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Purpose: This study wos designed to compare the health
perceptions of adults bosed onrace [Aflican American and
Cavcasian} and gender in the southern United States to
determine if health perception confibuted to health dispar-
ity between African Americans and Caucasians.

Methods: A between-groups design was used in this study
where Affican Americans and Caucasians completed an
extensive health quesfionnaire and were compared forhealth
perceplions and selfreported health status diferences.

Resulls: Fewer African Americans [p < .05; males, 55.8%;
females, 68%) perceived their health to be good to excel
lent compared with Caucasians [males, 76.6%:; females,
77.1%) ond more had been diagnosed with 1 or more
chronic diseases. Yet, more than three-quarters of all groups
thought that their health care provider shared with them
good to excelent information about their health, and 75.0%
of the Afiican American males and 71.5% of the Caucasian
males and more than 62.0% of the Afiican American and
Caucasian females stated that medication cost was not g
reason hey did not take prescribed medications.

Conclusions; Health percepfions of Afican Americans are
often not consistent with their actual heatth, and thisis espe-
ciglly frue for African American mailes. Their perceptions
appear to influence the value they place on heaith behav-
iors which may result in a reduced health status.
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ompared with Caucasians, African Americans
suffer disproportionately from many precondi-
tions for and chronic diseases, which results in
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premature morbidity and mortality.'” Forty-eight percent
of all African American adults suffer from a chronic dis-
ease, compared to 39% of the general population.' African
Americans typical also experience greater complica-
tions and comorbid consequences from these diseases.™
Many hypotheses have been forwarded as to why African
Americans are more vulnerable to chronic diseases.
Hypothesized reasons include genetics associated with
race, access to health care, sociceconomic status, environ-
mental exposures, dietary patterns, low physical activity
participation and less-healthy lifestyle choices.* Although
many hypotheses have been proposed, little empirical
data exist that clearly elucidate or validate many of these
hypotheses.* A published report by the Centers for Disease
Control and Prevention (Atlanta, Georgia),? states that
African Americans have the highest premature death rate in
the United States from heart disease, cancer, diabetes, and
human immmodeficiency virus (HIV)/AIDS.**$ The CDC
statistics indicate that the death rate from heart disease is
30% higher in African Americans than in Caucasians, and
the death rate for stroke is more than 40% higher. The can-
cer death rates are high as well, with African Americans
dying at a 25% greater rate than Caucasians.>*

Many studies designed to determine if genetic differ-
ences are responsible for the disparity in health, well-
ness, and quality of life between African American and
Caucasian adults have been completed across the years.™
** Due to confounding factors such as socioeconomic sta-
tus and lifestyle choices such as diet and physical activ-
ity, participation difficulty in deriving conclusive
outcomes from these studies has been experienced.'"*
However, some studies have shown that health disparities
exist after controlling for selected genetics influences.™

Obesity has been referred to as a “root disease,” as it is
a comorbidity with a2 number of other chronic diseases,
has a disproportionately high prevalence in African
Americans, and is stated to be a possible link to the greater
morbidity observed in African Americans."*" However,
obese African American females have been shown to
experience different relationships between chronic dis-
eases and obesity than observed in Caucasian females. For
example, African American females with visceral obesity
have been observed to have favorable glucose response
curves compared with Caucasian females without visceral
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obesity, but they have a higher prevalence of diabetes,
hypertension and cardiovascular diseases.'*"®

Health perceptions can determine personal health
values and have been proposed as one source responsi-
ble for the health disparities between African American
and Caucasian adults.”** For example, African American
men aged 40 years and older have a higher lifetime risk
of developing and dying from prostate cancer than non-
Hispanic Caucasian males. Although this higher risk for
prostate cancer in African American males is well known
in the medical community, it is not clear how prevalent
this knowledge or the level of understanding of this
knowledge is among African American males. It is also
not clear whether men in general are aware of race/eth-
nicity-specific risk information and the prevalence of
prostate cancer. Surveys conducted in the early 1990s
show that typically only a small percentage of African
American males are aware of the greater risk and conse-
quences of prostate cancer in African American males.”

Misperception among overweight people (belief
among overweight people that they are a healthy weight)
is more common in African Americans than in
Caucasians, and more common in men than women *
Understanding weight perception may be a key tool in
developing interventions 1o reduce obesity and racial/
ethnic disparities in obesity. Previously published reports
describing weight perception were often based on data
reported preceding an increase in obesity and/or over-
weight.#* Current estimates of weight misperception
and health choices resulting from these misperceptions
are needed to provide timely data that may be useful in
developing effective population-specific interventions.”

Health perceptions and beliefs influence health behaviors
that may result in less attention provided to regular medical
checkups, dietary consumption patterns, stress management,
and leisure time physical activily; and this is especially true
for African American adults.” Therefore, the purpose of this
investigation was to compare the health perceptions of adults
based on race {African American and Caucasian) and gender
(male and female) in the southern United States to determine
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if health perception contributed to one having lifestyle
choices that were associated with a greater prevalence of dis-
ease and a reduced quality of life. The hypothesis tested in
this study was that African Americans’ perceptions of their
health and health practices were different than those of
Caucasians and were partially responsible for the health dis-
parity between African American and Caucasians.

METHOD3S

Research Design and the
Questionnaire Instrument

A between-groups research design was used in this study
where African American and Caucasian participants fol-
lowed the same protocol and were evaluated for health per-
ception and reported health status differences. This research
design allowed for a comparison between self-reported
health perceptions and health status of African American and
Caucasian males and females that participated in this study.

African American and Caucasian adults (males and
females) completed and returned an extensive health
questionnaire (Northern Louisiana Health Survey
[NLHS]) mailed to them. The participants were selected
using a stratified random sampling procedure from 10
parishes in the Northern Louisiana Delta region, which
has a high poverty level. A 30% return was obtained from
a total of 6000 mailed questionnaires. Participants were
asked to complete all aspects of the questionnaire, and
selected questions from the NLHS are included in this
study. The content and composition of questions for this
questionnaire were adapted with permission from a set of
previously published and validated materials. Experts on
the research staff reviewed each of the NLHS questions
to insure that they asked for the information desired and
that the questions were culturally sensitive, were appro-
priate for both African Americans and Caucasians, and
could be answered in a reasonable amount of time.
Efforts were made to insure that the questions were easy
to understand and included both choice-response and
open-ended questions. The questionnaire included 67

African
American
__Males

Variables =58 U e vt D X s e S5
Age, vy 56.6° 17.2
Height, ¢cm 179.2° 9.0
Weight, kg 90.9° 17.5
BMI. weight {kg)/height {cm?) 28.3° 5.5
z12th-grade education, % 63.4°

Earn <$30000 a year, % 59.0°

lableylzRysicalandDemagiaphiciDatarontudyiRariciBaniiizy S5l

African
Caucaslan American Cavcasian
__Males Females  Females
N =346 ST _N“= 259 - N=956
A5 i Sa s Ko S X Elbe B Sali | =k XSl S
58.4° 153 51.4" 160 565 16.5
178.8° 745 164.3° e.1 163.5° 7.4
89.3° 19.9 83.5° 2148 a7 300 18.3
27.8° 7.6 30.3° 2.8 26.6¢ 2.9
82.6%¢ 77.2° 85.6°
33.90 74.6° 44,14

* Means with different letters are different than other means ot p < .05.
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questions; many requiring multiple responses.

The investigators received permission and adapted
questions from the Medical Cutcomes Study SF-36
Quality Metric’s generic health survey, which captures
practical, reliable, and valid information about func-
tional health and well-being from the patient’s point of
view.*?" The generic health surveys can be used across
age, disease, and treatment group, and are appropriate
for a wide variety of applications.®* The SF-36 has
been used with African American populations, and out-
comes from those studies indicate that health expecta-
tions and perceptions may be indicative of the cultural,
contextual, and social-political factors that affect the
lives of this urban, low-income population.”*

Questions were also selected from the “The National
Health Service Corps Community Assessment Project,”
which were designed to provide a better understanding of
health care for persons in underserved communities.”*
The research team for this study piloted the NLHS by
administering the survey to a sample of African American
and Caucasian adults within the Lincoln Parish and eval-
uating their responses to insure that the NLHS obtained
the information desired. The investigative team felt com-
fortable that the population that the questionnaire was
designed for would be able to understand the questions
and provide appropriate responses. By selecting ques-
tions from previously validated instruments for both
African American and Caucasian participants, the inves-
tigators believe that information coliected will be reflec-
tive of the perceptions of the participants in the study.

PARTICIPANTS AND PROCEDURES

Efforts were made to insure that both African
Americans and Caucasians were sent the institutional
review board—approved questionnaire that included the
following information:

As a resident of one of the 10 parishes in northern
Louisiana (Lincoln, Morehouse, East Carroll, West
Carroll, Union, Caldwell, Franklin, Madison, Richland,
Tensas), you have been selected to represent your com-
mumnity. You are asked to complete the accompanying ques-
tionnaire, The questionnaire was based on an instrument
that was developed to help communities understand their
health status. The information you provide will be anony-
mous and confidential, and will be used only to describe
the health status of northern Louisiana as a whole. Your
responses will be combined with information from other
residents in a way that will not allow vou to be identified.

The following instructions were included with the
questionnaire:

{1) Please answer every question that applies to you. Be
sure to only answer questions which apply to you, do not
answer guestions on behalf of other family members.
Most people will be asked 10 skip some questions because
they do not apply. (2) Answer the questions by shading
the appropriate box(es) or by filling in the answer as
requested. (3) If you are unsure about how to answer a
question, please give the best answer you can and write
any comment vou have next to the question. All of your
comments will be read, so feel free to make as many com-
ments as vou wish. (4) If vou have any questions, please
call the study coordinator for the NLHS. (3) Please return
your completed questionnaire within | week.

Returned NLHS responses were evaluated for differ-
ences and response patterns based on race and gender,
for health and lifestyle perceptions. Racial determination
was based on racial self-identification. A total of 1605
adults (44 African American males, 346 Caucasian
males, 259 African American females, and 956 Caucasian
females) returned useful questionnaire responses.

Questions (% of Respondents With Listed Answer)
In general, would you say your health is:
Very good fo excellent.

Compared to 1 year ago, how would you rate your
health in general now? About the same or better

place of care, how would you rate the following

need. Good to excellent

* Ethnic groups are different at p < .05.

Jable; 23 RorticTponisiiste cptiois YR EONEN G SiINSRT <05) T

Does your health now limit your participation moderate
activities, such as moving a table, pushing & vacuum
cleaner. bowling. or playing golf? Yes, a flitfle fo a lot

Thinking about your regular doctor or nurse, or regular

explanations of health problems of freatments that you

=*Means that have the samme lefter are nof different at p < 05.

African African
American Caucasian American Caucasian

_ Males  Males  Females Females

CN=44 N=3a8  N=259 N=95%
55.82* 76.6° 48.08 77 1B
47.7° 38.4° 45,190 39.28
7619 780 75199 77.3°
92.9° ¢3.7° 87.3°

90.3°
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Data Analysis

The data were analyzed using SPSS version 17 as
means, and standard deviations of personal characteristics
were computed with descriptive statistics. Frequencies
expressed as percentages were used to compute results
from noncontinuous data responses. The analyses are
based on race {African American and Caucasian) and gen-
der (male and female). To further evaluate the data,
responses of the participants were dichotomously coded
and evaluated for differences based on ethnicity and gen-
der. A cross-tabs %? procedure was used to determine if the
responses of the groups were statistically different.

Findings

The mean age of the respondents ranged from 51.6 for
the African American females to 58.6 years for the
Caucasian males (Table 1). There were no within gender
differences (p < .05) among the participants for height, but
the Caucasian females weighted less (p < 0.05) than the
African American females. A smaller percentage of African
Americans (p <.05; African American males, 63.6; African
American females, 77.2) had educational levels of 12th
grade or higher compared with Caucasian adults (Caucasian
males, 82,6; Caucasian females, 85.6) and more African
Americans (p <.05; African Amernicans, 72.3%; Caucasians,
41.4%) earmed =$30000 a year. Based on self-reported
body mass mdex (BM1) information, the obesity status of
the participants was not different and all of the groups
except the African American females were overweight. The
African American females were classified as obese, but
their actual BMI was not different than {p > 05) the other
groups; therefore, body composition was not a factor that

COMPARISON OF HEALTH PERCEPTIONS

nfluenced the perceptions of the participants in this study.

The participants were asked what they considered to be
their health status (Table 2} and fewer African Americans (p <
05; African American males, 55.8%; African American
females, 68%) perceived their health to be good to excellent
compared with CA (Caucasian males, 76.6%; Caucasian
females, 77.1%). Interestingly, almost half of the Afiican
American males believed that their health was poor to aver-
age, yet more than 76.1% of them and 75.9% or more of the
other 3 groups believed that their health was the same or bet-
ter than a year ago. Apparently, this good fecling about their
health was supported by the fact that 87.3% or more of all 4
groups thought that explanations of their health issues and
treatments by their health care providers were good to excel-
lent. These results suggest that many African American males
are content with their health status being poor to average.

An interesting observation from this survey was that
more African Americans (p < .05, Table 3; 65.0% and
64.1% of the African American males and African
American females, respectively; 45.7% and 44.0% of the
Caucasian males and Caucasian females, respectively) had
been told by their physicians that they had hypertension
and 23.7% and 20.9% of African American males and
African American females, and 11.2% and 14.8% of
Caucasian males and Caucasian females, respectively, had
medical diagnoses of diabetes. Further, 2.7%, 14.0%,
13.3%, and 9.9% of the African American males, Caucasian
males, African American females and Caucasian females,
respectively, had medical diagnoses of cancer; and more of
50.9% of all groups reporied that they frequently had low
levels of energy. Even though the African Americans had a
greater prevalence of discases compared with the

Questions (% of Respondents With Listed Answer)

Table 3. Participants Health Status Bcsed_ grﬁhy§jgi2rﬂgc?§ment or Physical Impcirment (N = 1605}

Has a doctor ever told you had: Angina? Yes
Has a doctor ever told you that you had: Cancer

than emphysema, chronic bronchitis or asthma)? Yes
Has a doctor ever fold you that you had: a heort
attack in the last year? Yes

paralyzed, or weakness)? Yes

Has a doctor ever told you that you had: hypertension? Yes

Has a doctor ever told you that you had: congestive
heart failure {heart failure or enlarged heart) 2 Yes

Has a doctor ever told you that you had: Diabetesé Yes

{mdlignant cancer of all kinds, including skin cancer)? Yes
Has a doctor ever told you that you had: lung disease {other

Do you now have: limited use of an arm or leg {missing

How much of the time during the past 4 weeks did you
have a ot of energy? A good bif fo none of the fime

African African
American Caucasion American Cavcasian
Males Males __ng:l_t_:l_e_s Females
N=44 N = 344 N = 25¢% N =954
65,0 457" 64.1° 44,0
13.52 Q.1° 11.7¢ 7.20
23.7¢ 14.8° 20.9° 11.2°
2.7° 14.0° 13.30 2.9v
5.6 16.2¢ 7.5ebp 13.10%
2.6 6.1° 3.8° 3.8°
2.6° 3.0° 2.9° 1.0°
351 15.70 20.3° 13.9%
56.1¢ 59.9¢ 58.2¢ 50.9¢

“® pMeans with the sarne latier are nof different ot p < .05,
* Elhnic groups are different at p < 035,
* Genders are different ot p < .05.
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Caucasians, a similar percentage to the African Americans
reported being satisfied with their medical care.

To further assess the health environment of the par-
ticipants, they were asked about their health behaviors. A
smaller percentage of African Americans (p < .05)
(African American males, 48.4%; African American
females, 23.3%, Caucasian males, 55.5% and Caucasian
females, 40.9%) exercised 30 or more minutes at least 3
times a week (Table 4); more than 52% of all groups
stated they had had colorectal screening within the last
12 months and 31.8% of the African American males and
23.8% of Caucasian males had never been screened for
prostate cancer, while 8.0% of African American females
and 3.9% of Caucasian females had never been screened

for breast cancer. The groups were moderate consumners
of alcohol as 20.9%, 24.2%, 5.6%, and 10.3% of African
American males, Caucasian males, African American
females, and Caucasian females, respectively, consumed
3 or more alcoholic drinks a week and 76.7%, 79.5%,
68.7%, and 74.3% of the African American males,
Caucasian males, African Amernican females, and
Caucasian females, respectively, thought that their health
care provider was good to excellent providing them with
knowledge of what worried them most about their health.
When asked if they ever skip medication or treatments
because the medications or treatments are too expensive,
there was a gender difference (p < 0.05), as 75.0% of the
African American males and 71.5% of the Caucasian

African African
American Caucasian American Caucasian
Males Males Females Females
Questions (% of Respondents With Listed Answer) N =44 N = 344 N = 259 N = 956
How often in a week do you exercise for 30 minutes or
longer {exercise or work that is hard enough to maoke
you breathe heavier and your heart beat faster)2 23
days a week 48 5ok 55.50 23.3° 40.9°
How many dlcoholic drinks do you drink in a week,
including weekends? (A drink is 1 bottle or can of beer, 1
dlass of wine, 1 mixed drink, or 1 shot of liquor) 2 23 a week 20.9 24,20 5.6° 10.3"
When was the last time you had the following:
cholesterol screening? within the past year 52.3¢ 63.9° 59.00 60.7°
when was the last time you had the following: blood
pressure screening? within the past year 86.4° 84.6° 85.4° 83.3
When was the last time you had the following: colo-
rectal cancer screening? never 41.5* 38.9° 52.6° 50.8°
When was the last time you had the following: prostate
cancer screening? never 31.8 23.8°

When was the last time you had breast exam by a
health care professional? never 8.0° 3.9°

When was the last time you had the following exams:
mammograme never

When was the last time you had the following exams:
Pap smear? Within the last year

How would you rate the following for your regular doctor
or nurse, or regular place of care; knowledge of what
worries you most about your health? Good to excellent

Thinking about your health care, please rate the following:
your access 1o health care whenever you need it?
Good to excellent

Thinking about how much your health care costs, please
answer the following: do you ever put off going to the
doctor/nurse because visits are too expensive? No,
never, or it does nof apply

Thinking about how much health care costs, please
answer the following: do you ever skip medication or
tfreatments because they are too expensive? No, never,
or it does notf apply.

How satisfied are you with: the quality of your health

care? Satisfied to completely satisfied

24.8° 19.4°

61.5°* 50.4°

76.7°F 79.5° 68.7° 7430

88.6° 84,790 77.7° 84.5°0

77.3% 60.3° 49.3¢ 49.5¢

75.0" 71.5° 62.5° 42.2¢

90.0° 87 .50 80.2® 87200

Means with different letters are not different at p < .05.
* Genders are different at p < Q5.
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males stated “no™ or the situation did not apply to them.
On the other hand, 62.5% of the African American
females and 62.2% of the Caucasian females stated “no”
or the situation did not apply to them. Based on exercise
patterns and health screenings, the African Americans
had less-healthy lifestyle choices and according to their
responses about medication or treatment cost, finance
did not greatly influence their choices.

Behavior health practices, financial and educational
influences on health revealed racial and gender differ-
ences. Morc females of both races had changed their
diets due to physician recommendations than males, and
more African American females (77.1%, Table 5)
attempted to develop effective relaxation techniques
than any other group based on the recommendation of
their health care providers. More African American
males (84.6%} had prescriptions that were not covered
by insurance than any other group, and African American
fernales were without insurance more in the previous 3
years than any of the other groups {Table 6).

DISCUSSION

Findings in this study indicate that the middle-aged
African Amencan males had lower educational attain-
ment than the other groups and that the African American
females earned less than the other groups. Almost 75% of
the African American females earned less than $30000 a
year, and many of them were head of households.

These findings are consistent with results reported in
the literature which indicate that education is associated
with socioeconomic status and that African Americans
often have lower educational levels and earning power

COMPARISON OF HEALTH PERCEPTIONS

Findings from this study indicate that an average of
approximately 70% of all of the participants reported that
their health was good to excellent, yet 60% to 80% of the
participants reported 1 or more clinically diagnosed
chronic health ailment such as hypertension, diabetes, or
heart failure. The perceptions were generally true for both
African Americans and Caucasians, with African
Americans reporting a lower level of good to excellent
health than Caucasians. A confounding issue with African
American males was the fact that fewer believed that their
health was good to excellent than other groups, yet fewer
participated in health care assessments, while more stated
that they were pleased with their quality of health care.
Wellness behavior and awareness appears to contribute to
the lower health status of African American males. This is
consistent with results reported elsewhere that health
behaviors maybe a source of the health disparity between
African American males and Caucasian males."*?

Health perceptions influence health behaviors, and
this appears to be especially true for African American
males that responded in this study.” The African American
males generally sensed that their health was not the best
but chose not to take steps to improve their health status.
They appeared to either be in denial about their health
issues or lack the awareness of the potential consequences
of making poor health care choices.'™ On the other hand,
they may have simply chosen not to focus on negative
health beliefs. Negative health beliefs are significant pre-
dictors of higher levels of depressive symptomatology
which contribute to illness. lllness perceptions are often
related to negative health outcomes. This may imply that
interventions aimed at changing illness perceptions can

that Caucasians.™ contribute to better health outcomes** However,
Table 5. Behavior Health Practices and Wiliness of Participants to Change Lifestyles {N = 1605)
African African
American Caucasian American Cavucasion
~ Males Mule§ Females Females

Questions (% of Respondents With Listed Answer)

~ N=44 N=386 N=259 N=956

what would you say if o health care provider told you to
make lifestyle changes to improve your health? Would
work hard to change

Which of the following have you ever done because of
your health care provider's advice: fried to drink less
alcohol? Yes

Which of the following have you ever done because of
your health care provider's advice: cut down or guit
smoking? Yes

Which of the following have you ever done because of
your health care provider’s advice: changed your diet
in any way? Yes

Which of the following have you ever done because of
your health care provider's advice: tried to relax or
reduce your stress? Yes

13.5° 7.9° 25.7° 11.9°

30.0* 16.1° 13.9° 5.0¢

34.8° 37.9° 33.1° 33.9¢

50.0 50.2° 67.3° 61.8°

56.202 49 .2¢ 77.1¢ 61.2°

= Means with the some latter are not different af p < .05,
* Genders are different at p < .05,

JOURNAL CF THE NATIONAL MEDICAL ASSOCIATION VOL. 102, NO. 7, JULY 2010 595



COMPARISON OF HEALTH PERCEPTIONS

refusing to acknowledge and change poor health practices
15 likely a major contributor to the health disparity
between African Americans and Caucasians.

More African Americans reported having been diag-
nosed with hypertension, congestive heart failure, and
diabetes than Caucasians. When asked about screening
for hypertension and risks for coronary heart disease,
similar percentages were reported by African American
males and Caucasian males. Similar percentages were
alsoreported by African American females and Caucasian
females, but the percentage for females was greater than
for males. The cause of the disparity between Alrican
Americans and Caucasians is not clear but may be related
to socloeconomic status and behavior choices such as
irregular exercise participation and medical checkups.
Racial health disparities have been reported to be due to
socioeconomic status, health care access, and lifestyle
choices, especially those related to dietary consumption
patterns.®*" In fact, socioeconomic status has been shown
to have a much stronger association with disease preva-
lence than race and/or ethnicity.® This may have influ-
enced the degree of health disparities reported in this
study as all group earnings were well below the average
income of houscholds in the United States.”

Alfrican Americans participated in 30 minutes or more of
exercise 3 days a week less often than Caucasians, with
females participating less than males and Afiican American
femnales participating less than any of the other groups. Fewer
African American males had received prostate cancer exams
than Caucasian males; fewer African American females had
received breast cancer exams that Caucasian females.
However, more African American males stated that they
have health care access when needed and that they had never
or it did not apply that they had put off doctor visits due to
cost. Although the African American males reported that

they found health care access and care provided quite favor-
able, they listed as the place that they most often go to get
health care as the emergency room. This suggests that their
care expectations are different than other groups and the like-
lihood that they do not seek health care as often as other
groups. This is supported by the literature, as African
American males are reported to be significantly less likely
than Caucasian males to see a physician, and 45% of African
American males do not have a doctor they see regularly.”
This may be due to the fact that African American males are
also more likely to be uninsured as 28% of African Americans
were uninsured, compared to 17% of Caucasians. Further, an
examination of how different groups of men use Medicare
shows that even when health insurance and income differ-
ences are accounted for, African American males receive
fewer preventive services than Caucasian males.”

African American females were more likely than the
other groups to change some of their health behaviors
according to data in this study. They are more responsive
to physician recommendations, as more African American
females changed their diets and tried to improve their
relaxation habits due to physician recommendations.
While African American females appear to be more will-
ing to make changes related to medical advice, they do
not readily change physical activity and cooking patterns.
This finding is partially supported by a study of African
American female arthritis patients aged less than 60 years
of age who were reported to be more likely to take heath
improvement action based on physician recommenda-
tions than Caucasian females.*” The literature 1s replete
with studies which report that African American females
exercise less than other races and genders.""**'

A limitation of this study is that the sample of African
American males is much smaller than the other samples.
This was related to the fact that participants were

| do not have health insurance.
Financial assistance for medical services — used

have individually
Does your insurance cover prescriptions? Yes
had no health insurance? None

<12th grade
Do you own or rent your home? Own
time or retired not working

= Means with the same latter are not different at p < .05,
* Elhnic groups are different al p < 05,

Table &. Focto_rs Such as Finance and Educgﬁ_qr_*_n_ﬂ_‘uct Inf_!u_epc_:eg__F_’_t_:_rﬁ;_iEor_l15 I-_Ifagl_i_ljﬂgc’_ri_ces (N= 1605_)__

Questions (% of Respondents With Listed Answer) _

Insurance is Medicaid only — including Medicaid HMO
My insurance offered through my employer or that |

How rany total months over the past 3 years have you

What was the highest grade you completed in school?

What is your current employment statusg Working full

African African

American Caucasian American Caucasian
Males  Males  Females Females

_N=44  N=346 N=259 N=95

45 501 34.6° 43 4° 30.9°
15.4¢ 8.6° 28.3¢ 12,92
40.9¢ 24 5° 32.4° 30.4°
47.7¢ 57.3° 54.Qe0 55,990
84.6° 70.1¢ 72.0° 72.7¢
84,27 84.5° 67.2° 83.3°
61,900 48.5° 54 Qov 48.4°
767 91.2° 65.5¢ 8%.9¢°
75.6° 82.4° 66.3° 63.3°
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stratified randomly selected from the identified parishes
and the African American males had a low return rate.
Foliow-up phone calls were made to many African
American males, but their response was minimal.

CONCLUSIONS

The hypothesis tested in this study that African
Americans’ perceptions of their health and health status
were different than those of Caucasians and were partially
responsible for the health disparity between African
Americans and Caucasians is partially supported. The
health perceptions held by African Americans are often dif-
ferent than those of Caucasians, and are frequently not con-
sistent with their health status. This is especially true for
African American males, Their perceptions appear to influ-
ence the value they place on health behaviors, which may be
partially responsible for their reduced health status.
However, further study is needed to validate the findings
from this study, but these data further suggest that helping
African Americans, especially African American males, to
better understand and appreciate the connection between
good health practices and health may aid in reducing the
health disparity between African Americans and Caucasians.
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