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Key FINDINGS

e Life expectancy for women has declined over the past 20 years in 313
U.S. counties.

e People in the highest income group can expect to live, on average, at
least 6.5 years longer than those in the lowest income group.

* Adult men and women who have graduated from college can expect
to live at least 5 years longer than people who have not finished high
school.

* Almost as many people die from poverty as from lung cancer.

[n 2009, the mortality rate for African American infants was over twice
that of white infants.

* As a nation we have 6 million more people living in poverty than we
did in 2004.

e Poor adults are twice as likely as affluent adults to have diabetes.

This is the first time in our history that children born in certain parts of the United States of

America can expect to live shorter lives than their parents” generation.! Determining which
underlying factors affect mortality requires researchers to consider many health and social
variables such as race, gender, employment status, and housing conditions, among others.
However, a growing body of recent data now show that poverty is the single biggest factor
contributing to poor health outcomes, and as poverty becomes more severe, health out-
comes become worse.? Remarkably, six million more people are living in poverty than were
in 2004.% A study just published in the June 2011 issue of the American Journal of Public
Health determined that in the United States in 2000, 133,000 people died due to poverty.*
These mortality estimates are comparable to numbers associated with some leading causes
of death, such as lung cancer.’

THE LONG-TERM EFFECTS OF POVERTY

Childhood poverty is a tremendous obstacle to the promise of the American dream.
Poor health in childhood has lifelong consequences, and the importance of protect-
ing and nurturing our future generation of citizens has never been more vital than it
is today. Children are, for example, particularly susceptible to environmental toxins,
such as exposure to tobacco smoke and lead. Poor children are twice as likely as non-
poor children to have unhealthy levels of lead in their blood, which has been shown
to affect behavioral and cognitive functioning,® and the effects of poverty are long-
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“Those living close to the poverty level
cannot afford office visits unless they
are part of a federal/state program.
Offices may work out payment
agreements - and even discount their
care. Even this may be too much.
Iliness causes poverty and this poverty
locks some patients in a vicious cycle
of decline. Physicians, to paraphrase
Dr. Paul Farmer, should be defenders
of the poor.” - Dr. Adam Law,
Practitioner, IthacaMed Community
Centered Medicine, Ithaca, New York

lasting — the socioeconomic status of an
individual’s family at birth is associated
with higher death rates in adulthood.”

Infant mortality and life expectancy are key
indicators of a nation’s overall health. Ac-

cording to recent data, life expectancy for
women has declined over the past 20 years
in 313 U.S. counties.® In 2009, the infant
mortality rate for black infants was almost
two and a half times the rate of white in-
fants.” There is a growing divide between
those who can afford to keep themselves
healthy and those who are dying because
they are poor. U.S. infant mortality rates in-
dicate that this country is failing to protect
those people who cannot afford to protect
themselves.

By the time poor children “fortunate” enough
to survive infancy are able to take action to
improve their life circumstances, childhood
poverty has already inflicted a permanent
toll on their health. Among low-income
children, rates of poor or fair health are sev-
en times higher in poor families than upper

“I want to get this done and get my life back in shape so at least I can do
something. The state said because of my Social Security, I’'m making too much
money. You’re paying rent and food and you have to pay insurance for your car
and clothes. After all that, you’re broke. My medication is $400 a month. | make
$930 a month on Social Security. The cut-off to qualify for AHCCCS is $908

a month. So, | make too much. Before, when I was working, I didn’t have this
problem. Now, I guess you’d call it being retired and this is the benefit?”

Yuma, AZ, resident Steven Stephenson was recently diagnosed with a serious
heart condition that forced him to give up his job. He had been receiving health
insurance coverage through Arizona’s Medicaid system, the Arizona Health Care
Cost Containment System (AHCCCS), because
his income fell under the federal poverty level.
Upon leaving his job, Mr. Stephenson enrolled
in the Social Security program, which increased
his monthly income. Consequently, he no longer
qualifies for AHCCCS due to cuts (and related
eligibility changes) recently made to the program.
Without coverage, Mr. Stephenson cannot receive
the corrective care he needs in order to return to a
normal life and is at a significantly increased risk of

death.




income families, and their poor health con-
ditions persist into adulthood.’ Individuals
in the lowest-income and least-educated
groups typically experience the worst health.
Even Americans who are considered to be
“middle-class” are less healthy than Ameri-
cans with the highest incomes. People in the
highest income group can expect to live, on
average, at least 6.5 years longer than those
in the lowest income group.'

Despite spending more on medical expenses
per capita than any other industrialized
nation, the United Statesfailsto provide health
care to all of its citizens.' Consequently, the
U.S. ranks near the bottom of industrialized
nations on key health indicators such as
infant mortality and life expectancy.

“We see thousands of cases where
people develop debilitating and
devastating conditions as a result
of having no access to preventive
care. In South Los Angeles, where
St. John’s eleven clinics are located,
the prevalence of chronic disease

is epidemic. We have seen many
diabetic patients who lose limbs for
lack of access to preventive foot
exams and patient who lose their
site because they did not have access
to preventive eye exams. Patients
with cancer at its earliest stages
often wait until they can access
care in an emergency room to
receive treatment, when the cancer
has already advanced beyond the
scope of treatment.” — Jim Mangia,
President & CEO St. John’s Well
Child & Family Centers, Los Angeles,
California

RELATIONSHIP BETWEEN
PoVErTY, HEALTH
INSURANCE & MORTALITY

There are close to 50 million Americans who
are currently uninsured. Evidence shows that
a lack of insurance increases risk of an early
death in select illnesses and populations. A
2009 Harvard study estimated that nearly
45,000 annual deaths are associated with
lack of health insurance.™

By Dr. Garrett Adams

“Being under-insured is another big
problem faced by low and middle
income Americans. Even if eligible
for Medicaid, low-income Americans
often can’t get access to full care. If
they do have private insurance, they
can’t afford the deductible or co-pay
or their insurance won’t cover certain
preventative services.” -Dr. Steffie
Woolhandler, Professor of Medicine,
Harvard University, Cambridge,
Massachusetts




Even with continuous insurance cover-
age, lower-income Americans 18-64 years
old are more than twice as likely to forgo
needed health care.” And in June of 2011,
a study in the New England Journal of Medi-
cine reported that disparities exist in access
to specialty care between children with pri-
vate health insurance and children enrolled
in Medicaid programs.'

Those without even Medicaid coverage
fare worse. A recent groundbreaking study
conducted in Oregon looked at a group of
uninsured, low-income adults. The group
was entered into a lottery to be given the
chance to apply for Medicaid. This study
provided the ability to look at the effects of
expanding access to health insurance on
utilization, health, and medical expendi-
tures. The results showed that the people
with Medicaid had higher health care uti-
lization, lower out-of-pocket medical costs
and medical debt, and also better self-re-
ported mental and physical health than the
group who did not have the opportunity to
apply for Medicaid.'®

Racial and ethnic minority populations
make up over half of the uninsured, despite
constituting only one-third of the total U.S.
population.'

IMPACT ON HEALTH:
RAce & EDUCATION

Income, wealth, race, education, access to
health care, lifestyle and diet all play cen-
tral roles in predicting health outcomes. Ap-
proximately 245,000 deaths in the U.S. in
2000 were attributable to low education.'®
Babies born to mothers who have not com-
pleted high school are almost twice as likely
to die before their first birthday. Adult men
and women who have graduated from col-
lege can expect to live at least 5 years lon-
ger than people who have not finished high
school.

There is a supported and growing body of
evidence describing racial and ethnic dis-
parities in health. In 2002, former U.S. Sur-
geon General Dr. David Satcher calculated
that 229 African Americans die each day

“I had to give up on the ‘platinum’ part of our private insurance. The new plan only
covered hospital visits, not trips to the doctor’s office for regular check-ups. This
left me to struggle with getting things like shots for the children until I was able to
get the Medi-Cal. I want to work and am willing to do anything, but I cannot afford
to lose the Medi-Cal. I need my daily cancer medication and need to continue my
treatments, but | cannot afford to purchase health insurance from a private sector

provider”

Mrs. Satu Immermann from Santa Ana, CA, is a mother of three young children. In
early 2010, her husband died of a sudden heart attack a week after she had surgery to
combat stage IV breast cancer. Her husband was a self-employed financial consultant
when he passed away and did not have a life insurance policy. While she has a college
degree, Mrs. Immermann has not worked outside the home in almost 10 years and

has focused on raising her young family. Due to the slumping economy, they had
recently given up their health insurance coverage before her husband’s death and were
receiving coverage through Medi-Cal, California’s Medicaid program.




who would not have died if black and white
mortality rates were equal. This amounts to
83,570 deaths per year. In 2008, African
Americans had a four-times greater risk of
pregnancy-related death than whites. Ear-
lier this year, U.S. Department of Health and
Human Services Secretary Kathleen Sebel-
ius announced new standards for collecting
data related to health disparities.

“Health Disparities have persistent and cost-
ly affects for minority communities, and the
whole country...[Tlhe data we will eventu-
ally collect in these efforts will serve as pow-
erful tools and help us in our fight to end
health disparities,” stated Sebelius."

Unlike health disparities research related to
race and gender, which has garnered con-
siderable interest and funding, there is an
unfortunate gap in our knowledge-base and
understanding of poverty as a determinant of
health disparities. Without comprehensive
socioeconomic information, racial or ethnic
differences are sometimes explained away as

4 1\

too intertwined with culture to be influenced
by changes in public policy. However, we
do know that social factors influence health
and that factors such as income, education
and wealth are likely to explain more about
health differences than race or ethnicity. For
example, the Centers for Disease Control
and Prevention (CDC) estimate that when
looking at the higher mortality rate among
black adults when compared to white adults,
almost 38 percent of the mortality increase is
due to differences in income.*

CONCLUSION

Reducing poverty in America is a major
challenge, that will require efforts on
many fronts. Because disparities in health
care access and utilization exist even after
controlling for insurance coverage, ensuring
access to health coverage for all is an
important step, but will not by itself solve the
problem. Addressing non-financial barriers
to health, such as transportation, child care,

“The effects of poverty such as
obesity can be due to the need to
purchase foods and drinks that are
high in carbohydrates. Those living

in substandard housing may suffer
increased exposure to lead, asbestos,
and other environmental hazards.
Migrant workers can be exposed to
pesticides, and herbicides. Many of our
war veterans suffer mental illnesses
leading to alcohol and drug problems;
homelessness, suicide etc. In summary,
poverty is what puts an individual

at greater risk for a decreased life
expectancy.” — Dr. Paul Manganiello,
Professor, Physician, and a Volunteer at
Good Neighbor Health Clinic, White
River Junction, VT




primary school education, and safe housing,
to name a few, must be considered when
discussing efforts to improve health for
millions of low-income Americans.?!

Atatime when the numbers of people dying
in this country due to poverty rival that of
those dying of preventable diseases, more
attention must be paid to socioeconomic
disparities. As we look for solutions to
reduce the nation’s debt, we must be

cognizant of the effects of cutting social
safety net programs. Choosing a path
that impoverishes hundreds of thousands
of people will result in unexpected vyet
largely predictable expenses in other parts
of our budget. Knowing the potential

impact of budgetary choices on the lives
of individual Americans should help guide
us to make not only the morally correct
decisions, but also the more financially
responsible decisions.
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