten
times more likely to die from HIV/AIDS (Heron, 2010). Both of these causes of
death are markers of poverty and despair. The table also highlights the dispropor-
tionately large role played in Afiican American mortality by diabetes, which (as
Chapter 2 described) is closely linked to povesty. In tum, diabetes largely accounts
for high rates of kidney disease, a common consequence of long-term diabetes.

Yet kidney disease need not kill if individuals can receive transplanted kid-
neys. However, African Americans are significantly less likely than whites to
receive transplants. Doctors less often refer African Americans to transplant
programs, less often put African Americans on wait lists for donated kidneys,
and more often reject African Americans as transplant patients because they lack
transportation to hospitals and aftercare facilities (Epstein, 2000).

Hispanic Americans

Like African Americans, Hispanic Americans experience an array of diseases linked
to poverty and despair, including fatal accidents, homicide, diabetes, and chronic
liver disease (usually caused by alcohol abuse). Hispanic Americans are 2.5 times
more likely than non-Hispanic whites to live in poverty and, except for Cubans,
are half as likely to have completed college. Hispanics are also substantially more
likely than whites to lack health insurance and to have no usual source of health
care (National Center for Health Statistics, 2010b). In addition, cultural and lan-
guage barriers as well as discrimination can make it difficult for Hispanics to take
advantage of health care resources even when they can afford them.
That said, recent research using data from a wide variety of sources suggests
that compared with white non-Hispanics, Hispanics enjoy comparable rates of
infant mortality and longer life expectancies (See Figures 3.1 and Figures 3.2).
This surprising finding is known as the “Hispanic paradox.” The three most
common explanations for this paradox are migration effects, cultural differences,
and problems with the data (Arias, 2010). First, some researchers argue that His-
panic Americans have unusually good health because only the healthy migrate and
because migrants who fall ill often return home (Palloni and Arias, 2004). Second,
some researchers argue that strong social networks—both within immigrant com-
munities and within Hispanic families—protect Hispanic Americans from disease.
This hypothesis is supported by data suggesting that the Hispanic health advantage
declines with each generation after immigration (Williams and Sternthal, 2010).
Conversely, other researchers argue that Hispanic Amencans only appear to be
healthier than white non-Hispanics because the former are often inaccurately iden-
tified as the latter on death certificates (Smith and Bradshaw, 2006). At present,
data are insufficient to fully support any of these three explanations (Aras, 2010).
At any rate, health status varies enormously among Hispanic Americans. One
group at especially high risk is migrant farm workers (Azevedo and Bogue, 2001;
Greenhouse, 2001). Farm work is physically hazardous, with long days of repetitive
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These differences in infant mortality grow even starker when we separate
neonatal infant mortality (deaths occurring during the first 27 days after birth)
from postneonatal infant mortality (deaths occurring between 28 days and
11 months after birth). Neonatal infant mortality rates are essentially the same
among Native Americans and whites, but postneonatal infant mortality is almost
three times higher among Native Americans. Most postneonatal deaths stem
from poverty, malnutrition, maternal tobacco use, poor living conditions, and
lack of health care for ill infants (Tomashek et al., 20006).

For Native Americans who survive past infancy, heavy alcohol use stands out
as an especially serious health risk (see Table 3.2). Although alcohol-related deaths
among Native Americans have decreased in recent years, deaths from liver disease,
suicide, and accidents (often caused by alcohol use) remain strikingly common.
Native Americans (like other poor populations) are also significantly more likely
than white Americans to die from diabetes (Bames et al., 2010; Heron, 2010).

Asian Americans

Overall, Asian Americans enjoy far better health than do other American minor-
ity groups. The largest Asian American groups (Chinese, Japanese, and Filipino)
have life expectancies and infant mortality rates equal or superior to those of
white Americans (see Figures 3.1 and 3.2). Overall, Asian Americans experience
the same causes of death as whites but at significantly lower rates.

These statistics, however, tell only part of the story. Since 1975, a substantial
portion of Asian immigration has come from the war-torn countries of Southeast
Asia. These immigrants typically have far lower income and education levels than
those of established Asian Americans. In addition to having the health problems
that always accompany poverty, they may experence unavoidable dietary
changes, culture shock, tropical diseases for which diagnosis and treatment can
prove elusive, and the long-lasting traumas of warfare and refugee life.

In addition, Southeast Asians living in the United States typically have Jess access
to health care than do other Asian Americans (Association of Asian Pacific Comimu-
nity Health Organizations, 2008). Rates of health insurance coverage are low, and
even those who have msurance sometimes find that linguistic or cultural barriers
make it difficult to communicate with health care workers or obtain quality health
care. As a result, Southeast Asians are less likely than are other Americans to use West-
ern health care (although some continue to use traditional Asian healers and therapies)-

Writer Anne Fadiman poignantly describes the communication barriers be-
tween new immigrants and their doctors and the problems these barriers create
for both groups in her prize-winning book, The Spirit Catches You and You Fall

Down: A Hmong Child, Her American Doctors, and the Collision of Two Cultures
(1997). Fadiman describes the completely divergent worldviews of American
doctors and Hmong patients in Merced, California, where many Hmong refu-

gees from Laos have settled:

Most Hmong believe that the body contains a finite amount of blood
that it is unable to replenish, so repeated blood sampling [for lab tests] .-
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may be
ane};thesf:ti.a \X{;eél peic]>lp1e are unconscious, their souls are at large, so
anesthesia 3; e to ness or death. If the body is cut or disﬁguréd or
ot los andythe 1;5 parts, it will remain in a condition of perpetual in;—
- be,PhYSicaH ?Inaged person not only will become frequently ill but
RN 16317 nco;n.plet.e during the next reincarnation; so surgery is
faboo. If pe ple lose t eir vital organs after death, their souls cannot b
rebom new b0d1§s and may take revenge on living relati :
1;?165 and_ e.rnbahmng are also taboo.... B
_ ;E rf:;liﬁ:%: trlfitl when a man named Xiong or Lee or Moua
el o a N y Practlcc'e Center with a stomachache he was ac-
- doclt)ors rfl.g NE at the entire universe was out of balance, the
Kot Low could they suecesds - They contt mrdie s Hmong
b foune they ? ... They could hardly be e
thzsfiiit; ail;l:hpaFlents system of health beliefs (if indg’ed th:;) :ft:;i ht;d
ihe tme and 5 Interpreters to find out what it was), since the medical
. f}lfl . attended had never informed them that diseases are
S hugl dlvedsouls and cu.red by (sacrificing) chickens. All of them
pad sbent Sinnlereh s of hgurs dlss.ecting cadavers ... but none of them
fac had a si %.1 mc)our oi 1nstruct%on in cross-cultural medicine. To most
NP ,and o ng taboos ag:iunst blood tests, spinal taps, surgery, an-
o Self:—defe . ops1es—the basic tools of modern medicine—seem’ed
enongrecic Et Ifg ;fgct);a;ge;aghey had no way of knowing that a
indeed, quite literally, of his V:rsfssg:uih(eFZilﬁjnguf;g?n;; f6hll§ ey

Growin iti i
i tgr arizcizgn;t:(\):(;kf problgﬁls lllllke these has spurred medical schools to
' : ing with culturally di ions i i
grams, as we will consider in more detail in Cyhap‘tzeellr.S(l3 f’oplﬂatlons i theirpro-

Case Study: Environmental Racism

One health issue that cuts across America’s minori
i . . erica’s minority communities is envi
R ™ Pohﬁg?gg;;ii ;3(:1;1]1 Eétzfle@ to the disproportionate burdenv;;?aﬁvn;zlrll:
A - nic minorities, from Hi i
niE;Serii ;c;s (iildg?;(;;s pfest1c1d€fs to Navajo communities pil(ii?dlcb;azzadvi’ Orllfers
o Bt s ;.c(;tly zgfncan Americans plagued by asthma-inducing ai}lf" 3:
—— hazar.(,is ! ; ru}le. and PAellovv, 2006). The most important of tlrl’ese
iy Com:amjn;te(eicauisle it is so w1d.espread and devastating, is lead—found in
Chilcren wron s 5 o kilo , and the paints and pipes of older residences. Amon
Bice non i oo own to haye high levels of lead in their blood, 17% ar%
B 2005, Compa,r o ‘;1 t’;\lre hI—ilspamg, ar_lcfl 60% are African Amen'can, (Meyer.
B Cpredw whites, minorities are exposed more often to dust chi
| e hazardo;ls zone, sulfur, and sulfur dioxide, as well as to pesticides
B oo oL waste dumps, and other hazardous substances. Expo ’
pollution is more highly correlated with race than with anirpoiﬁz

factor, i
or. including poverty (Brulle and Pellow, 2006).
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Environmental racism is 2 consequence of “everyday” Tacism. Racial discrimi-
nt bureaucrats and

nation enables industrialists, with the tacit approval of govermnme
politicians, to place environmental hazards in minority communities without worry-
ing that those communities will have the political power or financial resources to

d lack of other job opportunities can even encourage minority

resist. Poverty an
communities to welcome polluting industries for the jobs they will bring. This

doesn’t mean, however, that those who make decisions about where to locate en-—

vironmental hazards intend to discriminate against minorities—certainly those who

make these decisions would argue that they decide solely on econonic and techni-
effect of discriminating.

cal considerations—only that their actions have the
Currently, dozens of grassroots organizations of African Americans, Hispanic
Americans, Asian Americans, and Native Americans are working to fight for en-

(Brulle and Pellow, 2006), as are¢ nUMETOUs national civil

vironmental justice
rights and environmental organizations. These organizations have had consider-
jes out of

both locally and nationally, in keeping polluting compant
federal Environmental Protection Agency to

decisions (Brulle and Pellow, 2006).

able success,
local communities and getting the
consider environmental justice in its

AGE

Overview

Not surprisingly, age is the single most important predictor of mortality and
morbidity. As noted in Chapter 2, until the twentieth century deaths during

the first year of life were common in the United States. Although far less com-
mon now, infant mortality remains an important issue because so many years of

ost when an infant dies and because infant mortality so often

productive life are 1
is caused by preventable social and environmental conditions.

Once individuals pass the danger zone during and immediately after birth,
mortality rates drop precipitously. Those rates begin to 1ise significantly begin-
ning at about age 40 and escalate with age. For those who survive past age 65,

chronic illnesses rather than acute illnesses comprise the major health pro-

blems, often bringing years of disability in their wake.

The American population is aging steadily, with th
growing the fastest. Although most middle-aged and older pe
healthy, rates of illness, disability, and mortality nevertheless are tising as the popula-
tion ages. Similarly, both the total costs for health care and the percentage of health

care dollars spent on the elderly—already greatly disproportionate to the size of that
population—are bound to increase. At the same time, as young persons become a

smaller proportion of the population, the pool of persons who can provide or pay

for the care needed by the elderly is shrinking. Consequently, in the future, it will

become more difficult to provide services to a]l the elderly persons who will need
“health care or assistance with daily tasks such as shopping or cooking.

These problems are amplified by the feminization of aging—the steady 1ise
in the proportion of the population who are female in each older age group sO that

e population above age 85
sons are relatively
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women comprise a larger proportion of the eld

women ¢ elderly than of the youn, i

ssouse o ;;15; r(:l(icrergﬂl women more often than elderly men arZ poc%r aziirﬁflfle

e alcare foF them and because (as we will see in the next s :

B inc,re g ; ral, experience more illness than men do, the feminizati ot
ase the costs of providing health and social servi’ces to the el?it;;)l;l o

SEX AND GENDER
Overview

Both sex and gender strongly aftect he
Do e . alth status. Sex refers to the bi i
somfl fes o 1 ’algeérlllilil Sn;a(l)f;,n:gnzhlscil WZ are assigned based on ourbéﬁi‘(());gllicoa—l
R ! , hor , secondary sexual characteristi
P, : ;él(jhzc:eovr; tLhose with two X chromosomes and a vagirtllssai\elcs};;za%_
ol e, (Laver i c:;lies X cbromosom'e, one Y chromosome, and a penis arz
e esonen) T« section, we will consider those who do not fit neatl
o e feminine. o E);lt:;st, gepder refers to the social categories of masS—,
ey that e are o 5 social expectations regarding masculinity and
e eategories o i pﬁcte to follow based on our assigned sex. Because
o epidemiologicaf ; tey Eary across time and across culture.
e e ; 2; show that both sex and gender affect health (Bird
]c::)xar}ilple, before t,he twentieth oc?r‘iilllll”yzocl(?r;r};liiskte'r, Bir(fi" and ang, 20°0). T
oy bfiee oo . , ations of pregnancy a ild-
o o Theste s(};:);st ;V;)‘l’;l:él s 127;5, SO on average, Womcfn gied y}(f)u;llgef lzﬁ;in
han ace o a8 Fig,ure . esr},1 erican women (regardless of race) live longer
lr}e}:{rt disease, cancer, and 'cerelg):c;’i;ceu‘flz? ;?s(e)zg})l o Saml? e e
e, : se) eventually kill most
oy d{i ey aﬁ_ec?ﬂ}’if;rllthmgnts ﬁnd wome_n’s life expectancies suggest tﬁi? I;lee);
;hat gender affects healthj '\Xlll'ortn:ndfgfveslim til - diﬁ;‘:rences e e
! : ve longer t 1
101(;3g3t}fr1150 ;};:ilirlt;%e(cili f?;z because their social posi%ion ha; Icllllzlrllgr:(;t. pectuse ther
s pectuncies e might Cr;;(zsl tgﬂ only part of the story. If we look only at life
o o e e ude that women are biologically hardier than men
d e figher mtns of mort?lr. rates, however, the picture blurs. At each age -1’1’161;
B e s of cortids lctly and of fatal‘ diseases even though women’ have
B Corar. 2010). A r?}ll I:il f?f nonfatal dl_sease (Bird and Rieker, 2008; Read
tal condition amoné both ml:n Z;g)i:’?rflle’ lslzlhe IEOSt comimon chone. ,nonfa_
f o oo nen older than age 45 years, but it stri
i expe;ei(c)?anzlgi/e ofteno than it clloes men. In addiZon, atu:(t:}itr;kzs
B g Lol o o ico 30% grea‘ter incidence of acute conditions (not ;gn—’
lve loger thes e bsul;e ated to their reproductive systems). In sum, women
B e cetcivet, i iﬁxpenence more illness and disability, whereas men
How can we caply i;: thness but dle. more quickly when illness strikes.
B b B higis:r E;fggg?ﬁﬁ findings? Some researchers have hy-
ess are more apparent than real—that
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¢ more illness than men but simply label them-

selves ill and seek health care more often. Most research, however, suggests that
the health differences between men and women are real (Bird and Rieker, 2008;
Read and Gorman, 2010). These differences stem from both the biological dif-
ferences of sex and the socially reinforced differences of gender.

Sex does seem to offer females some biological health benefits (Bird and
Rieker, 2008; Read and Gorman, 2010). Around the globe, more females than

males survive at every stage of life from fetus to old age as long as they receive

adequate nutrition. Although the exact mechanisms through which this works

are unknown, some theorize that estrogen and other “fernale” hormones (which

in fact also occur in males but in lower proportions) somehow protect the heart

and other organs from fatal disease.

Gender, too, protects women from fatal disease and injury (Bird and Rieker,
2008; Read and Gorman, 2010; Rieker, Bird, and Lang, 2010). Most importantly,
because of differences in male and female gender roles, women less often abuse
alcohol, drive dangerously, participate in dangerous sports, and so on. They are
also less likely than men to work in dangerous industries such as agriculture or
commercial fishing. Less importantly, gender roles more often bring women than
men into routine confact with medical care. Unlike men, who are socialized to
downplay physical problems as signs of weakness, women are more comfortable
seeking health care when they experience problems. In addition, because women
often must obtain health care for children or elderly parents and must seek obstet-
ric or gynecological care for themselves, women are more likely than men to meet
with health care providers. As a result, women are more likely to have health pro-
blems identified and treated early enough to make a difference.

Sex and gender may also help explain why, despite women’s lower rates of
mortality, they have higher rates of morbidity than do men. Research on this
topic, however, is far less conclusive (Barker, 2005). Most commonly, theories
suggest that women ar¢ more susceptible to nonfatal illnesses because of their
hormones (a sex effect) or because of their relatively high stress levels coupled
with low control over their lives (a gender eftect). The latter theory gains sup-

port from an article published in the prestigious American Sociological Review and
based on national data collected from random samples over a 30-year period
(Schnittker, 2007). The article found that women’s self-reported health (a mea-
sure of morbidity) had improved considerably from 1974 to 2004 and that almost

all of the improvement was explained by women’s increased educational attain-
ment, which in turn increased their employment and income. Increased educa-
tion apparently gives women more power over their lives and therefore
improves their health.

These changes are part O
(Annandale, 2010). Gender convergence cefers to the growing similarities n ex-
how men and wommen should behave in their everyday lives. This
well result in greater convergence in men and women’s

gender convergence may
patterns of health, illness, and mortality. For example, women’s new freedom tO
join the Marines may increase their health risks, while men’s new freedom to put

family ahead of careers may reduce their stress levels and so improve their health.

women do not actually experienc

f 2 broader move toward gender convergence

pectations for
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A Sociology of Intersex

So far, we h i

oo far we ! ;‘:,V Bece;lntci:;lg;r;g abt;int sex as if it were a binary category—one with

born with geaitals dhat 3 es, male or female. However, up to 2% of babies are

ot oL 2006 Such babie};par:::r neflther clearly .male nor clearly female (Blackless

both sexcs. Intersexusliy ref re erllfd tol as intersex: having characteristics o’f

(e same 2+ homosesaliy (W}I;Sict}? relllel.soglcal sexual characteristics, and it is not

or Fo transsexuali'ty (which refers to the ;oersjén :i_cfflx lslexual A S
PosﬁIe of one’s biological sex). prion that one belongs to the op-

ntersexuali

both. During tl?éirc agrsteei;tsietishsgrggs 311 e C}}alromosomal o O,
e : elopment, the onl i

smong s i ciomotomes (O amon, e, XY o ).
male gonitili ;he Sapme ?cttlloq of male hormones leads some fetuses to develo .
o Sem i e h; a dtil;;ue becomes female genitalia in the absence 01:;
Llave both male and ferideyexteri;n;eiiﬁao?;l balance IPTOdUCCS fetuses that

o s enis, testicles, clitori i

ma)ny o s;zalFiinéiﬁi (lgonads, uterus, fallopian tubes). This canS 7h\;1§2;, fl'g;
ey oo, Pattem{: e, so}ine fetuses inherit unusual hormonal patterns or
Y ot fomals XK and o h(suc as XO or XXY rather than the typical male
e \:Vhﬂe 1Feers are affected by environmental pollutants that their

The social responseptogrilnaltlt. indivi

S}(l)me cultures revile them and (lzile}zulcidll;zg}lals Vlir'ielsl gy dctow culures
St thoe o babies at birth. Other cult

e humarolr\e,a::t: ;JCCTLE' naturally in thc.e population and consigzersijlstseisn;;
e womnal socil life Stﬂ.l » I:e culFures typlcally integrate intersex individuals
E ok Motier Westts clens ;‘s ﬁimgn special, valued roles to intersexed indi-
ahty33 stig.ma.tizing it, or eliminatir’lg itvzgzzzlie:v?;any RIS EERE e

eginning in ‘

g d;gcal ;ilai ti1cz5(z_8, s;llrgery an.d hormonal manipulation became the
Kesler, 1998). Dacrors ur ord andling intersex children in the United States
surgically reasigned to be j:h parents of intersex children to have the children
the smmptor that dhis ufiz rr}llale or female as early in infancy as possible on
E e der. Docivions bont Wh(_) " elp chl.ldren develop into the “appropriate”
s about gender chﬂdrenlc seX to assign reflected doctors’ cultural assump-
S affiontly Targe andwere a551gned to be boys if doctors considered their
would allow them to wave bit }XlNe];e asmgned tq be girls if their internal organs
B ies suupially rewived ;nd. oys Wlth pfj-mses considered too small had their
iy ilinattat artificial vaginas constructed even if their hor-
B Gered coal (;11[()1 were 1gdlsputably male. Girls with clitorises
even though this meantyremge ha their clitorises surgically removed or reduced
B o coienoe sl o oving healthy organs and impairing their adult abil-
s, pareass wore st ieds?;es. Tp l?ssmt the chi'ldren in adopting their assigned
their history from them. and pl;);a t}zle them strictly to .their new gender, hide
Ormones to change the children’s bod(zg: t(c))anttS ready (Lf SECfCt) et of sexual

er match their assigned sex.
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performed on about one to two of every 1,000
al injections following (Blackless, 2000). This

treatment became the norm because doctors assumed it was the most humane

option, although no research was available on its psychological, social, or phys-
nce the 1990s, however, this standard medical treatment

ical consequences. Si
has come under considerable attack, both from scholars and from activists
hildren. Opponents of sex

who themselves experienced sex reassignment as C
reassignment point out that this treatment is based not on scientific evidence
but on gender beliefs: that small penises are “ynmanly;” that large clitorises

are frightening; that children need strict socialization into “appropriate” gender

behaviors; and that a vagina need only permit penile penetration, not provide

natural lubrication, elasticity, or the possibility of female sexual pleasure
(Kessler, 1998; Preves, 2003). Moreover, opponents argue, sex reassignment
reinforces children’s sense of difference, reduces their ability to enjoy sexual

pleasure as adults, and depends on webs of deception among children, parents,

and doctors that create their own psychological nightmares (Kessler, 1998;

Preves, 2003).
At this point, there is insufficient evidence to say whether sex assignment

more often helps or harms these children. Surgical intervention remains the
norm, but doctors increasingly hold off on surgery for six months to give parents
time to consider other options (Navarro, 2004).

Currently, surgery 1
babies, with lifelong hormon

Case Study: Intimate Partner Violence and Health

One health issue in which gender plays an especially critical role is violence by

intimate partners. Although neither health care workers nor the general public
typically thinks of partner violence as health problem, it is a major cause of in-
jury, disability, and death among American women, as among women worldwide.

According to data collected by federal researchers from a large-scale, na-
tional, random sample, about 25% of women (compared with 8% of men) have

Ly assaulted by a spouse, €X-SpOUSE, lover, or date at some

been raped or physica
point during their lives (Tjaden and Thoennes, 2000). These numbers, of course,

do not include the approximately 1,200 women who are killed each year by
intimate partners and so are unable to answer survey questions (National Center

for Injury Prevention and Control, 2009).

Women whose romantic partners are male are about three times mMOre
likely to suffer an attack than those whose romantic partners are female. In ad-
dition, Native American Women report experiencing violence considerably
more often, and Asian American women considerably less often, than do other
women. This last finding, however, may reflect differences in the likelihood of

reporting violence more than differences in rafes of violence (Tjaden and

Thoennes, 2000).

The consequences of violence are also more severe for women than for

men. Women are about three times as likely as men to be killed during an attack

and twice as likely to be seriously injured, with about one-third of women

requiring emergency health care afterwards. Extrapolating from these data, the

THE SOCIA
L DISTRIBUTION OF ILLNESS IN THE UNITED STATES 67

researchers esti
- emesrt;:;:e t(iat more than a‘h‘alf million women per year seek ca
S (T ar}lld T};lartments for injuries resulting from assault by intirrx: : t
That assaults by rnercl)efr'1 o, N
et 9GS, o Coarll' surpass assaults by women should not surprise us
b for ol s thSIStent.ly ruled that women could not sue their hus—.
e Toaal o o §m}l—1n essence declaring violence against wives a
man s legal and cv Videncerlfn(ti. r];:l\;eil after that date, most police refused to
that Idl? not begin to change’for moresthz:lu;t iiész?cllseed 10 prosece, x stuaton
ntimate violenc i i :

((:Bltural nate pohticj aéil‘isst ::1012)15]1:1 sszi;ltnues Bo exist because it reflects basic
earal and pobicd y and, indeed, around the w
Dobash and Domas (,)f::fS;.ﬁeTthrot;lgh rellglop, schools, families, the meodrilad
making sure that their personala;leglattiotr(:shci;:mder themslfllves SR for,

occur in relationshi biate e dves oo
husbands or ronlll:r}lltliis,p;x;tonffsnreifortjiutghttlfo - thems};lves evefr;biﬁz:
pusbands oo : o those problems with viol
e magazitne; :scli:;;e.the messe‘lge—from sources ranging frc(:?nc e};i\:: ’
e Wiveg:ilshteachlngs thgt give husbands the responsibili ;
o Grdpline’ thelr wive tbzit violence is an acceptable response to stretsz
B . eepta E targets for that violence. Although most
" ,r r};;)ug men absorb these messages to make woman
ot b theic Iin 01 em. Moreover, women typically have less access
e r;as }? partners ?nd so often find themselves financiall
Violence against women lgcz?lzlsrr‘:;)oien; Y
i oonce 3 en st often among men who beli
. tpheir . (1%2}(116; rfa:rrlfclly T1‘sh threatened, such as men who have lesseflzl(:elz:atti}z‘f
en s o ot e ¢ hqe}lllnes, 2000). In addition, violence occurs most
B ol Tk gt Lg need for power and who support traditional
B oo s ot oty o o Vlrc,1 talese data tell us that intimate violence against
Bl sl ot 1reinfu L response to social stress but also is a form of
e i e orcing social expectations and power relationships
b e e e s« o oy
ot : en’s inferior positi ithi i
o equ:i::tly, as long as gender inequality remains the rf)orif,ovrxlrowngrllutzzg;g;
Recognition of intimate 1
- Poei int partner violence as a health risk i
P ee;lt :rzg;;lgizzs té enter the fight against it. During t}ﬁzs plaescz 572;?128
e o D se Control and Prevention has begun funding research’
e Healctlh : ;:S" anlf prevention of intimate partner violence, and
B o prograns et 5 1cleh as eval}lated and helped develop violence, pre-
B e el e ealt kprofessmnals and others in violence prevention
- nv;/ii)r 1ers to learn how to identify battered women in,
RSP = arly, the American College of Obstetricians and
equires medical schools to teach how to identify z;ld

tespond to battered
) wo ' '
g ered men and publishes materials designed to aid health pro-
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IMPLICATIONS

Far from being purely biological conditions reflecting purely biological factors,
health and illness are intimately interwoven with social position. In the United
States as elsewhere, those who are poor or are targets of racial discrimination die
younger than others do. Sex and gender have more complex health conse-
quences: Women enjoy longer life spans than men do, but they are subject to
more illness and disability. Importantly, ecach of these factors (along with age)
interacts with the others, leaving some individuals at much greater risk of illness

and injury than others; Contemporary Issues: Ethnicity, Class, Gender, and Hotel

Maids explores the health risks faced by women who are disadvantaged by social
1l as by gender.

class, ethnicity, and immigration status, as we
Given that social forces as well as biological factors affect health, understand-
ing social trends can help us predict future health trends. For example, as Wo-
les have changed, their rates of tobacco use and lung cancer
e of men, and their ability to protect themselves from the

£ male violence has increased. Similarly, if economic and

likely to see changes in the

men’s social o
have approached thos

health consequences ©
cthnic inequality either mcrease oF decrease, we are
health status of currently disadvantaged economic and ethnic groups.

CONTEMPORARY ISSUES
Ethnicity, Class, Gender, and Hotel Maids

if you have ever stayed in a nice hotel, you probably enjoyed the fresh sheets, clean
sinks, and other amenities provided by hotel maids. Yet maids’ work is largely invisi-
ble—and far more dangerous than most realize. Moreover, those dangers have mul-
tiplied in recent years. Luxury hotels now use three sheets per bed rather than two,
requiring maids to lift the mattress eight times simply to make a bed. Meanwhile,
mattresses have grown thicker and heavier, making them considerably more difficult
to lift. The number of pillows and blankets per bed also has increased along with the
physical labor needed to deal with those linens. Yet the number of rooms maids are
expected to clean each day has increased. As a result, maids typically lift more weight
daily than federal guidelines allow and, consequently, face risks of back injuries
equal to those of construction workers (Greenhouse, 2006).

Maids also risk injury when they scrub sinks and tubs or wash floors. The repeti-
tive motion required for these tasks can injure joints and muscles, as can the need to

bend, crouch, or reach up 1o clean various surfaces. Toxic chemicals used in cleaning

can also place maids at risk.
Almost all maids are female, immigrants, non-white or Hispanic, and poor or

poor. Each of these statuses reduces the odds that they can find other jobs or
negotiate for petter working conditions. Moreover, each of these statuses exposes
them to health risks outside of the work environment that can muttiply the risks they
face at work. The union UNITE HERE (www.unitehere.org), which represents hotel
workers as well as workers in several other industries, has sponsored an ongoing
boycott and campaign aimed at changing dangerous work conditions. The hope is
that by working together, maids will gain greater power to change their lives than

they ever could have as individuals.

near
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SUMMARY

1. Th 1
e causes and types of illness are not randomly distributed among the U.S

pOPulatloIl bUt Iath.CI Va]:y dIaIIlatha]ly aCC()IChng to S()Clal ClaSS, ethnlClty,

2. Social class v
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REVIEW QUESTIONS

fi
How and why does social class affect people’s health?

2. What are the i
special h
M pecial health problems of homeless persons? Of migrant farm




CHAPTER 3

How does ethnicity affect health separately from social class? How does so-
cial class affect health separately from ethnicity?

How and why do the particular health problems of African Americans,
Hispanic Americans, Native Americans, and Asian Americans differ from
those of whites?

What is environmental racism?

What are the health care consequences of an aging population and of the
feminization of aging?

Why do men have higher mortality rates than women but lower morbidity
rates?

What are the sources and consequences of intimate partner violence? Why
do some health care workers consider it to be a serious health problem?

CRITICAL THINKING QUESTIONS

Explain why poor persons become ill more often and die younger than
wealthier persons.

Assume that over the next 20 years both men and women increasingly adopt
behavior patterns now associated with the other gender. What changes
would you expect to see in the health of men and women? Explain your
answer.

Assume that 20 years from now, African Americans are as likely as whites to
graduate from college. Why and in what ways would you expect the health
of the African American population to improve? Why and in what ways
would you expect it to remain the same?




