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This paper reviews the available scientific evidence that relates racism to the elevated
rates of hypertension for African Americans. Societal racism can indirectly affect the risk
of hypertension by limiting socioeconomic opportunities and mobility for African Ameri-
cans. Racism can also affect hypertension by 1) restricting access to desirable goods
and services in society, including medical care; and 2) creating a stigma of inferiority
and experiences of discrimination. This paper evaluates the available evidence for per-
ceptions of discrimination. African Americans frequently experience discrimination and
these experiences are perceived as stressful. Several lines of evidence suggest that
stressors are positively related to hypertension risk. Exposure to racial stressors under
laboratory conditions reliably predicts cardiovascular reactivity and such responses have
been associated with longer-term cardiovascular risk. Few population-based studies
have examined the association between exposure to racial discrimination and hyperten-
sion, and the findings, though suggestive of a positive association between racial bias
and blood pressure, are neither consistent nor clear. However, the existing literature
identifies important new directions for the comprehensive measurement of discrimination
and the design of rigorous empirical studies that can evaluate theoretically derived ideas
about the association between discrimination and hypertension. (Ethn Dis. 2001;11:800-
816)
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Introduction ability, and premature mortality in the Unit-
ed States. Racial differences in hyperten-
sion are marked and, although the rates of
hypertension have declined over the past 40
years for both African Americans (or
Blacks) and Whites, the relative difference
between the groups has become larger. Data
from the National Health and Nutrition Ex-
amination Survey (NHANES) reveal that
Black men had a rate of hypertension that
was 1.2 times higher than that of Whites in

Hypertension is one of the most common
chronic illnesses in the United States, with
one in four of all adults and almost two out
of three persons over the age of 65 having
this condition.! As a major risk factor for
coronary heart disease and the major risk
factor for cardiovascular discase, hyperten-
sion is a key contributor to morbidity, dis-
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[960-62 but 1.4 times higher in [988-
1994." Similarly, the prevalence of hyper-
tension was 1.6 times higher for Black than
White women in 1960-1962 but [.8 times
higher in the 1988-1994 period. Despite
decades of research, the reasons for these
large and persistent racial differences in hy-
pertension are not well understood.?

Some have suggested that racism is one



component of the larger social environment
of the United States that is a contributing
factor to the elevated rates of hypertension
among African Americans.’* Racism refers
to an organized system, based on an ide-
ology of inferiority, that disadvantages
groups designated to be inferior compared
to those presumed to be superior.>® Central
to the operation of racism is the exercise of
power by the dominant group against the
group defined as inferior.®” Negative atti-
tudes and beliefs toward racial out-groups
(prejudice) and differential treatment of
members of these groups by individuals and
social institutions (discrimination) often en-
sue. Discrimination can be a behavioral
manifestation of prejudice, but prejudice
and discrimination are distinct and one may
be evident without the other.®® Moreover, as
discussed later, discrimination is not always
overt, nor does it always entail intentional
actions. Discriminatory acts differ in form
and degree varying from the use of derog-
atory terms, to ‘‘micro-insults” and *‘mi-
cro-aggressions,”” all the way to acts of ag-
gression and violence.*? In contemporary
society, racism often exists in routine insti-
tutional. policies and procedures in the ab-
sence of overt prejudice and conscious bias
from the perpetrator’s perspective. In fact,
emotional warmth and positive feelings
rooted in paternalism can co-exist with an
adherence to an ideology of inferiority and
the practice of systemic discrimination.'’
Racism and Hypertension
Racism can affect hypertension in mul-
tiple ways. Arguably, its most powerful ef-
fects are exerted through mechanisms of in-
stitutional discrimination that often operate
so routinely that they are not readily appar-
ent to many persons in society. First, and
probably most importantly, by restricting
the socioeconomic attainment of African
Americans, institutional discrimination can
lead to group differences in SES and thus,
indirectly, atfect health. In the United
States, for example, racial residential seg-
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regation has been a central mechanism that
has determined the access of African Amer-
icans to educational and employment op-
portunities and is thus a primary determi-
nant of Black-White differences in educa-
tion, income, occupational status, and
wealth.!"!> In turn, SES is one of the stron-
gest known determinants of variations in
health'*'> and makes a substantial contri-
bution to observed Black-White differences
for a broad range of outcomes, including
hypertension.'®!” However, racial differenc-
es in cardiovascular health persist after ad-
justments for SES. In fact, many studies
have found that controlling for SES reduc-
es, but does not eliminate, Black-White dif-
ferences in hypertension.!’-!* For example,
data from the NHANES show that African-
American men and women have higher
overall rates of hypertension than White
men at all levels of family income.*® Such
results underscore the view that race is
more than SES and that renewed efforts are
needed to identify those factors linked to
race that affect health. Second, discrimina-
tion in the provision of desirable goods and
services can also adversely affect the health
of subordinate group members. For exam-
ple, in addition to having lower levels of
access to medical care, African Americans
are less likely than Whites to receive the
appropriate diagnosis and treatment for car-
diovascular disease and a broad range of
other conditions.?! These racial disparities
in diagnosis and treatment persist even
when adjusted for SES, health insurance,
stage and severity of disease, and the type
of medical facility.

Third, the ideology of racism frequently
permeates the entire culture and some
members of subordinate groups accept or
internalize the larger society’s negative
characterization of their group.® The accep-
tance of these beliefs can adversely affect
health. One recent study found that inter-
nalized racism was associated with in-
creased risk of overweight and abdominal
obesity among Afro-Caribbean women.?
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Fourth, racism can create and structure ex-
posure to a broad range of psychosocial
stressors, which in turn can lead to sus-
tained elevation of blood pressure. Accord-
ingly, racial differences in traditional mea-
sures of stress can also reflect the impact of
racism. In addition, there is growing atten-
tion within the scientific community to the
role that subjective experiences of discrim-
ination can play as an added source of
stress that negatively impacts health, in-
cluding hypertension. The remainder of this
paper will focus on this aspect of racism
and will evaluate the evidence and promise
of its role in the elevated rates of hyperten-
sion among African Americans.

Stress, Discrimination and
Hypertension

Both laboratory and population-based
epidemiologic studies have examined the
health consequences of exposure to stress.
This literature suggests that exposure to
stress can lead to chronic elevations of
blood pressure. We review this evidence
and suggest that in racially stratified socie-
ties, perceptions of discrimination are im-
portant stressors in lives of minority group
members. These race-related stressors have
been neglected in the traditional assessment
of stress.

Stress and hypertension

Group differences in blood pressure are
multi-factorial in causation, with the phys-
ical environment, aspects of the social en-
vironment, health practices, psychological,
genetic, and other individual characteristics
playing a role.>*** Several lines of evi-
dence suggest that stress is one aspect of
psychosocial environments that may be pre-
dictive of elevated hypertension risk. The
majority of research examining the associ-
ation between stress and hypertension has
utilized a laboratory paradigm in which
subjects are exposed to various types of ar-
tificially induced stressful situations after
which their reactions are assessed. These

studies consistently find a positive associa-

tion between stress and the elevation of
blood pressure.’*28 Constant, chronic men-
tal stress has also been empirically linked
to the risk of hypertension.®

There are several excellent reviews of
laboratory-based studies of cardiovascular
reactivity in African Americans.**-3' This
research reveals that there is considerable
variation in reactivity within the African-
American population. Most studies docu-
ment that either baseline cardiovascular re-
activity and/or cardiovascular reactivity to
stress was elevated in African Americans
compared to Whites. Most of these studies
focused on reactivity to typical laboratory
stressors, such as mental arithmetic tests
and response to a cold pressor. Instructive-
ly, while a family history of hypertension
tends to be related to cardiovascular reac-
tivity for Whites, it was unrelated to reac-
tivity for African Americans.** Moreover,
these studies found that the mechanism re-
sponsible for the differences in reactivity
was the greater constriction of peripheral
blood vessels, leading to elevated blood
pressure for African Americans compared
to Whites.

However there are questions about the
generalizabilty of these findings to ‘“‘real
world,” settings. Results from such labo-
ratory studies have also been criticized for
viewing reactivity as a stable individual
trait where responses are assumed to be
consistent across a broad range of stressful
stimuli.?* More recently, the stress-hyper-
tension field has argued that, rather than
viewing reactivity as a stable individual
trait, research should focus on how individ-
ual predispositions (eg, cynicism, suspicion,
mistrust, Type A, John Henryism, anger ex-
pression) interact with different social sit-
uations to produce hypertensive reactivity.
From this perspective, an individual pos-
sessing certain predispositions and exposed
to particular types of challenging social sit-
uations is at greater risk of hypertension.?¢

Studies of residential environments and



occupational conditions suggest that expo-
sure to psychosocial stressors and coping
strategies in response to them can lead to
increased levels of hypertension.?** Some
stress reduction techniques have also been
shown to be effective in lowering hyperten-
sion.”** However, community epidemio-
logic studies that have examined the rela-
tionship of stress to hypertension are sur-
prisingly scarce. In a classic study in the
city of Detroit, Harburg and colleagues®**
showed that levels of hypertension, for both
African Americans and Whites, were higher
among persons residing in high stress resi-
dential areas (defined in terms of socioeco-
nomic status [SES]. marital instability, and
crime) as compared to persons residing in
low stress areas. More recently, in a com-
munity sample from Pitt County North Car-
olina, Strogatz and colleagues* assessed
stress with eight items that measured the
degree to which life is dominated by wor-
ries, aggravation and uncontrollable events.
They found that perceived stress was posi-
tively related to diastolic and systolic blood
pressure.

Modernization. a combination of social
change and economic development, is one
type of stressful environment that has been
studied.>’ These studies have found that,
when communities are ranked on a contin-
uum of modernization, the most traditional
communities have lower blood pressure
readings than the intermediate and modern
ones.?** Dressler has also studied status in-
congruity (in which people attempt to main-
tain a lifestyle that is beyond their econom-
ic means), which he links to the moderni-
zation process. His research finds a positive
association between status incongruity and
high blood pressure in multiple societies.”-*
Recently, a landmark study of hypertension
in populations of African ancestry in Afri-
ca. the Caribbean. and the United States,
documented a strong graded relationship
between the prevalence of hypertension and
the level of economic development of par-
ticular societies.* In fact, the observed lev-
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els of hypertension among Blacks in Africa
were lower than those of Whites in the
United States.

The Plausibility of Exposure to
Discrimination

Before we consider the evidence linking
perceptions of discrimination to hyperten-
sion, we must first establish that it is rea-
sonable for contemporary minority group
members to report experiences of discrim-
ination. Some who believe that racism is a
relic of a bygone era are skeptical about the
reality of discrimination in contemporary
society.*!-#+ Exhaustive analyses of changes
in racial attitudes in the United States dur-
ing the last 60 years clearly document that
there has been a dramatic change in racial
attitudes, with the overwhelming majority
of White Americans manifesting support
for virtually every attitudinal item dealing
with the endorsement of the principle of
equality.® In many cases. this reflects a
shift of 50 percentage points or more in the
decline of the expression of negative racial
attitudes. However, close inspection of
these data reveals that there is considerably
less support for policies that would imple-
ment these principles.* Moreover, other
public opinion data reveal that Americans
continue to hold high levels of negative ste-
reotypes of African Americans and other
minorities.** For example. in a 1990 nation-
al survey, 4% of Whites reported that
Whites preferred to live off welfare and
16% reported that Whites were prone to vi-
olence. In contrast, 56% of Whites reported
that Blacks prefer to live off welfare and
519% indicated that Blacks were prone to
violence.*® In these data. Whites viewed all
racial/ethnic minority populations more
negatively than themselves, with Hispanics
viewed twice as negatively as Asians, and
Blacks being the most stigmatized.

Such a high level of negative stereotyp-
ing of African Americans and other minor-
ities suggests that there is likely to be a high
level of discrimination against those
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groups. Research reveals that negative ste-
reotypes are often activated among persons
who hold them via an automatic process
such that these individuals will discriminate
against an out-group member fitting the ste-
reotype without their conscious aware-
ness.*’-* Moreover, most Americans ac-
knowledge that there is a high level of dis-
crimination in American society, with
Blacks being the most discriminated against
group, followed by Hispanics, American In-
dians, Asians, and Jews.* For example,
66% of Americans believe that Blacks face
“a lot”” or ‘‘a tremendous amount’ of dis-
crimination and 88% of Americans believe
that Blacks experience at least “*some’” dis-
crimination.* In addition, Americans per-
ceive little improvement over time. A 1995
survey found that more than 40% of Amer-
icans believe that discrimination against
Blacks, Hispanics, and Asians was un-
changed in the prior 10 years, and at least
a quarter believed that it had worsened.*
Population-based studies also revealed that
Blacks and other minorities report higher
levels of perceived discrimination than
Whites.?"-52 Some of the best evidence for
the existence of discrimination comes from
audit studies in which trained Black and
White testers with identical qualitications
submit an application for employment or
housing. These data reveal that Blacks ex-
perience unfavorable treatment in employ-
ment applications 20% of the time*! and in
housing at least 60% of the time.*

The Plausibility of Discrimination
Adversely Affecting Hypertension

The stress process framework!'® would
predict that if therec were differential expo-
sure by race to the chronic strain of per-
ceived discrimination, this could contribute
to the excess rates of hypertension among
African Americans. That is, if exposure to
chronic stress increases blood pressure, and
perceived discrimination is a chronic stress-
or to which African Americans are exposed
to much more often than European Ameri-

cans, then discrimination would not only be
positively related to blood pressure but
would also play a role in explaining racial
differences in hypertension. The social con-
text of race and inter-racial interactions sug-
gest that these processes operate. More spe-
cifically, discrimination is likely to play a
role in hypertension for African Americans
because African Americans are both predis-
posed to view interracial interpersonal
events as potential stressors and they are
continually exposed to such challenges.

The term psychological stress attempts to
capture this subjective appraisal of harm,
loss, threat, or challenge.® Stress is not
necessarily an objective characteristic of the
environment. It “‘lies in the eye of the be-
holder™ 2%-% and the appraisal process sig-
nificantly affects or modifies the impact of
an event. Dressler’' noted, ““an event is
stressful only if it is actively perceived as
so by the individual experiencing it.”” Stud-
ies of subjective experiences of discrimi-
nation in both the laboratory and commu-
nity settings suggest that they are a type of
stressful experience that evoke considerable
emotional distress and physiological re-
sponses.Ho!-63

Stress appraisal can be an active coping
response or it can be a predisposition to
vulnerability because there is an element of
volition in how the individual perceives or
interprets an event.”” There is also likely to
be variability in how salient race is in ex-
plaining events and in how interracial in-
teractions are appraised by African Ameri-
cans. Many African Americans, because of
their perceived necessity of actively coping
with their unique social history in this
country, have developed a psychological
predisposition that both guards against plac-
ing themselves in uncomfortable or danger-
ous social situations and increases vulner-
ability to hypertension. Quite simply, Afri-
can Americans may be at increased risk of
hypertension due to the adoption of coping
and survival strategies that increase the
likelihood that most interracial events, be-



nign, ambiguous, or negative, will be
viewed through a racialized appraisal per-
spective.® For example, John Henryism, a
strong predisposition to confront adversity
with determined effort, is linked fundamen-
tally with notions of race-based blocked op-
portunities and discrimination and is ac-
companied by strong activation of the sym-
pathetic nervous system.63-60

At the core of racial discrimination is the
experience of social rejection. Rejection, no
matter what the basis, is personally and
psychologically painful. Thus it makes per-
fect sense that a group, which has suffered
historically from acts of racism and dis-
crimination, would be suspicious, reluctant,
cautious, and maybe even a bit ‘‘paranoid””
in its willingness to approach and interact
with members of the very group that has
historically been the source of that painful
rejection.® In short, in order to cope with
the threat of racial rejection, most African
Americans have developed racially colored
lenses through which the majority of inter-
racial transactions are viewed.? Resulting
from this racially learned perspective is the
natural wariness, discomfort, and mistrust
that most African Americans hold for in-
terracial settings.

From this perspective, it is not hard to
visualize why so many African Americans
are at risk for the development of hyperten-
sion. It is this interaction between individ-
ual predispositions (eg, African-American
heightened environmental vigilance and
surveillance) and repeated interracial situa-
tional exposures, coupled with what is often
the inability to respond directly, that may
importantly contribute to elevated rates of
hypertension. The pervasiveness of racial
incidents contributes to the development of
perceptual predispositions, which in turn in-
crease reactivity to both major, and in some
cases seemingly benign, cross-race inter-
personal transactions. What might seem to
the average White person as an innocent,
even trivial comment or gesture, will prob-
ably be experienced and interpreted as pro-

Preventing Cardiovascular Disease Proceedings— Williams and Neighbors 805

foundly racial by many African Ameri-
cans.®” Sometimes it is an innocent use of
a word or phrase (eg, “lynch’), while at
other times it is a more obvious slight or
insult. Either way, these daily, pervasive,
major and minor occurrences are usually
enough to evoke an identifiable physical re-
action (increased heart rate, gastrointestinal
upset, feelings of anxiety, anger, etc) in
most African Americans. Thus, the raciali-
zed nature of our society and the history of
racial antagonism places many African
Americans at risk for increased reactivity
and hypertension.

In sum, many contextual tactors place
African Americans at increased risk for hy-
pertension. First, the long history of racism
and discrimination against Blacks in this
country forms the context within which in-
ter-racial interactions are perceived. Sec-
ond, heightened environmental surveillance
and sensitivity to interracial events is an an-
ticipatory coping mechanism by many Af-
rican Americans that can lead to tentative-
ness, suspicion, or mistrust of Whites,
which may result in a tendency to interpret
the majority of ambiguous and/or negative
events as racially motivated. Third, such
appraisals may lead to emotional responses
known to be associated with hypertension
risk. There could be a response of anger
expression in reaction to perceived racially
motivated slights or anger suppression in
cases of power differentials between Blacks
and Whites. There may even be delayed an-
ger (or guilt) in response to the inability to
quickly respond to unanticipated racial in-
sults (“"being caught off-guard™). Fourth,
many African Americans carry with them a
general discomfort of interracial situations,
for example being the *“‘only one” in a so-
cial situation where there is anxiety about
the possibility of social rejection. This can
also lead to elevated cardiovascular activity.
Finally, there is the performance anxiety
many Blacks experience while at work or
in educational settings where African
Americans may feel the pressure of having
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to prove repeatedly that they belong and are
indeed ‘‘qualified” and competent.®8-¢°

All of the factors described above pro-
vide fertile ground for triggering the kinds
of physiological responses that can lead to
regular elevated blood pressure readings.
The body perceives a threat and makes the
inevitable elaborate physiological prepara-
tions. Each heartbeat at elevated blood pres-
sure can take a toll on the arteries. As James
and Thomas®® noted, ““If these hemodynam-
ic processes are evoked repeatedly in re-
sponse to daily stressors, over many years,
a structural remodeling of the peripheral
vascular bed and a related permanent in-
crease in resting blood pressure could re-
sult.” -

Discrimination and Hypertension: The
Evidence

The association between discrimination
and hypertension has been examined in
both laboratory studies and epidemiological
studies using community samples. We pro-
vide a brief overview of both types of ev-
idence.

Laboratory studies of reactivity

Several studies have examined cardio-
vascular responses to racist stressors in the
laboratory setting. These studies typically
use mental imagery or film portrayals of ra-
cial discrimination. These studies find in-
creased cardiovascular reactivity when Af-
rican Americans are exposed to racist ma-
terial compared to when they are exposed
to neutral material.*’*-"' Most of the labo-
ratory-based studies that assess cardiovas-
cular reactivity to racist situations have
used samples only of African Americans.
One recent study used a sample of African-
American and White men.”> This study
found that both Black and White men ex-
hibited greater blood pressure reactivity to
anger-provoking and racist stimuli than to
neutral stimuli. In contrast to some prior re-
search,”3 this study did not find that ex-
posure to racist situations produced greater

reactivity than other anger-provoking
stressors. The authors. nonetheless, note
that although the effect of exposure to
stressors may not vary by race, given that
African Americans have higher exposure to
both racial and non-racial stress, they may
carry a heavier burden in terms of cardio-
vascular reactivity and its consequences in
cardiovascular disease.

Two recent studies have combined the
assessment of real life perceptions of dis-
crimination with reactivity to stress in a lab-
oratory setting. In a study of 39 African-
American females, Clark™ found that wom-
en who scored high on the Perceived Rac-
ism Scale”™ had greater diastolic blood
pressure response to a neutral speech task
both during the speech and in the early and
late recovery periods. Similarly, a study of
363 Black and White women from the
Study of Women’s Health Across the Na-
tion (SWAN) found a positive association
between scores on the Everyday Discrimi-
nation Scale’ and diastolic reactivity in re-
sponse to a speech task for African-Amer-
ican but not European-American women.”’
This speech task could be interpreted as an
incident of racial bias. Some evidence sug-
gests that the type of cardiovascular reac-
tivity to stress observed in laboratory stud-
ies is predictive of future hypertension, -8
Thus, the consistent evidence of cardiovas-
cular reactivity in response to racial stress-
ors in the laboratory studies is indirect sup-
port for an association between exposure to
discrimination and the chronic elevation of
blood pressure.

Community-based studies of
discrimination and hypertension

A few studies have examined the asso-
ciation between perceptions of discrimina-
tion and hypertension in population-based
samples. The evidence from these studies is
not overwhelming but suggests that dis-
crimination may be positively associated
with blood pressure under some circum-
stances. In a study of 112 Black men in



rural North Carolina, James and col-
leagues®' found a positive relationship be-
tween blood pressure and discrimination
(feeling that being Black had hindered their
chances of success) among men who scored
high on John Henryism (an active predis-
position to copy and overcome adversity).
In a sample of 186 25- to 55-year-old Af-
rican Americans in a southern Black com-
munity, Dressler®? utilized a scale of chron-
ic stressors and found a positive association
between chronic stress and systolic, but not
diastolic, blood pressure. Four of the i6
items of the chronic-stress scale captured
perceptions of discrimination.

Krieger®® examined the association be-
tween perceptions of racial and gender dis-
crimination with self-reported hypertension
in a study of 51 Black and 50 White women
from northern California interviewed by
telephone. The women in this study were
asked if they had “ever experienced dis-
crimination, been prevented from doing
something, or been hassled or made to feel
inferior’” in any of six situations (at school,
getting a job, at work, getting housing, get-
ting medical care, or from the police or in
the courts) because of their race or color
and because of being a woman. Krieger®
found that although gender discrimination
was unrelated to hypertension, there was a
complex relationship between racial dis-
crimination and hypertension. Black wom-
en who responded passively to racial dis-
crimination (accepted and kept quiet in the
face of unfair treatment) were four times
more likely to have high blood pressure
than those who responded actively to unfair
treatment. Although the findings were not
statistically significant, Krieger* also re-
ported that Black women who reported no
experiences of race or gender discrimina-
tion were almost three times more likely to
report hypertension than those who reported
one or more such experiences.

In a larger sample of about 2,000 Afri-
can-American men and women from the
CARDIA study and who were between the
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ages of 25 to 37, Krieger and Sidney?* add-
ed one additional item to the Krieger®® dis-
crimination scale (unfair treatment in public
places) and examined its association with
systolic and diastolic blood pressure. About
80% of the sample reported having expe-
rienced racial discrimination in at least one
of the seven situations. This study found
complex interactions between gender and
social class in the association between dis-
crimination and hypertension. Among
working class men and women, there was
a tendency (not always significant) for sys-
tolic and diastolic blood pressure to be
higher among both those who reported none
and those who reported three or more ex-
periences of discrimination, compared to
those who reported one or two experiences
of discrimination. A similar “U” shaped
pattern existed among professional women
for both systolic and diastolic blood pres-
sure, although it was less marked. In con-
trast, among professional men, the lowest
level of hypertension was among those who
reported no discrimination. Among the
White sample of the CARDIA study, Krie-
ger and Sidney®* also found that perceptions
of discrimination based on sexual orienta-
tion were associated with lower levels of
blood pressure compared to persons who
reported no discrimination. This finding
was not significant and the sample size was
small. In a study of 312 Black adults in
Detroit, Broman®® found that perceived ra-
cial discrimination during the three previ-
ous years, as measured by the Krieger® dis-
crimination scale, was unrelated to self-re-
ports of hypertension.

Dressler®’-#® has also used skin color as a
marker for exposure to the stress of dis-
crimination and thus increased difficulty in
the struggle for upward social mobility. Us-
ing data from a southern US city and Brazil,
Dressler® found that darker-skinned indi-
viduals experienced more frequent rejection
in social interactions. In Brazil, for exam-
ple, higher SES darker-skinned men had the
highest blood pressure levels and were
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three times more likely to be hypertensive.
In virtually every culture darker skin color
was associated with negative characteris-
tics® and across multiple societies darker
skin color was associated with exposure to
discrimination.” Krieger’ reviewed 17 stud-
ies of African Americans that have related
skin color to hypertension or some other
health outcome. These studies tend to find
that skin color was often predictive of poor-
er health and higher discrimination (when
examined) but there was also confounding
between skin color and SES.

Discrimination and Hypertension: A
Research Agenda

A review of the evidence linking dis-
crimination to hypertension clearly indi-
cates that this field is in its infancy and that
our ability to come to a definitive conclu-
sion reflects, in large part. the limitations of
the study of this phenomenon to date. There
is clearly a need for greater clarity in the
conceptualization and measurement of dis-
crimination and the research methods used
to identify the nature and extent of the as-
sociation.”” Also required is greater atten-
tion to the theoretical identification and the
empirical verification of the plausible path-
ways that would link perceptions of dis-
crimination to health.

Measurement of Discrimination

First. researchers need to give greater at-
tention to the conceptualization and mca-
surement of acute experiences of discrimi-
nation. Studies to date have not given sut-
ficient attention to capturing exposure to
discrimination comprehensively and to as-
sessing the cumulative burden of such ex-
posure over the life course. Some studies
have relied on single-item indicators of dis-
crimination. Such approaches understate the
actual level of discrimination.™ Research
efforts are needed that would comprehen-
sively characterize discrimination in multi-
ple domains. The measure developed by
Krieger**-* is an important step in this di-

rection and several scales now exist that
capture exposure to discrimination in mul-
tiple domains of life.>**' However, for
each domain of experience, future research
should gather information on the age of first
onset and the number of times this experi-
ence has occurred in the respondent’s life-
time, as well as in the past year. To reduce
some of the problems caused by impaired
memory recall, approaches using a life his-
tory calendar might be very useful.”?

In addition, there is growing recognition
that racial discrimination consists not only
of major acute stressful life experiences but
also of persistent and recurring, every day,
chronic minor experiences. The everyday
discrimination scale developed by Williams
and colleagues™ attempts to capture these
chronic irritations and hassles. However,
that scale is generic and it is important to
capture measures of chronic discrimination
in multiple domains, such as employment
educational and public settings, as in the
measure developed by McNeilly and col-
leagues.”

In addition to discrete, acute and chronic
experiences of discrimination, the structure
and culture of racism can also create hostile
environments in which the ever-present
threat of discrimination can lead to height-
ened physiological arousal that can adverse-
ly affect health. It has been suggested that
the combination of the threat of exposure
to violence in economically marginalized
segregated areas and the threat of discrim-
ination can lead many African Americans
to maintain a constant psychological vigil
and heightened physiological arousal that
may have long-term consequences for ele-
vated rates of hypertension and other car-
diovascular problems.” Consistent with this
hypothesis, studies of ambulatory blood
pressure among normotensive adults re-
vealed that although mean daytime blood
pressure measures did not differ by race,
African Amecricans experienced a lower
nocturnal decline in blood pressure than
Whites, so that they maintained higher lev-



els of blood pressure even while they were
asleep.”-7 Qualitative descriptions of indi-
viduals dealing with discrimination reveal
that many persons engage in anticipatory-
coping behavior in response to the potential
threat of discrimination.®'-%* Assessing the
full impact of racism will require measures
of vigilance that capture both the percep-
tions of danger in one’s environment and
the psychological and behavioral efforts to
remain vigilant.

The Subjective Nature of Reports of
Discrimination

Race is salient in the lives of minority
group members. It is what sociologists call
a master status—a central determinant of
individual and social identity and of access
to desirable resources and rewards in soci-
cty. As noted earlier, many African Amer-
icans are thus psychologically predisposed
to interpret most interracial interactions
from a socially constructed racialized per-
spective. This racial lens shapes the stress
appraisal process in such a way as to sharp-
en sensitivity to those interracial events that
are indeed acts of discrimination.*” Many
observers worry that the salience of race
can lead to some minority group members
perceiving as race-related incidents that
may not be, or worse, developing a para-
noid mind set in which they perceive inci-
dents of racism that do not exist in reality.
The available evidence suggests that these
fears arc not warranted. First, respondents
appear to interpret discrimination as intend-
ed by researchers and self-reports of dis-
crimination are consistent with objective
experiences. ™' Second, using multiple
waves of data from the National Study of
Black Americans, Brown and colleagues'"
documented that being psychologically dis-
tressed and/or meeting criteria for major de-
pression at Wave Two was unrelated to re-
ports of racial discrimination at Wave
Three. Third, because reporting discrimi-
nation appears to adversely impact self-es-
teem and perceptions of control, minority
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group members, especially those of low sta-
tus, are likely to minimize and deny expe-
riences of discrimination.!?2-i% Thus under-
reporting rather than over-reporting appears
to be the more serious threat to the validity
of self-reports of discrimination. Neverthe-
less, there is still the need for future re-
search to adjust reports of discrimination
for social desirability and neuroticism.

Williams and colleagues™ have sought to
reduce the salience of race in their approach
to assessing discrimination. Asking repeat-
ed questions about ‘“‘racial discrimination”
or experiences ‘‘because of your race”
could produce demand characteristics in
which the respondent believes that it is de-
sirable to the interviewer to report such ex-
periences. This could lead to over-reporting
of discrimination.'” On the other hand, re-
spondents may vary in their thresholds of
what constitutes discrimination and fail to
report incidents that were not perceived as
very serious. Arguing that the perception of
an experience as unfair is a critical factor
that makes it stressful. Williams and col-
leagues®- 7! first asked respondents if they
have been treated “‘unfairly™ in multiple
domains of life. Only after respondents had
endorsed an experience of unfair treatment
were they subsequently asked to attribute a
reason. Potential reasons included race and
ethnicity, but also allowed for other factors
such as gender, age, religion, sexual orien-
tation, etc. This strategy is similar to that
used by Neighbors and Sellers'™ in the
measurement of goal-striving stress that
asked for causal attributions (which includ-
ed race) only after respondents identified
discrepancies between aspirations and
achievements. This approach enabled re-
spondents to report on all instances of un-
tair treatment, but allowed the researcher to
separate instances attributed to race from
those linked to other reasons.

Research is needed that would consider
the multiple bases of discrimination in so-
ciety and examine the extent to which dis-
crimination based on race has differential
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effects on hypertension from that based on
gender, age, physical appearance and other
reasons. To date, the available data suggests
that the generic perception of unfair treat-
ment is pathogenic. Williams and col-
leagues®' found that for African Americans,
reports of discrimination related to race and
those attributed to other reasons were sim-
ilarly related to chronic health problems. In
a similar vein, Kessler and colleagues?' re-
ported that the association between percep-
tions of unfair treatment and mental health
status did not vary by attribution. In con-
trast, Guyll and colleagues’” SWAN study
found that Black women who attributed ev-
eryday discrimination to race demonstrated
greater diastolic blood pressure reactivity
than women who attributed these experi-
ences to other reasons. Nonetheless, the ap-
proach of assessing racial discrimination
with questions about unfair treatment is not
without its critics. Brown'"” claims that the
correlates of racial discrimination and its
association with mental health status differ
depending on whether they are explicitly
framed about race or about the subset of
unfair treatment experiences that are attri-
buted to race. However. Brown'¥” compared
apples and oranges—questions about ge-
neric unfair treatment attributed to race in
six specific arcas with a single global item
of racial discrimination because of race.
The prevalence of discrimination is impor-
tantly affected by the number of questions
used to assess it.3'"® Thus, this issue de-
serves careful, rigorous empirical evalua-
tion in the future.

Understanding Denial

Self-reports of bias also understate the
full extent of exposure to discrimination.
Given the nature of social interactions. sub-
ordinate group members will often lack full
knowledge regarding any specific interper-
sonal transaction.” Secondly, and of greater
challenge to measure, is the potential that
some individuals cope with discrimination
by minimizing or even denying its occur-

rence. Research reveals that at least some
subordinate group members deny experi-
ences of discrimination.'™ Moreover, there
are clear psychological benefits for denying
experiences of discrimination.'0?-104.109
However, operationalizing denial in epide-
miologic research is a challenge.

Krieger’ has interpreted some of the par-
adoxical findings in her research on dis-
crimination and hypertension in terms of
denial. She has found in two studies that at
least some African Americans who report
no discrimination report higher levels of
hypertension than those who report some
discrimination.”#** Her findings suggest
that reports of no discrimination, among
persons with relatively little power (women
and low SES men), retlect denial and *‘in-
ternalized oppression,”” while among more
powerful, professional males, **no discrim-
ination” may truly mean ‘no discrimina-
tion.”” The contention that the meaning of
“no"” may vary by social position is an in-
triguing one, but interpreting all “‘no dis-
crimination” responses as denial, even if
conditioned on gender and social class, is
unsatisfactory. Given the potential impor-
tance of the phenomenon of denial in re-
search on discrimination and health, efforts
to operationalize it in epidemiological re-
search are a high priority for future re-
search.

Attributional Ambiguity

Perceived discrimination is based funda-
mentally on the process of perception and
as such, it places emphasis on the artribu-
tions made by the individual. The subjec-
tive nature of discrimination and the am-
biguity inherent in much interpersonal in-
teraction often lead to uncertainty regarding
the attribution of significant incidents of un-
fair treatment. Some Whites, consciously
and unconsciously, will exhibit negative,
prejudicial attitudes and behaviors toward
African Americans. However, not all slights
or insults are racial."'® But given America’s
painful history of race, if insults or slights



are presented by a White person toward an
African American, there is a good chance
that they will be interpreted as racial. Sim-
ilarly, not all racial slights are intentional.
Yet. if a White person “‘slips up™ and says
something insensitive, it may not matter if
it were indeed unintentional (an ‘‘acci-
dent™’). the damage has been done. African
Americans are often placed in the position
of trying to figure out, as best they can, the
meaning of interracial interpersonal inter-
actions in a racially complicated world.®
We think that the necessity of trying to
make sense of interracial interactions can
stimulate physiological reactivity among
African Americans living and working in
racially mixed settings. This ambiguity,
worry, and rumination regarding the causes
of experiences of unfair treatment are part
of the added burden that Africans bear. Re-
search also reveals that the under-report of
discrimination is especially likely to occur
in situations of attributional ambiguity.'"!
Under these conditions, respondents are
likely to accept personal blame for the pos-
sibility of a discriminatory experience. Fu-
ture research should assess ambiguity in the
perception of discrimination and examine
potential consequences for health. The de-
gree of self-blame in coping with discrim-
ination is also worthy of empirical scrutiny.

Models: Thinking More Carefully About
Exposure and Pathways

In the growing literature on discrimina-
tion and health, mental health status is the
most studied outcome.”'!* Here, the pattern
of association is clearer than for hyperten-
sion. with reports of discrimination being
more consistently associated with increased
psychological distress or poorer psychiatric
status. The reason for this stronger relation-
ship is probably because of the fit that ex-
ists in the literature on discrimination and
mental health between (recent) exposure to
discrimination and (current) mental health
status. Several comprehensive models have
been proposed that describe the pathways
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by which stress in general?-! and race-re-
lated stress in particular*®’ may lead to an
elevated risk of hypertension. We selective-
ly highlight some issues that are especially
relevant to population-based epidemiologi-
cal studies.

Krieger’ notes that researchers have giv-
en inadequate attention to studying expo-
sure to discrimination in relation to the hy-
pothesized etiologic period. For example,
Broman®® assessed the association between
racial discrimination in the prior three years
to respondents’ reports of physician-diag-
nosed hypertension. The date of the diag-
nosis of hypertension was not ascertained,
so it is entirely possible that most cases of
hypertension had occurred prior to the
three-year window used to capture exposure
to discrimination. Thus, the absence of an
association between discrimination and hy-
pertension reported in this study should be
entirely expected. A measure of cumulative
exposure to discrimination is most relevant
for conditions such as hypertension that
have a gradual onset.” [t is also possible that
one of the pathways by which discrimina-
tion affects chronic health conditions, in-
cluding hypertension, may be indirect
through psychological distress. That is, dis-
crimination may lead to elevated psycho-
logical distress, which, in turn, may lead to
chronic physiological arousal of the cardio-
vascular system.''* Researchers should also
give attention to assessing the contribution
of discrimination not only to the onset of
hypertension but also to its severity and
course.

Research is also needed to more clearly
understand the ways in which reports of
discrimination and their effects on health
are conditioned by a range of psychological
attributes (anger, hostility, Type A behavior,
hopelessness, self-esteem, neuroticism and
racial identity) and social resources and risk
factors (for example, social support and re-
ligious involvement). Discrimination may
be health damaging because it is linked to
responses, such as anger and hostility that
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have been shown to be damaging to
health.* Depending on the situation, many
African Americans cannot express the an-
ger they feel toward Whites. As a result,
many Blacks have learned to suppress their
anger, which can also lead to elevated blood
pressure,'H4-113

Prior research reveals that hostility is as-
sociated with increased cardiovascular re-
activity to stress.''-''7 Thus, examining in-
teractions between hostility and discrimi-
nation is an important direction for future
research. Armstead and colleagues™ found
that trait anger was associated with in-
creased blood pressure response as labora-
tory subjects were exposed to racist film
clips. Similarly, Clark™ found that the mag-
nitude of reactivity was greatest when anger
was used as the coping response to discrim-
ination. More recently, Fang and Myers’:
found that high hostility was associated
with higher systolic and diastolic blood
pressure levels but only during the recovery
period. Long recovery may be indicative of
allostatic load'"® and predictive of increased
risk of cardiovascular disease.”

The consequences of racial discrimina-
tion for health may also be affected by the
level of race consciousness of the individ-
ual. On the one hand, greater reaction to
race-based incidents could lead experiences
attributed to race to have a stronger nega-
tive eftect. Jones and colleagues” found
that higher scores on an Afro-centrism scale
were associated with stronger negative
emotional reaction to racist events, but was
unrelated to increased physiological chang-
es. On the other hand, experiences of racial
discrimination, although negative, could be
perceived as normative and expected and
this could lead them to have a weaker ef-
fect. In a community sample in the Detroit
area, Williams and colleagues” found that
having a high sense of racial identity re-
duced the pegative association between dis-
crimination and self-reported measures of
health status.

Discrimination may also adversely affect

hypertension indirectly through its impact
on health practices. The stress induced by
discrimination could lead individuals to eat
more than they usually do or utilize sub-
stances. such as tobacco, alcohol. or illicit
drugs, to cope with the negative feelings
brought on by stressful life experiences.
One recent study found higher levels of
workplace discrimination were associated
with an increased likelihood of problem
drinking.'" Similarly, Landrine and Klon-
of f'*" found that exposure to racial discrim-
ination was a strong predictor of cigarette
smoking in two California samples of Af-
rican-American adults. Health-related be-
haviors must be included in any compre-
hensive assessment of coping responses to
discrimination.

Conclusion

Discrimination is an understudied per-
vasive stressor in contemporary society.
Because of the unique history of race in the
United States, this stressor is likely to be
salient in the lives of African Americans
and be an important determinant of repeat-
ed physiological arousal. Consistent with
the larger literature on stress, laboratory
studies find that exposure to acute racial
stressors leads to psychological and physi-
ological reactivity. There have been few
population-based epidemiological studies of
perceived discrimination and hypertension.
These studies have limitations in the con-
ceptualization and/or design that limit the
quality of the available scientific evidence.
However, the literature now provides the
nceded concepts, models. measures, and
methods for rigorous scientific evaluation
of the association between perceived dis-
crimination and hypertension.
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