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Health disparity scholars and researchers call to expand the conceptualization of health 

disparities research beyond the predominant and long-standing race-based analyses. The call 

requests the inclusion of frameworks and theories that reflect the complex, multi-level and 

multifactorial social processes that yield health disparities. Intersectionality is a theoretical 

framework that is a product of Black feminist scholars and activists from the 1970s equipped to 

answer this call. The framework, in its basic tenets, emphasizes the multiple, mutually 

constitutive and simultaneous relationships between social categories (gender, race, class, 

sexual identity, ability) and the positions (advantage and disadvantage), identities and 

processes (sexism, racism, and other forms of discrimination) that arise from them. The 

framework calls for the acknowledgment of such complex power relationships in social 

processes, such as health disparities.  

Intersectionality has traditionally been applied via qualitative research methods 

quantitative applications are in a nascent stage and face a number of methodological 

challenges. This dissertation identifies an alternative population-based approach that is 

intuitive and has practical significance while remaining loyal to the principles of 

intersectionality. The approach identifies groups representing the intersection of social 

disadvantage, across the categories of gender, race and class, and uses the most socially 

advantaged group as a referent for comparison. The three manuscripts that constitute this 

dissertation are empirical applications of this population-based intersectional approach and 



 
 

 

assess disparities in self-reported health status as captured by the physical component score 

(PCS) of the SF-12 (a subjective measure of health), cardiovascular disease and stroke diagnoses 

(objective measures of health), and health care access as measured by insurance coverage and 

having a usual source of care (structural factors affecting health). The 2010 Household 

Component of the Medical Expenditure Panel Survey of the Agency for Healthcare Research 

and Quality was analyzed for the three separate studies.    

Self-reported health status disparities were assessed using survey-weighted OLS 

regression. Disparities were detected; groups of low income women belonging to racial 

minority groups (Black, Native, Asian and Multiracial) reported significantly lower PCS scores 

than the White high income male group. Different socially advantaged referents were used, and 

this changed the magnitude of the decrease of the comparison groups, highlighting the 

intersectionality tenet that social categories modify one another.  This suggests that in health 

disparities research it is insufficient to use the White group as a referent without paying 

attention to the gender and social class as well.  

Using logistic regression, disparities in cardiovascular disease (CVD) and stroke 

diagnoses among women were assessed. The models incorporated healthcare access factors 

and risk behaviors, since both components have an important role in their diagnosis. The 

specific socially disadvantaged groups that experienced an increase in the odds of being 

diagnosed with CVD/stroke were contingent upon whether the diagnoses were acute (heart 

attack or stroke) or chronic (coronary heart disease, angina and other unspecified heart 

conditions). The study highlights the importance of accounting for multilevel factors when 

assessing CVD/stroke disparities, as the disparities change contingent upon the factors 

considered. The lack of improvements in reducing CVD/stroke disparities in the last 30 years 

may in part be due to the incomplete information that race-based analyses provide.  

Healthcare access disparities among groups of different social advantage were assessed 

using logistic regression and average marginal effects. The odds of being uninsured were higher 

for all but one group (Multiracial low income) compared to the most socially advantaged 

referent (White high income male), with Asian low income women having the highest increase 

in the probability of not being insured. The odds of not having a usual source of care were 



 
 

 

estimated by stratifying by gender and insurance status. Among insured women the Native low 

income group had the highest increase in the probability of not having a usual source of care 

(USOC); for insured women it was the Asian low income group. Among uninsured males, Native 

low income males had the highest increase in the probability of not having a USOC; for insured 

males it was the Asian low income group.  These results show that belonging to a socially 

disadvantaged group hampers meaningful access to health care. The disadvantage persists even 

among the insured, where disparities in having a usual source of care are marked. 
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Chapter 1 Introduction  
1.1 Background 

Public health activities and interventions have undoubtedly improved population health. 

Life expectancy increased in the U.S. since the 1900s and the vast majority of the gain is 

attributed to public health interventions (Baker et al., 1994).  Namely, population-based public 

health programs and interventions contributed to the improvements in reduced tobacco use, 

improvements in blood pressure control, diet, the use of seat belts, and injury control; all of 

which have led to significant declines in death rates related to chronic diseases such as stroke 

and cardiovascular disease (U.S. Public, 1998). Public health not only benefits the entirety of the 

population but is positioned to significantly improve the health status of marginalized groups. 

In terms of health disparities, public health activities often target vulnerable or marginalized 

groups with higher rates of disease and disability (Grembowski, Bekemeier, Conrad, & Kreuter, 

2010). Evidence indicates that population-based public health interventions such as water 

fluoridation and highway safety have the potential to reduce health disparities (Mechanic, 

2002). However, in spite of the reduction of morbidity and mortality buttressed by public health 

and population-based interventions documented health disparities have persisted during the 

past decades.  

A health disparity/inequity is a particular type of difference in health or in the most 

important influences on health that could potentially be shaped by policies; it is a difference in 

which disadvantaged social groups (such as the poor, racial/ethnic minorities, women, or other 

groups that have persistently experienced social disadvantage or discrimination) systematically 

experience worse health or greater health risks than more advantaged groups (P. Braveman, 

2006). The positions of advantage and disadvantage are a result of the social context under 

which a society operates (Evans et al., 2001).  The social context sorts people into categories 

race, gender, class, sexuality, disability, etc. Within these categories advantaged and 

disadvantaged positions exist. Disadvantaged positions in society are so because given they do 

not have equal access to the resources like property, prestige and power. Differentials in the 

access of these resources are deemed unjust if these distorted allocations of power, property 

and wealth are embedded in the basics of society, i.e. institutions and structure (Evans et al., 
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2001). Health inequities are a result of these unjust differentials and hence are themselves 

unjust. Health inequities are then a barometer with which to measure the fairness of a system 

therefore there is an ethical and moral imperative to address these.  

The term “health disparity” has been used in the U.S. since the mid-1990s in 

governmental and academic scholarship (P. Braveman, 2006). Strictly speaking the term 

“disparity” is defined as a “difference” without “qualifying the nature of the difference or who 

or what may be affected” (P. Braveman, 2006). In this sense the term “disparity” is more 

aligned with the definition of a health inequality and as such would encompass all of 

epidemiology, the science of the distribution of diseases and risk factors across different 

populations. Yet, the study of health disparities has concerned itself at large with the 

differentials in health of groups of individuals in different socially disadvantaged positions and 

as a basis carries with it the imperative to act upon these unfair and avoidable health 

outcomes, such sentiment is captured in the term “health inequity.” An inequity is a systematic 

inequality in health (or the social determinants) between more or less disadvantaged groups (P. 

Braveman & Gruskin, 2003) that are avoidable and are therefore unjust and unfair. Because 

these differentials (inequities) in health are avoidable, unfair and unjust there is a moral, ethical 

and practical imperative to address them. The preferred use of the term “health disparity” 

instead of “inequity” has remained in the U.S. given that it is less politically charged (P. 

Braveman, 2006). However its intent is aligned with pursuing health equity; thus throughout 

this dissertation the term “health disparity” is used while the meaning of “health inequity” is in 

operation.  

Health disparities are mainly studied through the assessment of the effects on health 

and health related outcomes of different social positions, these positions are referred as 

demographics (gender, race, class, sexual identity, disability level, education level, urbanity, 

etc.). The study of health disparities via social positions has become detached from the social 

context and the fact that individuals inhabit a multitude of social positions at once is largely 

ignored. For a considerable number of years the social positions under analysis in health 

inequities research are treated as if these are “individual level characteristics,”  and are often 
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studied in isolation from one another and, depending on the social context of the country 

where studied, have often solely focused on one of these positions. It is forgotten that a 

person’s gender, for example, is not only a biological factor, but also a social one and that by 

capturing the sex (male/female) of a person in reality a “system of gender roles” is also being 

acknowledged. Also, social categories and the advantaged or disadvantaged positions within 

them are often noted individually and without relationship to one another. For example, the 

effects of gender are often separated from effects of socioeconomic status and ignore social 

phenomena like the feminization of poverty in western societies. Our current study of health 

disparities does not accommodate for the simultaneous presence of these social positions and 

their dynamic and mutually constitutive nature. Finally, there is a tendency, at least in the U.S., 

to focus, present and study health inequities based on one social category, race and ethnicity, 

where the emphasis is on the non-White position. Our understanding of health disparities is 

impaired by the current practice that presents social categories and positions in isolation, when 

in fact individuals inhabit multiple categories and positions at once.  

Intersectionality is a conceptual framework that can help public health and health 

disparities research reincorporate the social context issues to health disparities, address the 

simultaneity and mutually constitutive nature of different social positions and understand how 

these impact health and health care disparities (Bowleg, 2012). This dissertation aims to explain 

how a quantitative application of the intersectionality framework is viable to understand health 

disparities and provides empirical examples of the approach by exploring disparities in health 

outcome and health care and utilization in a U.S. nationally representative sample. 

1.2 Statement of the Problem 
The U.S. Department of Health and Human Services’ Office of Minority Health defines 

health disparities as:  

“a health difference closely linked to social and economic disadvantage 
affecting groups of people who have systematically experienced greater 
social and/or economic obstacles to health and/or a clean environment 
based on their racial or ethnic group; religion; socioeconomic status; 
gender; age; mental health; cognitive, sensory, or physical disability; 
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sexual orientation; geographic location; or other characteristics 
historically linked to discrimination or exclusion” (U.S DHHS Office of 
Minority Health, 2014). 

In spite of the holistic definition above, inclusive of social group identities and 

categorizations that acknowledge the social determinants of health, the bulk of U.S. 

governmental and academic reports and research literature continue to predominantly present 

information on one social category, the race and ethnicity (Hispanic) as defined by the U.S. 

Office of Management and Budget, and focus on the racial minority position and other social 

positions in isolation of one another (OMB, 2016). The practice disregards the fact that people 

belong to multiple identities/categories/positions simultaneously and that the resulting 

combination of these can have a measurable effect on health of the individuals who inhabit 

different intersections of social categories. The biomedical research paradigm applied in health 

disparities research treats demographics as “characteristics of individuals” as opposed to social 

relations, contributing to a fragmented explanation of health disparities that is disconnected 

from the historical, social and political process from which they emanate (Mullings & Schulz, 

2006). 

 An approach, like intersectionality, that is representative of the simultaneity and 

mutually-constitutive nature of social categories is better equipped to effectively address and 

intervene in the amelioration of these avoidable, unfair, unjust and reducible differences in 

health status. This study intends to conceptualize, operationalize and empirically test a 

quantitative approach that is representative of the intersectionality framework and that can 

help health disparities and public health research address the conceptual and analytical 

shortcomings of health disparities research and inform practice. The primary population of 

interest in this study is one that inhabits three socially disadvantaged positions simultaneously, 

women, low-income grouped by the different racial groups currently accounted for in the U.S. 

(Whites, Blacks, Native American/Alaskan Native, Native Hawaiians and Other Pacific Islanders, 

Asians and those who identify as multiracial). The approach embodies the intersectional 

principles of simultaneity and mutually-constitutive nature while acknowledging the historical 

and social contexts of the five racial groups. 
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1.3 Motivation 
The past 30 years of health disparities research in the U.S. has had a unidimensional 

view of presenting inequalities (racial and ethnic) that has, for the most part, remained 

stagnant.  In particular to health, the social categories of gender, class and race are important 

to examine simultaneously as their isolated effects on health have already been established. 

The conceptual models used to document and analyze health disparities should reflect, as much 

as possible, the realities of those who bear the burden of health disparities if they are to be 

useful in presenting a more accurate state of health disparities.  The current approach to view 

disparities primarily through one dimension is insufficient and ineffective in framing policies to 

reduce health disparities. The quantitative application of intersectionality to health disparities 

research, although in its germinal stage, promises to be a conceptual tool that captures the 

simultaneity, interconnectedness and dynamic interaction between different social categories.  

The quantitative application of intersectionality, as a valid and important concept in social 

sciences, can help redefine how we think about and approach the relationships between 

inequalities and demographics and is thus worthy of exploration (J. Dubrow, 2013). 

1.4 Purpose of the Study 
There is a paucity of literature that employs a quantitative intersectional approach to 

investigate health disparities with nationally representative data. The current intersectional 

quantitative approaches (the additive and the multiplicative) present methodological and 

statistical challenges that impede the widespread application of the intersectional framework in 

health disparities research. To the working knowledge of the researcher, no studies have been 

carried out in the U.S. that have explicitly applied an alternative quantitative intersectional 

approach to health disparities research using a nationally representative sample. The purpose 

of the dissertation is to quantitatively operationalize and empirically test a representative 

approach of the intersectionality framework that can be used to explore disparities in health 

outcomes, and health care access through an intersectionality-informed stance. This is study is 

a contribution to the expressed need to expand the conceptualization of health disparities in 

the U.S. This study also is a contribution to the body of literature that incorporates an 

intersectional lens to public health 
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1.5 Research Questions 
This dissertation explores health disparities applying a quantitative application of the 

intersectional framework in the areas of health outcomes (self-reported health status and 

cardiovascular disease and stroke diagnoses) and healthcare access as measured by insurance 

coverage and having a usual source of care.  

1.5.1 Research Question 1 
The joint relationship between gender, race and class and its impact on overall 

measures of health are largely unexplored. Self-reported physical health status disparities will 

be assessed among groups with intersections of social disadvantage and a  socially advantaged 

referent as measured by the Medical Outcomes Study Short Form 12 (SF-12) (Ware Jr, Kosinski, 

& Keller, 1996).  The research question is:  What is the relationship between SF-12 physical 

component score and those who are located at the intersection of socially disadvantaged 

positions of gender, race and class?  

Sub question: (1.1) Are there disparities among groups of different social advantage? 

 

1.5.2 Research Question 2 
Cardiovascular disease and stroke are leading causes of morbidity and mortality in the 

U.S. The current understanding of how different social locations of gender, class, and race have 

an effect on health, make it an imperative to consider their simultaneity for the purposes 

identifying vulnerable populations in order to promote prevention and control. Cardiovascular 

disease and stroke disparities will be assessed among groups of women with different social 

positions. The second research question is: What is the relationship between cardiovascular 

disease / stroke diagnoses in groups at the intersection of socially disadvantage positions?  

Sub question 2.1- What role do access (insurance coverage and usual source of care) in 

CVD/stroke diagnoses probability?  

Sub question 2.2- What role do risk behaviors play in the probability of a diagnoses of 

CVD/Stroke?  
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Sub question 2.3 - Does the probability of being diagnosed with acute (heart attack and 

stroke) event and chronic events (angina, coronary heart disease, and other unspecified heart 

conditions).  

1.5.3 Research Question 3 
Disparities in healthcare access are also extensively presented through race-based 

analyses. Through the comparison of socially disadvantaged groups against a socially 

advantaged referent, disparities in health care access (as defined by insurance coverage and 

having a usual source of care) are explored. The third research question: What is the 

relationship between belonging to a group denoting socially disadvantaged intersections and 

health care access measures?  

Sub question 3.1: Are there disparities among groups with different social advantage in 

insurance coverage?  

Sub question 3.2: Are there disparities among groups with different social advantage in 

having a usual source of care, do these vary by insurance coverage and gender?  

Sub question 3.4: What are the magnitudes of the disparities in both insurance coverage 

and having a usual source of care? 

1.6 Significance of the Study 
This study provides a theoretically-based framework for understanding the simultaneity, 

mutually constitutive, and dynamic nature of social categories as they intersect in the lives of 

populations experiencing health disparities. The study will provide and explain a mechanism for 

the application of intersectionality in health disparities research and will empirically apply the 

approach to common disparities in health outcomes and access issues. 

1.7 Overview of Dissertation  
Chapter 1 briefly introduces the topic of the social contexts, categories and positions, 

health inequities, the applicability of intersectionality to health disparities research, the 

motivation of the study as well as the research questions and the significance of this study.  

Chapter 2 provides a background on the social context, social categories, social 

positions, social disadvantage and social justice and health equity as well as health disparities. 
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The section explains and reviews intersectionality as a theoretical framework, its 

methodological approaches and its application to different health issues.  

Chapter 3 presents the methodology of the analytic and quantitative approach to 

intersectionality taken in this study and the research methods to each research question in the 

dissertation.  

Chapter 4 contains the manuscript on the assessment of the relationship between the 

intersection of three socially disadvantaged positions (female, low-income, of a certain racial 

group) and self-reported health status disparities captured through the Physical Component 

Scores as per the Medical Outcomes Study Short Form 12 (SF-12).  

Chapter 5 contains the manuscript on the assessment of the relationship between the 

intersectional socially disadvantaged variable (denoting a female of low-income, of a racial 

minority group) and the disparities in the odds of being diagnosed with heart disease and 

stroke.  

Chapter 6 contains the manuscript on the assessment of the relationship between the 

intersection of three socially disadvantaged positions and disparities in health care access as 

measured by insurance status and having a usual source of care.  

Chapter 7 articulates the main conclusions from this dissertation. 

Chapter 2 Intersectionality & Health Disparities Literature Review  
In order to understand the utility that intersectionality has for public health and health 

disparities research one must begin by defining concepts like the social context, social positions, 

social disadvantage, social justice and health equity. The literature is structured so that the 

aforementioned are addressed and is followed by the explanation of the intersectional 

framework. The literature reviews for each of the topics covered by research questions are 

addressed within the manuscripts. 

2.1 Background of Social Context and Social Positions and Disadvantage 
The social context is the multitude of factors in society that cannot be measured at the 

individual level (Evans et al., 2001).  It encompasses the structure, culture and function of a 

social system. At the conceptual level, it must be established that the social context is not 

merely the collection of individuals, it is not the aggregation of a multitude of individuals; the 
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social context has its own identity and develops its own dynamic. In terms of its measurement 

the social context can only be assessed at the societal and group level; examples of these are 

cultural norms and institutional arrangements. In terms of its relationship to health the social 

context can be part of the etiology of disease as the social environment can be a contributing 

cause of morbidity and mortality (Evans et al., 2001).  At the institutional and structural level it 

produces the engines that generate and distribute power, wealth and risks. Examples include 

the education system, policies, gender norms and political representation systems. The social 

context has been incorporated in conceptual models that seek to address the social origins of 

health disparities such as the Diderichsen and Hallqvist Model (1998), which posits that social 

status is linked to the opportunities of health that people have (see Figure 1). In this framework 

four (4) different mechanisms are at play when addressing health disparities: social 

stratification, differential exposure, differential susceptibility and differential consequences. 

The origin of health disparities is the social stratification that occurs in every society (Evans et 

al., 2001). 
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The individuals that form a society are defined in part by their position or location in the 

social context. Their location is first determined by the social category sorting that occurs in the 

social context. Social categories include gender, race, ethnicity, class, ability, sexuality, 

education, employment, and income levels, to name a few.  These categories exist to a degree, 

independent of the individuals who fill them (Sørensen, 1994). The location of individuals is 

then secondly determined by the positions they occupy within these categories that (depending 

on the social context) can be socially advantageous or disadvantageous. For example, social 

disadvantaged positions of the social categories of gender, race, and class categories are 

females, racial minorities, and the low-income, respectively. Social advantage results when the 

allocation of power, property, prestige and wealth is concentrated in certain categories and 

positions. Alternatively the lack of access to resources is regarded as social disadvantage (P. 
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Braveman, 2006).   Social categories, and the advantaged and disadvantaged positions within 

them, are derived from or generated by the social context; therefore, these contexts will vary 

from society to society, country by country.  Virtually in all societies valued resources (property, 

power, and wealth) are unequally distributed based on social categories and their positions 

(Evans et al., 2001). 

The process of social stratification is inevitable but modifiable characteristic of the social 

context. Fairness is linked to how power and wealth are sorted or matched to certain social 

positions. The social context in a society may foment a more equal distribution of resources or 

alternatively it may exacerbate inequalities, with those in the socially advantaged positions 

enjoying a disproportionate share of tangible (property and wealth) and intangible resources 

like  (power and prestige). Under a Rawlsian view, a society is a fair system of cooperation 

(Rawls, 2005) where social justice ensures that the basic structure of society works in a way 

that does not exclude or impinge upon those who are socially disadvantaged.  Conversely, a 

system is unfair if in its basic structure- policies and institutions- it uses the disadvantaged for 

the purposes of the advantaged.  The social context sorts people into groups with differential 

access to resources, therefore the underlying social arrangement determines the opportunity 

for health.   

2.2 Health Equity  
The differential access to resources will lead to differentials in health. Two types of 

health differences exist: inequalities and inequities. An inequality is a “noted” difference in 

health status or health resources, devoid of any assessment of fairness. For example, in terms 

of the social category of gender, men have the potential to develop prostate cancer whereas 

women do not, and women have the potential to develop uterine cancer and men do not (P. 

Braveman & Gruskin, 2003).  This difference cannot be argued to be fair or unfair; it is a 

function of biology that they have the gland or organs that can develop cancer. 

An inequity is a systematic inequality in health (or the social determinants) between 

more or less disadvantaged groups (P. Braveman & Gruskin, 2003) that are avoidable and are 

therefore unjust and unfair. Because these differentials (inequities) in health are avoidable, 

unfair and unjust there is a moral, ethical and practical imperative to address them. An example 



12 
 

 

 

of an inequity would be a difference in the difference in cancer treatment access and quality 

based on gender as well as race and ethnicity because there is no biological reason for said 

inequity. 

Health equity is the absence of systematic disparities in health (or its social 

determinants) between more and less advantaged social groups. “Social disadvantage” refers to 

the unfavorable social, economic or political conditions that some groups of people 

systematically experience based on their relative position in social hierarchies that precludes 

them from equal access to power, property, wealth and prestige (P. A. Braveman, Cubbin, 

Egerter, Williams, & Pamuk, 2010). Health equity- based on ethical principles of distributive 

justice- is inextricably tied to social justice and linked to human rights, should health be 

considered one of these (P. Braveman & Gruskin, 2003; M. Marmot, Friel, Bell, Houweling, & 

Taylor, 2008).  Given the importance of social categories and positions and the resulting 

differentials in opportunities in all ambits of life, including health, it is important to monitor and 

ameliorate the resulting health inequities. Keeping in mind the social context, categories and 

positions, health equity can be operationalized as the “the right to the highest attainable 

standard of health as indicated by the health status of the most socially advantaged group in a 

society” (P. Braveman, 2006; P. Braveman & Gruskin, 2003). Within each society the most 

socially advantaged group will differ and health equity strives to afford the rest of the social 

groups the same level of health.  

2.3 Health Disparities  
The term “health disparity” has been used in the U.S. since the mid-1990s in 

governmental and academic scholarship (P. Braveman, 2006). Strictly speaking the term 

“disparity” is defined as a “difference” without “qualifying the nature of the difference or who 

or what may be affected” (P. Braveman, 2006). In this sense the term “disparity” is more 

aligned with the definition of a health inequality and as such would encompass all of 

epidemiology, the science of the distribution of diseases and risk factors across different 

populations. Yet, the study of health disparities has concerned itself at large with the 

differentials in health of groups of individuals in different socially disadvantaged positions and 

as a basis carries with it the imperative to act upon these unfair and avoidable health 
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outcomes. The preferred  use of the term “health disparity” has remained in the U.S. given that 

it is less politically charged and more palatable (P. Braveman, 2006). However, its intent, is 

aligned with pursuing health equity. The definition of a “health disparity” varies in the U.S. even 

within agencies in the U.S. Department of Health and Human Services, the entity at the 

forefront of addressing health disparities and a major funding mechanism for their study. The 

different definitions carry different implications in terms of their study and the approach that is 

implemented to understand and address these. In spite of different definitions, they all allude 

to equity and describe health equity as the means to address health disparities.  

The measurement and monitoring of health disparities is like a barometer with which to 

measure not only the fairness of the health system but also the fairness of the social system 

(Evans et al., 2001). Until recently, the study and measurement of health disparities in the U.S. 

was limited to noting the differences in health between racial groups. The 1986 Heckler Report 

was the first report of its kind to present a comprehensive review of the differentials in health 

among racial and ethnic groups (Heckler, 1986). Since then and for the past three decades, the 

measurement and assessment of health disparities is still predominantly noted by race and 

ethnicity, but has now included additional social categories and positions that people inhabit.  

2.3.1 Social Determinants of Health and Health Disparities  
The extent of the consideration of the social forces that affect health has been through 

the social determinants of health.  These are the conditions where people work, play and live 

that have an impact on health. The social determinants of health framework has assisted 

academia in tracking health disparities more upstream and has noted that health disparities are 

linked to social determinant disparities. Unfortunately, disparities in the social determinants of 

health have also been noted primarily through the social position of race and ethnicity. The 

inclusion of the social determinants of health framework to assess health disparities has been 

an advance that indicates that health differences are rooted in a social context. However, it too 

has fallen short of acknowledging that individuals inhabit different social positions at the same 

time and that these positions co-constitute one another. For example, a low income female of a 

racial minority is inhabiting three social positions at the same time, and that the relationship 

between the three social positions is intertwined. Gender is experienced differently by those 
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who are in different socioeconomic positions and is racialized. Similarly, race has a different 

impact on the life of women than on the life of men, and transformed by the socioeconomic 

positions held. Socioeconomic status is achieved in different contexts that are contingent upon 

opportunities defined by gender and race. Therefore the study and focus on only one of these 

categories in deemed insufficient to understand or address health disparities.  

2.4 Intersectionality  
2.4.1 Background  

Intersectionality is a conceptual framework that is a product of the Black feminist 

discourse of the 1970s and 1980s (Collins, 2002; Crenshaw, 1989; Hooks, 1990).  The framework 

includes work from Latina, queer, and indigenous scholars from the time and has ideological 

roots in feminism and Neomarxism.  The examination of the relationship between various 

aspects of identity (like social categories and social positions) and the different modes of 

oppression that arise from different identities, as the antecedents to intersectionality can be 

traced to antislavery, anticolonial, antiracist and post-colonial struggles (Dhamoon & Hankivsky, 

2011).  The term, intersectionality, was coined by American critical legal race scholar Kimberlé 

Williams Crenshaw in 1989 (Crenshaw, 1989). The term focused attention on the dynamics of 

different social categories in the context of antidiscrimination and social movement politics. 

Discrimination and social movement politics in the 1960s and 1970s were largely dominated by 

white women and non-white men the activities were viewed critically and deemed noninclusive 

and marginalizing.  The argument was that in the antidiscrimination movement the rights and 

interests of Black and other minority females were being ignored. Similarly, in the reproductive 

rights movement the interests of white females were being addressed (mainly the right to 

abortion services) and the rights of minority women (to not be sterilized against their will) were 

ignored. In essence these movements were not inclusive. Thus the initial focus of 

intersectionality was on race, gender, socioeconomic status (SES), and sexual orientation as 

experienced by Black women (Bowleg, Teti, Malebranche, & Tschann, 2013; Crenshaw, 1989; 

Nash, 2008).  With time intersectionality became aware and inclusive of all social categories as 

axes of identity.  
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Intersectionality considers and attempts to understand the simultaneous interaction 

between different aspects of social identity as well as the impact of systems and processes of 

oppression and domination that render certain populations at a social disadvantage. In other 

words, according to an intersectionality perspective, inequities are never the result of single, 

distinct factors. Rather, they are the outcome of intersections of different social locations, 

power relations and experiences (Hankivsky, 2014). Intersectionality does not identify any one 

social category or position as more important than another, it brings to light that all the social 

categories and positions occupied have a saliency given different social context, but that all 

categories and positions are occupied at once, all the time.  

The intersectional framework is not rigidly defined; however, the framework has some 

features that are well established. First, intersectionality is rooted in feminism and is thus 

interdisciplinary from its inception thereby revealing the need to apply different and diverse 

research methodologies to understand social problems. Second, it emerged from the 

experiences of women of color inside and outside of academia, therefore the voice it lends to 

address inequities is from those who are at their center. Third, it arose primarily to understand 

and to address multiple dimensions of social inequities and how they manifest as power 

relations at the macro level of policies and norms, the meso-level of institutions and the micro 

level of individual and interpersonal experiences of those who live at the intersection of 

multiple social positions and inequalities (Weber, 2006). Fourth, it rose as a critique of 

mainstream scholarship and academic institutions that excluded emerging interdisciplinary and 

critical movements. Finally, it is driven by the pursuit of social justice, i.e. fairness (Andersen & 

Hill Collins, 1998; Collins, 2002; Weber, 2006; Weber & Parra-Medina, 2003b; Zinn & Dill, 1996). 

2.4.2 Basics of Intersectionality  
 Although there is no strict “theoretical constructs” of intersectionality prominent 

features that characterize the framework:  

• Simultaneous and Mutually-Constitutive Social Categories/ Positions 

• Time, Space, Multi-Levels and Power 

• Social Justice and Equity 

• Interdisciplinary Knowledge & Voices of Oppressed. 
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Simultaneous and Mutually-Constitutive Social Categories/ Positions 

The intersectional framework argues that the social categories and the positions 

(advantaged or disadvantaged) that people in the social context are sorted into (race, gender, 

class, sexual identity, disability, urbanity, etc.) exist simultaneously and that intertwined to the 

point that they produce, define, transform and redefine one another i.e. that they are mutually-

constitutive, such that their independent or discrete contribution to the wellbeing of an 

individual, is difficult to separate (Schulz & Mullings, 2006).   Similarly related and intertwined, 

are the inequities found on the basis of any of these categories, and thus their distinct and 

isolated study is insufficient to understand social and health disparities given the intricate 

nature of their relationship.  

From an intersectionality perspective, human lives cannot be reduced to single 

categories, and policy analysis cannot assume that any one social category is most important 

for understanding people’s needs and experiences. Instead, intersectionality conceptualizes 

social categories as interacting with and co-constituting one another to create unique social 

locations that vary according to time and place. These unique social locations give rise to 

distinct social formations, or groups that can be considered a population, sharing individual and 

social characteristics. 

Time, Space, Multi-Levels and Power 

According to intersectionality social positions  create systems of inequality that are 

socially constructed in specific historical and geographical contexts(Schulz & Mullings, 2006). 

Social categories and positions of social advantage and disadvantage are fluid yet they persist 

through time and space. The main reason they persist is due to the intersecting systems of 

power relationships. Power relationships involve interactions of dominance and subordination, 

where the privileged (or social advantage) of one group rests on the subordination (or social 

disadvantage) of others. Power allows dominant groups to secure material and social resources 

such as prestige and wealth and the mechanisms that afford them, like education and 

employment (Evans et al., 2001; Weber & Parra-Medina, 2003b). The key contribution of 
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intersectionality research in its exploration of power relations is that it posits that there are no 

true victims or oppressors (Collins, 2002).  The framework stipulates that individuals and groups 

can experience both privilege and oppression within their lives. Depending on the social 

situation people can experience being privileged or being oppressed, privilege and oppression 

are not stationary or permanent (Hankivsky, 2014). Therefore power is dynamic and contextual, 

not static or definite across realms.  

 Power relationships manifest themselves at the macro-level (structural, social norms 

and policy levels) at the meso-levels (organizational and institutional) and at the micro 

(individual levels) of interpersonal relationships (friends, family, colleagues etc.). 

Intersectionality is concerned with understanding the effects between and across various levels 

in society. Attending to this multi-level dimension of intersectionality also requires addressing 

processes of inequity and differentiation across levels of structure, identity and representation 

(Dhamoon & Hankivsky, 2011; Winker & Degele, 2011).  

Intersectionality questions the discourses, policies and social norms that label social 

groups as inherently marginalized or vulnerable because it posits that in reality there are no 

pure victims or oppressors (Collins, 2002; Dhamoon & Hankivsky, 2011).  Moreover, 

intersectionality also questions categorical policy approaches that obscure similarities between 

groups and their shared relationships to power. For example, these categories of difference 

ingrained in policies create what has been labeled as the “Olympics of Oppression”, where the 

finite political attention and resource allocation goes to the most oppressed group. The 

“Olympics of Oppression” leave socially disadvantaged groups fighting for power amongst each 

other and leaving the general power structure unchanged (A. Y. Davis, 1998). This type of 

balkanization of the socially disadvantaged at the policy level prevents coalitional work by 

reinforcing conceptions of difference based upon specific categories as opposed to similarities 

or shared experience (Hankivsky, 2014).  From power relationships, intersectional research 

points out the emergence of resistance and resilience produce opportunities to challenge 

‘marginalized’ spaces and locations, oppressive values, norms and practices. For example, one 

mechanism of resistance from subordinated or socially disadvantaged groups has been to use 

collective actions to destabilize prevailing ideologies. (Weber & Parra-Medina, 2003b). 
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Social Justice and Equity  

 Theories of social justice frequently challenge inequities at their source and require 

people to question social and power relations. All social justice approaches share a concern 

with achieving equity (A. Sen, 2002).  A social justice approach to health equity has the 

potential to transform social structures, which is essential addressing the root causes of 

inequities (P. Farmer, 1999).  Intersectionality pursues social justice through equity, i.e. fairness. 

In terms of the social context, and social positions, equity in public policy exists when social 

systems are designed to equalize outcomes between more and less advantaged groups (P. 

Braveman & Gruskin, 2003).  

Interdisciplinary Knowledge & Voices of Oppressed 

 Intersectionality is an interdisciplinary endeavor. As the framework holds that no single 

issue can describe the human experience it acknowledges that no single discipline can explain 

the processes of power and domination that result in social inequities. The intersectional 

approach is concerned with epistemologies or theories of knowledge and the relationship 

between power and knowledge production (Hankivsky, 2014; Weber, 2006).  Intersectional 

knowledge production calls for the inclusion of the voices, perspectives and knowledge of social 

groups who have been historically excluded from policy making processes. The input from the 

“marginalized” can, just as collective action, have the ability to change or destabilize the 

discourses that pervade the social context keeping certain groups at the margin of knowledge 

production and policy making processes (Weber, 2006).  

2.4.3 Master Categories “The Trinity” 
 Intersectionality studies how race, socioeconomic class, and gender and other social 

categories operate together as interlocking categories of experience  that affect all aspects of 

human life, thus they simultaneously structure the experiences of all people in society. Race, 

class and gender shape the experiences of all people in the United States; the fact has been 

documented in research and is commonly understood (Andersen & Hill Collins, 1998). Social 

science has studied the consequences of race, class and gender inequality for diverse groups in 
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society. Intersectional approaches seek to understand how race, class and gender operate 

together in people’s lives. These social categories have historically been proven to positively or 

negatively, according to position, affect virtually all aspects of life across all societies and as 

such have demanded the focused attention in terms of intersectional analyses (Anthias, 1998, 

2001, 2002; Kathy Davis, 2008; McCall, 2005).   These three social categories or “master 

categories” are also called the trinity because of their importance and prominence in 

intersectional theory. Depending on the social issue at hand any of these categories may 

become more salient or meaningful. For example, in terms of reproductive health issues, 

gender, race and class are important, but the most salient, given the topic, is gender.  

 Intersectionality establishes or reiterates that race is socially constructed as opposed to 

a biological marker of difference; it is a set of relationships between groups rather than 

something that some people “have” and others do not. Race is not a fixed category, but a 

socially constructed one whose meaning shifts over times, this is not well understood in the 

U.S.  (Andersen & Hill Collins, 1998). Gender is also socially constructed to be a set of social 

norms and roles that individuals must carry out rather than an attribute of individuals. 

Socioeconomic status similarly is not a static characteristic of individuals; its attainment is very 

much influenced by the social context and the allocation of resources across categories and 

positions, and it is undoubtedly influenced by gender and race relations. Socioeconomic status 

is a fundamental cause of disease because it embodies access to important resources, affects 

numerous disease outcomes through multiple mechanisms, and maintains an association with 

disease even when intervening factors change (Link, Phelan, Bresnahan, Stueve, & Pescosolido, 

1999). It is widely recognized that income is a major component of SES that influences health 

through access to material resources. Higher income affords access to higher quality food, 

better housing, and health care (Adler & Newman, 2002). Because of the importance of “the 

trinity” it has been regarded as a minimum standard for intersectional research (L. R. Warner, 

2008).  The emphasis on these three categories has been constant over time but intersectional 

scholars are apt to avoid creating “invisible minorities” (G. Veenstra, 2011). The intersectional 

perspective has included and deemed any and all social categories and positions as important 

to explore and elucidate on.  Social categories/identities are added to the trinity depending on 
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the research or population interest, like sexual identity, ability status as well as geography (to 

name a few).  

 The inequities experienced in one of the components of the trinity affect the rest. The 

inequities are a result of the discrimination experienced by individuals based on these social 

positions and categories.   The multiplicative effect of discrimination certainly influences a 

person’s health; yet this effect is not typically considered by health researchers (Krieger, 

Rowley, Herman, & Avery, 1993). Under an intersectional lens multiple forms of oppression 

experienced by a single person have a cumulative effect that results in a discriminatory pattern 

that is unexplainable by and different from one form of discrimination. This multiplicative effect 

of oppression directly affects one’s internal sense of self, one’s external material resources, and 

participation in and regard for one’s health. People who experience multiple forms of 

domination related to race, gender, class and sexuality are marginalized in all aspects of society, 

including health research and the delivery of health care (Hankivsky, 2014; Weber & Parra-

Medina, 2003b). The interlocking nature of oppression keeps people on the margins of society 

and also at the margins of health. In order for health disparities to be reduced and eliminated, 

the interlocking nature of multiple forms of oppression that contribute to poor health has to be 

recognized and attended to in health and health care research (Weber & Parra-Medina, 2003b). 

2.4.4 Approaches 
Literature examining the theoretical and applied potential of intersectionality has grown 

rapidly over the last decade (Choo & Ferree, 2010; Cole, 2009; Dhamoon & Hankivsky, 2011; 

Hancock, 2007; McCall, 2005; L. R. Warner, 2008; Weber & Messias, 2012) driven by the degree 

to which this framework advances more truthful and sophisticated understandings of the 

multidimensional reality of human lives (Dhamoon & Hankivsky, 2011). Historically, 

intersectional research has been approached via qualitative social research, such as archival 

work, ethnographies and in-depth interviews, allowing the processes and intersections of social 

categories to be recorded, described and explored (J. Dubrow, 2013).  

Recently quantitative researchers have applied intersectionality to their work but a 

number of factors have hampered the development of quantitative analysis in intersectionality 

research, including issues of data availability, sample sizes, and interpretive limitations of 
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quantitative techniques (Bauer, 2014; J. K. Dubrow, 2008; Kohlman, 2006). Challenges in the 

quantitative approach to intersectionality begin with the fact that intersectionality does not yet 

have a set of “agreed upon” theoretical constructs to be validated through empirical testing.  

Another difficulty with the quantitative approach stems from the instruments from which the 

data is collected, i.e., the surveys from which the data are retrieved are not specifically 

designed to capture intersections or the interplay of social categories. Although national 

surveys have been a key instrument in identifying population health issues, like health 

disparities, no survey exists designed to capture the interaction of different social identities or 

locations. Social scientists working with quantitative analyses of intersectionality however, 

counter that each survey respondent is answering to questions from their unique perspective 

which is a result of the intersection of their respective social identities or categories (J. Dubrow, 

2013). Another constraint is the limited number of resources on how to operationalize 

intersectionality within quantitative research (Hankivsky, 2012; Hankivsky, Cormier, & De 

Merich, 2009) particularly with respect to how to quantitatively examine intersectional 

differences between multiple social categories (Spierings, 2012).   

In spite of said challenges, there has been an increase in the literature that employs 

quantitative statistical techniques on cross-sectional national survey data to account for 

intersectionality, mainly in Canada and Western Europe (G. Veenstra, 2011; D. F. Warner & 

Brown, 2011). Quantitative intersectional applications have been primarily concerned with 

capturing the basics, of intersectionality, the simultaneous and mutually-constitutive nature of 

social positions and social categories. Two models have emerged from quantitative scholars, 

the additive and the multiplicative approaches.  However, the quantitative application of 

intersectionality remains in its early stages (Gerry Veenstra, 2011). Therefore, there is 

encouragement to contribute to the manner in which intersectionality can be quantitatively 

captured.  

Additive Model  

Traditional quantitative methods utilize the additive approach in statistical (e.g. 

regressions) analyses to examine the individual effects of various factors (e.g., demographic 
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variables) on an outcome when controlling for other variables in the model. In form, a statistical 

model that (at minimum) includes the trinity is: 

Y= a + b1x1 + b2x2 + b3x3 + b4x4… + e 

Y= a + variable of interest + gender + race + class… + e 

The additive approach is an initial ‘baseline’ model, upon which further analyses are 

applied using multiplicativity (explained later in this section) to account for the conditional 

effects of intersecting categories on a social outcome. The criticism to this approach is that it 

assumes that these categories are mutually exclusive, overlooking their intersecting and co-

constitutive nature (Weber & Parra-Medina, 2003a). In essence the additive approach 

inadvertently agrees with the conception that social categories and identities are separate and 

that have no relationship with one another, as is done in the mainstream health disparities 

research. Some intersectional scholars argue that the model is too simplistic and misses their 

intricate connection and the way in which different configurations of these categories affect 

group experience and the outcome being studied (Schulz & Mullings, 2006). 

Multiplicative Model  

A method that extends beyond the additive approach is the multiplicative approach 

which accounts for intersectionality in surveys by means of interaction terms of the trinity  in 

the model (J. Dubrow, 2013). In statistical form the model looks like:  

Y= a + b1x1 + b2x2 + b3x3 + b4x4 + b5(x1x2) + b6(x1x3) + b7(x 1x4) + b8(x2x3) +  

b9(x2x4) + b10(x3x4) + b11(x1x2x3) + e 

or 

Y= a + variable of interest + gender + race + class + (gender x race) + (gender x 

class) + (class x race) + (gender x race x class) + e 

Multiplicative approaches are more complex and call for the use of interactive 

explanatory variables in experimental and factorial designs (McCall, 2005; Steinbugler & Dias, 

2006; L. R. Warner, 2008). Limitations to the multiplicative models include issues of statistical 

feasibility, interpretation and its limited representation of the intersectional model. The 

methods section of this dissertation explains more in-depth the limitation explained above.  
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Alternative Approaches 

  An alternative approach to the additive and multiplicative models is the disaggregation 

of samples by race and gender, and building separate regression models for different social 

categories (E. Price, 2008).  For example, it has been proposed that separate models be 

formulated for different social categories and the subgroups that compose them, e.g. models 

for each race and gender: white men and white women, African American men and African 

American women, (E. Price, 2008).  In this dissertation I propose yet another method to apply 

intersectionality, the proposed population-based approach is further explained in the methods 

section. The method proposed avoids the statistical intricacies while representing the basic 

principles of intersectionality of the simultaneity and mutually- constitutive nature of these 

social positions. 

2.5 Health Disparities and Intersectionality  
Health disparities research and scholarship emerged from biomedical and 

epidemiological traditions that treat race, class, gender and other social categories separately. 

The resulting concepts of the processes producing disparities along these categories are 

contained or limited to each dimension. This has resulted in what is called the “balkanization of 

research on social inequities” (or fragmentation) and has hindered the integration of 

knowledge across systems of oppression, which contribute to health disparities (Weber & 

Parra-Medina, 2003b). Along with the emphasis on the individual as the unit of analysis, by 

noting which “individual characteristics” a group of people have, this fragmentation has 

hindered our understanding of health and social disparities.  

The dominant construction of health disparities among government agencies, 

researchers, politicians and remains fixated on race and ethnicity (Schulz & Mullings, 2006). 

Because attention to “health disparities” in the United States has typically been focused on 

racial/ethnic differences in health or health care, standard measurement approaches have 

involved comparing other racial/ethnic groups to Whites or non-Hispanic/Latino Whites, i.e., 

persons of primarily European origin (P. Braveman, 2006). There is a call from health disparities 

researchers to expand the conception of health disparities to move beyond capturing one single 

position, to be more inclusive and realistic. The recognized need to identify and produce 
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improved ways to account for differences and acknowledge the  intersecting factors that 

influence the health of populations has led researchers and policy actors to recognize 

intersectionality as a valuable resource for re-thinking existing research methods, models, 

practices, and health policies  (Broom & Tovey, 2009; Clow, Pederson, Haworth-Brockman, & 

Bernier, 2009; Hankivsky et al., 2009; Hankivsky et al., 2010; Hurtado & Sinha, 2008; Read & 

Gorman, 2010; G. Sen, Ostlin, & George, 2007). 

Health and health disparities are embedded in larger historical, geographic, 

sociocultural, economic, and political contexts (Williams & Jackson, 2005). Race, gender, and 

socioeconomic status (SES) lead to the differential distribution of health risks and thus to 

variations in health (Krieger et al., 1993).  In terms of health disparities research, the challenge 

is to understand how gender, race and class intertwine and are expressed in disparate chances 

of health illness and well-being. The way in which class, race and gender intersect to produce 

health continues to be a challenge for theory and policy (Krieger and Fee 1994) .  The 

intersectional framework is applicable to public health in its attempts to address health 

inequities due to its particular attention to: 1) the expanded conception of health to include 

social factors and institutions, and the contribution that communities and families have on an 

individual health 2) emphasis on power relationships (as opposed to noting the distributional 

differences in resources as is applied the Social Determinants of Health framework) as central 

to social inequality and health inequalities 3) the need for research that simultaneously 

addresses the intersection of race and ethnicity with gender, class, socioeconomic status, 

sexuality, age, urbanity, region and other markers of social difference 4) centering the 

perspectives of oppressed groups in health  5) advocacy for activism as a means to secure  

social justice in health for all people (Weber & Parra-Medina, 2003a). 

  Moreover, the application of an intersectionality-informed stance to public health can 

facilitate the development of well-targeted and cost-effective health promotion messages, 

interventions and policies. Intersectionality also supports the collection, analysis and 

presentation of surveillance and health data that allow examination of the interplay of multiple 

identities across several social categories (Bowleg, 2013).   
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Intersectionality is heralded as being the most important theoretical contribution that 

women’s studies has offered thus far and is thus a core concept in this field (Bowleg, 2012; 

McCall, 2005; K. Price, 2011). The framework  has been applied to ethnic studies, legal studies, 

psychology, history, sociology, literature, philosophy, anthropology, geography and 

organizational studies as well as interdisciplinary gender studies and queer studies, yet remains 

underutilized in public health  (Bowleg, 2012; McCall, 2005; K. Price, 2011). 

This dissertation will explore health disparities through a population based approach to 

quantitative intersectionality application, an alternative to the additive and multiplicative 

approaches. The approach is further explained in the methods section of the dissertation. The 

population of interest in the dissertation represents those in the socially disadvantaged 

positions of gender and class. Namely, the population is composed of low-income females and 

because of the importance of race in the U.S. health disparities context defined by the racial 

group by which they identify. Through an intersectionality informed stance, this dissertation 

will explore disparities in self-reported health status as captured by the SF-12, in the diagnosis 

of heart disease and stroke and associated risk behaviors, and in health insurance coverage 

status and having a usual source of care. 
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Chapter 3 Methodology & Data  
3.1 Methodology 

The intricacies of applying the intersectional framework to quantitative analyses have 

been explored in depth elsewhere (Bauer 2014; Bowleg 2012; Warren, 2008). The points 

addressed here are mentioned explicitly to clarify the production of an alternative population-

based approach that may facilitate its application this and other quantitative analyses.  

3.1.1 Issues with Current Quantitative Methods  
The quantitative approach to intersectionality has investigated “individual axes of 

inequity” or “axes of identity” through social categories (e.g. gender, race, class, sexuality) and 

how they may be interrelated (Rouhani, 2014). The majority of the quantitative applications of 

intersectionality mentioned in the literature review employs the additive and multiplicative 

model approaches and as mentioned may be limited in their representation of the framework 

(Hankivsky, 2014).  This is in part due to the operationalization of social categories such as 

gender, race and class as discrete and isolated variables to explore correlational or causal 

relationships in research. Therefore, the basic practices and definitions in what is considered 

“rigorous science” limit intersectional analyses (Schulz & Mullings, 2006).   

The additive model presents the mere inclusion of the variables of race, class and 

gender (e.g. y= a + race + class + gender + e) does not represent the basic intersectional 

concepts of simultaneity or the notion that these categories are mutually-constitutive. 

Researchers who employ this model inadvertently continue to uphold that these social 

categories are isolated from one another. Using the additive model in a regression model for 

example, implies that two of the categories of gender, race and class are controlled for, which 

under the intersectional framework is insufficient, ineffective and inappropriate to understand 

health disparities research.  

An improvement upon operationalization of the additive model is the multiplicative 

model. The multiplicative model accounts for both basic concepts of simultaneity and the 

mutually-constitutive nature of social categories and positions under intersectionality.  In form, 

the multiplicative model includes a set of two and three way interactions (e.g. y= a + race + 

class + gender + (race x class) + (race x gender) + (gender x race) + (gender x race x class) + e).  
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These interactions are supposed to acknowledge the simultaneous existence of the categories 

as well as the dynamic relationships they create. In spite of the representational improvement 

however, some lingering issues remain using the multiplicative model. The first issue of concern 

is the statistical significance of the main effects that are contingent on the interactions. If the 

second order interactions, for example, result statistically insignificant they render the 

researcher unable to account for the main effects of gender, race and class. The second issue is 

of interpretation, should the second order (two-way) or third order (three-way) interactions 

result statistically significant, the results do not allow the researcher to comment as to which 

variable is affecting which and in what manner, especially in terms of the three-way interaction. 

A third  point to consider in regards to interactions is that given the size of the sample (a large 

one in the case of nationally representative survey data), any interaction may turn out to be 

statistically significant, yet have practically insignificant results as its impact on the variance of 

the model, as measured by the R2, can be almost negligible. Therefore, in terms of the 

multiplicative model, what can be hoped for is that the second order interactions are 

significant, which is limited because it is only accounting for two of the three master social 

categories agreed upon as a minimum for intersectional research.  

In summary, the extant operationalization (additive or multiplicative) of intersectionality 

is conceptually and statistically limited. The additive model is inadequate in that it does not 

conceptually represent the intersectional framework; and the multiplicative model is restrained 

by a number of statistical issues and the researcher can is limited to articulate two-way 

interactions ignoring the “minimum” standard of the trinity in intersectionality.  

3.1.2 Alternative/Population-Based Approach  
Turning to the more theoretical and conceptual endeavor of its operationalization, the 

intersectional framework states that the intersection of certain categories and positions 

produce distinct social formations. In essence what the intersections form is a population, a 

population of individuals who share the same positions in the categories that they have in 

common. For example, in terms of gender all women are in the socially disadvantaged position 

of being female. Females of a racial minority group who are SES-disadvantaged are a distinct 

social formation, a population.  Therefore the exercise to try to add or interact separate social 
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categories and their positions (as it is done in the additive and multiplicative) is not abiding by 

the basic principles of intersectionality and are engaging in the same fallacy as the one deemed 

insufficient the mainstream of health disparities research.  

The ideal intersectional approach would be to formulate surveys designed to capture 

the nuances of different intersections of social categories and social positions. However, 

secondary data survey research is provided “as is” or is static.  Nevertheless, a quantitative 

intersectional approach can define the population within the data by constructing it. The 

researcher can find the social categories and the positions within them that s/he is interested in 

and can produce a categorical variable that encompasses said population. This has a few 

advantages, both conceptual and statistical. First, it does not make a claim as to the 

mathematical relationship between the variables but respects the basic notions of these social 

categories as simultaneous and mutually-constitutive. Second, it does not limit the relationship 

to be additive or multiplicative as a multitude of mathematical relationships can be captured. 

Third, it encourages the researcher to approach the research with a population in mind, and to 

justify the exploration being carried out in terms of intersectionality. Fourth, it allows for a 

comprehensive and straightforward interpretation of the results that is intuitive and has 

practical importance.  An example of such an endeavor, to denote a population within 

secondary data survey research is, the approach taken in this dissertation.  

3.2 Analytical Framework  
In the three research questions of this dissertation the aim is to assess health outcome 

and health care access disparities. In each of the analyses, the explanatory variable of interest is 

composed of populations located the intersection of different socially positions of advantage, 

with a referent group composed of those identified as the most socially advantaged.  The 

intersectional analyses revolve around the study of the socially disadvantaged positions of the 

three master categories comprising the trinity (gender, race and class). The use of the socially 

disadvantaged categorical variable is true to the intersectional framework in that it captures 

the simultaneity of the social disadvantaged position, it accounts for the notion that these are 

mutually-constitutive, accounts for gender race and class as the “minimum standard” of 

intersectionality and it recognizes this population as a distinct social formation, i.e. a group or 
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population. The approach presented here allows for a relatively simple application of the 

intersectionality lens to be applied to public health where other models present cumbersome 

interpretations of statistical intersections that at best address only two of the possible 

interactions between social categories. The use of this population approach via a categorical 

variable allows for the relatively simple inclusion of intersectionality into health disparities 

research. It is another example of how intersectionality can be applied quantitatively and it 

allows for the identification and enumeration of a distinctly marginalized population in public 

health. The approach incorporates the social context and identifies a referent, the most socially 

advantaged group in U.S. society, white males of a middle or high income as per the approach 

to health equity that identifies such group as the referent.   

3.3 Methods of Analysis by Research Question 
The research method used to answer each of the research questions is explained and 

delineated in the manuscript where it is addressed. The analytical framework as described 

above is the same for all research questions.  

3.4 Data  
The dataset used for the three research questions in this dissertation is the U.S. 

Department of Health and Human Services’ (USHHS) Agency for Healthcare Research and 

Quality’s (AHRQ) Medical Expenditure Panel Survey (MEPS) (Agency for Healthcare Research 

and Quality, 2014). The MEPS is a set of large-scale surveys of families and individuals, their 

medical providers, and employers across the United States. MEPS is the most complete source 

of data on the cost and use of health care and health insurance coverage (Agency for 

Healthcare Research and Quality, 2014). Estimates can be produced for individuals, families, 

and selected population subgroups. The panel design of the survey, which includes 5 Rounds of 

interviews covering two (2) full calendar years. This study carries out a secondary cross 

sectional data analysis of the MEPS’ 2010 Household component. The survey provides data for 

examining person level changes in selected variables such as expenditures, health insurance 

coverage, and health status. The survey captures information from each household member 

through computer assisted personal interviewing (CAPI) technology, and the survey builds on 

this information from interview to interview. All data for a sampled household are reported by 
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a single household respondent. In terms of missing data, MEPS imputes missing data for 

variables by taking information from preceding rounds of data collection and therefore the 

amount of missing variables for the yearly data is constrained to a minimum.  

The MEPS survey is a subsample of the previous years’ National Health Interview Survey 

(NHIS) and provides nationally representative estimates of health care use, expenditures, 

sources of payment, and health insurance coverage for the U.S. civilian noninstitutionalized 

population. Moreover, the NHIS oversamples Blacks, Hispanics and Asians and MEPS further 

oversamples additional policy relevant sub-groups such as low-income households. Given its 

characteristics, this data set promises to provide a representative sample of the U.S. population 

and allows for the construction of the population being studied in this dissertation, low-income 

females of any of the racial groups accounted for in the U.S. 

The analytic file used was the 2010 Full-Year Consolidated Person-Level Data Household 

Component (MEPS-HC 138), a public access dataset released in September 2012. The MEPS 

Household Component (HC) provides estimates of respondents’ health status, demographic and 

socio-economic characteristics, employment, access to care, and satisfaction with health care. 

The MEPS-HC 138 file provides information collected on a nationally representative sample of 

32,846 persons of the civilian noninstitutionalized population in 2010.   

The data for 2010 was chosen given that this is the last year that predates any 

implementation of the Affordable Care Act (2010), as the majority of the provisions were 

upheld by the Supreme Court in the summer of 2012 and its full implementation was not 

carried out until 2014. The ACA, given its expansion of heath care both in the private and public 

sector and given its preventive care cost-sharing provisions is purported to address health and 

healthcare disparities.  
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4.1 Abstract 
Background: In the U.S., relatively little work has been done in characterizing health status 

disparities using nationally representative samples (Franks et al., 2003).  Self-reported health 

status is often measured through health surveys, e.g. SF-12, yet in spite of their wide use as 

reliable patient-reported health outcome rating scales (Jenkinson, Chandola, Coulter, & Bruster, 

2001) the measure is seldom studied as a standalone health outcome. Of the extant literature, 

gender, race, and class are seldom studied jointly as the predominant health disparities 

information is presented based on race, at points accounting for socioeconomic status (i.e. 

social class) and gender. The predominant approach also fails to acknowledge the role of social 

advantage differentials among different groups and defaults to making a comparison between 

racial minority groups and Whites, inadvertently “naturalizing” health differences. The 

approach also fails to account for the White racial group’s heterogeneity in terms of gender and 

socioeconomic status. Intersectionality is a framework that articulates the simultaneous and 

mutually constitutive relationship between gender, race and class (among other social 

categories) and said relationship must be acknowledged in order to understand and ameliorate 

health disparities. Objective: The objective of this study is to investigate health disparities in 

self-reported physical health status as measured by the SF-12’s Physical Component Scores 

(PCS) through a quantitative the application of the intersectional framework.  Methods: The 

2010 Medical Expenditure Panel Survey was used to assess disparities in PCS summaries in a 

cross-section of the U.S. population. OLS regression was used to analyze disparities in the PCS 

of different socially disadvantaged groups when compared to three White subgroup referents. 

Results: Significant disparities in PCS scores between socially advantaged (White males of 

varying incomes) and socially disadvantaged groups (low income females) were found, the 

magnitude of the differences was contingent upon the referent used. Conclusions: Significant 

health status disparities signify the differential access to health resources by socially 

disadvantaged groups in this nationally representative sample of the U.S. population. The study 

suggests that assessing differences by race limits the understanding of health disparities and 

the approaches taken to ameliorate these.  
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4.2 Introduction 
4.2.1 Background 

Self-reported health status (SRHS) is an individual’s evaluation of his or her general well-

being of quality of life rather than an objective evaluation of the absence of disease (Cummings 

& Jackson, 2008).  Generally, self-reported health has strong predictive validity for mortality, 

morbidity and mental health independent of other physiologic, behavioral and psychosocial risk 

factors (Connelly, Philbrick, Smith Jr, Kaiser, & Wymer, 1989; DeSalvo, Bloser, Reynolds, He, & 

Muntner, 2006; Farmer & Ferraro, 2005; Idler & Benyamini, 1997; Idler & Kasl, 1991; Kaplan & 

Camacho, 1983; McGee, Liao, Cao, & Cooper, 1999; Wannamethee & Shaper, 1991). Of the 

extant literature the SRHS is often captured using the global question to rate health (excellent, 

very good, good, fair and poor) (Borrell & Dallo, 2008; McGee et al., 1999) but there is a paucity 

of data examining the SRHS disparities with measures such as the SF-12, that allow for a more 

nuanced assessment of health.  In general there is a paucity of data regarding self-reported 

health disparities as measured by the SF-12. The SF-12 MCS and PCS components tend to be 

controlled for or assessed within the context of other disease specific investigations like, cancer 

(Kalauokalani, Franks, Oliver, Meyers, & Kravitz, 2007),  human immunodeficiency virus 

(Grossman, Sullivan, & Wu, 2003), arthritis (Gandhi et al., 2001), diabetes (Ciechanowski, Katon, 

Russo, & Hirsch, 2003), heart disease (Chamberlain et al., 2014; Xie et al., 2008) and mental 

health service use (Zuvekas & Fleishman, 2008) among other chronic conditions.  There is 

evidence of the validity for using the Short Form-12 as a measure of population health status 

for purposes of planning, implementing, and evaluating community health interventions 

(Burdine, Felix, Abel, Wiltraut, & Musselman, 2000). 

Race, gender, and socioeconomic status (SES) each lead to the differential distribution 

of health risks and thus to variations in health (Krieger, Rowley, Herman, & Avery, 1993).  

Therefore, disparities in SRHS along each of these social categories are important to study; but 

perhaps even more important is to acknowledge and understand that gender, race and class, as 

social constructs and the location social advantage or disadvantage, have a joint effect on 

health. Intersectionality is a theoretical framework that allows public health and health 

disparities research to expand beyond presenting health disparities along one social category 
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(race) and in isolation of the rest by addressing the simultaneity and interconnectedness of 

social positions.  

4.2.2 Intersectionality & Health Disparities Studies 
The intersectional framework is a theoretical product of the Black feminist discourse of 

the 1970s and 1980s (Bowleg, 2012; Price, 2011).  The term focused attention on the 

intersections of different social categories regarding antidiscrimination and social movement 

politics and has evolved into a conceptual tool for understanding how multiple social categories 

or identities such as race, gender, sexual orientation, socioeconomic status (class), and 

disability intersect at the micro-level of individual experience to reflect interlocking systems of 

privilege and oppression (i.e., racism, sexism, heterosexism, and classism) at the macro-social 

structural level (Bowleg, 2012).   

The most basic premises of intersectionality are that 1) we live in social context where 

categories like gender, race and class  are contextually defined to embody a social advantage or 

disadvantage; 2) that individuals occupy multiple social categories and positions of advantage 

or disadvantage simultaneously and 3) that social categories are mutually constitutive and 

therefore each of these categories are not uniform (McCall, 2005).  

First, intersectionality notes that human life is nested in the social context. The social 

context sorts people into different socially predetermined categories (gender, race, class, 

sexuality, ability etc.) that are a product of historical, geographical contexts (Andersen & Hill 

Collins, 1998; P. Braveman & Gruskin, 2003; Schulz & Mullings, 2006).   Within each category 

positions of social advantage and social disadvantage exist, where advantage results when the 

allocation of power, property and prestige and wealth is concentrated in certain categories and 

positions. Therefore, the social disadvantage, oppression or marginalization that occurs based 

on these categories and the consequent barriers to resources are what underlie health 

disparities, or any other symptom of social exclusion. Pertaining to health disparities research, 

intersectionality, in contrast to the biomedical paradigm,  reiterates that gender and race are 

socially constructed as opposed to biological markers of difference; each is a set of relationships 

between groups rather than something that some people “have” and others do not (Schulz & 

Mullings, 2006).  
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Some health disparities scholars have already advocated for the inclusion of a social 

disadvantage perspective in health disparities research and have redefined health disparities as  

“… potentially avoidable differences in health (or in health risks that policy can influence) 

between groups of people who are more and less advantaged socially; these differences 

systematically place socially disadvantaged groups at further disadvantage on health” (P. 

Braveman, 2006). However, intersectionality adds that multiple socially disadvantaged 

positions are interrelated and are embodied by individuals simultaneously as is explained 

below.   

Second, intersectionality makes the point that individuals hold multiple different social 

positions (advantaged or disadvantaged) in each of the different social categories (gender, race, 

class, sexuality) simultaneously, and that these affect each other. In terms of health disparities 

the dominant construction in the U.S. is based on race and ethnicity almost exclusively (Schulz 

& Mullings, 2006). And even when these are analyzed outside the context of race, i.e. through 

gender and SES, they are often addressed in isolation of one another, or at best, the interaction 

between two categories are explored in tandem due to limitations in terms of statistical 

analysis and interpretation (McGee et al., 1999). Intersectionality holds that at a minimum, the 

trinity, (gender, race and class) multiple, simultaneous and mutually constitutive relationship be 

accounted for in order to capture the salience of these categories in processes like health.   

Third, the framework holds that the social categories people are sorted into are not 

uniform, because each is modified by other social categories and the positions within those 

categories i.e. the experience of being male is modified by the class (high or low) and by race 

(non-White or White).  As disparities scholars have pointed out (Braveman et al. 2006), the 

explicit reason behind the designation of Whites as the referent group is seldom specified, 

which can imply a “natural or biological” difference among racial groups, which is known to be 

false yet is silently reified in our society (Schulz & Mullings, 2006).  To be clear and specific what 

underlies the designation of Whites as the referent group, is group’s relative social advantage in 

U.S. society, when compared to non-White groups (P. A. Braveman, Cubbin, Egerter, Williams, 

& Pamuk, 2011).  Additionally, when the comparison is made to “all Whites” it is assumed that 

Whites are a homogenous group impervious to the effects that gender roles and socioeconomic 
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status have on health (Daniels and Schulz, 2005, p.4). Therefore, the standard health disparities 

measurement approach of comparing Whites or non-Hispanic/Latino Whites (i.e., persons of 

primarily European origin) to other racial or ethnic groups (P. Braveman, 2006) is insufficient 

and incomplete. 

Intersectionality’s merit and applicability to public health and health disparities research 

has been articulated by a few researchers (Bowleg 2012)  (Bauer, 2014; Gerry Veenstra, 2013; 

Warner & Brown, 2011) but fewer have applied it in part due to the methodological complexity 

of the framework(Bauer, 2014; Bowleg, 2012; Cho, Crenshaw, & McCall, 2013). The 

intersectional framework is often applied qualitatively, and its quantitative application is still in 

its early stages(G. Veenstra, 2011; Gerry Veenstra, 2013) but recently there has been an 

increase in the research that employs quantitative applications of intersectionality on cross-

sectional national survey data, mainly in Canada and Western Europe (Bauer, 2014; Dubrow, 

2013; G. Veenstra, 2011; Gerry Veenstra, 2013; Warner & Brown, 2011).  In particular to U.S. 

health disparities research and public health approaches, a nascent but mounting body of work 

is being produced expressly applying the intersectional framework (Bowleg, 2008, 2012, 2013; 

Brown, Angela, & Adkins, 2012).  

This study presents a quantitative application of the intersectional framework to assess 

self-reported health disparities among social groups in a nationally representative sample. The 

approach accounts for the heterogeneity of the White group in terms of gender and SES, 

presents a population based approach to capture the multiplicity, interrelated and 

simultaneous nature of the socially disadvantaged positions of  gender, race and class; and 

identifies disparities based on social advantage, not merely race. 

4.3 Methods  
4.3.1 Data and Sample  

To analyze SRHS disparities among various social groups a cross-sectional secondary 

analysis of the Medical Expenditure Panel Survey (MEPS) was used (Agency for Healthcare 

Research and Quality, 2014). The MEPS is a large-scale survey of families and individuals, their 

medical providers, and employers across the United States. The MEPS is the most complete 

source of data on the cost and use of health care and health insurance coverage (AHRQ, 2014).  
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The data file used was the 2010 Full-Year Consolidated Person-Level Data Household 

Component (MEPS-HC), a public access dataset. As a subset of the previous year’s national 

health interview survey (NHIS) which oversamples for Blacks, Hispanics, Asians the MEPS also 

oversamples policy-relevant groups like low income groups making it a useful tool to measure 

health disparities. The 2010 MEPS-HC file provides information collected on a nationally 

representative sample of 32,846 persons of the civilian noninstitutionalized population of the 

United States for calendar year 2010. After restrictions of age (18+), eligibility to take the Self-

Assessment Questionnaire (SAQ) that contains the SF-12, positive SAQ weights and missing 

values were applied the sample was restricted to 20,130 individuals.   

4.3.2 Measures 
SF-12- Physical Component Summary – Dependent Variable  

The SF 12 is a multi-item generic health survey intended to measure “general health 

concepts not specific to any age, disease, or treatment group” (Busija et al., 2011).  The SF-12 is 

a patient reported health outcome rating scale that captures physical and mental health via two 

summary scores (Ware Jr & Sherbourne, 1992)  each with measured reliability and validity 

(Jenkinson & Layte, 1997; Jenkinson et al., 1997; Ware Jr, Kosinski, & Keller, 1996).The SF-12 is  

a valid measure for assessing health status of Whites, Blacks, English-speaking Hispanics, and 

Spanish-speaking Hispanics (Sudano et al., 2011) as well as low-income African Americans as  

well as Asians and American Indians and Alaskan Natives (Edwards et al., 2012; Hung, Lubetkin, 

Fahs, & Shelley, 2009; Larson, Schlundt, Patel, Hargreaves, & Beard, 2008; Sorkin, Tan, Hays, 

Mangione, & Ngo-Metzger, 2008).  

The dependent variable is the physical summary score which ranges from 0 to 100, with 

a standard deviation of 10 and a mean of 50.  The SF-12 is answered by all MEPS household 

participants who are adults 18 years or older via the 2010 Self-Administered Questionnaire 

(SAQ), a paper-and-pencil questionnaire (AHRQ, 2014; See Appendix 1).  

Social Groups & Referents- Independent Variable  

Three MEPS variables (sex, race, poverty level category) were used to produce a set of 

social groups (9 total) representing a range of socially-advantaged groups (3; to be used as 
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referents) and socially-disadvantaged groups (6; for comparison). The three variables used to 

construct the groups are explained in detail below. 

The social category of gender is collected through the variable “sex” as standard 

demographic information of MEPS respondents, it is asked of the respondent and is binary 

(female and male).  

The variable used to capture race in the analysis is the MEPS-imputed version of the 

variable (as individuals were allowed to choose more than one race in the survey). The 

imputation sorted the response to the following categories: White (no other race reported), 

Black (no other race reported), American Indian or Alaskan Native (no other race reported), 

Asian (no other race reported), Native Hawaiian/Pacific Islander (no other race reported), and 

multiple races. The American Indian/Alaskan Native and the Native Hawaiian and other Pacific 

Islander populations were combined into the category “Native” in order to secure a larger 

sample size for the analyses.  

  The social category of “class” is captured by MEPS via the proxy of family income by 

using the categorical variable of poverty level for 2010. The poverty level was constructed by 

MEPS by dividing the CPS (Current Population Survey) family income by the applicable 2010 

poverty line (which itself is based on family size and composition). The categorical variable of 

poverty provided by MEPS takes the continuous variable for each person and classifies it into 

one of the five federal poverty level (FLP) categories: negative or poor (less than 100% FPL), 

near poor (100% to less than 125% FPL), low income (125% to less than 200% FPL), middle 

income (200% to less than 400%), and high income (greater than or equal to 400% FPL). 

To assess disparities in PCS scores between the socially advantaged and the socially 

disadvantaged groups, three referents were constructed:  

1) the White high income male group as the first and most socially advantaged of the 
groups; 

2) the White middle income males group, and; 
3) the White low-income males group. 

The comparison groups identified as relatively socially disadvantaged (females of low 

income) were also further sub-divided by racial groups resulting in five distinct socially 

disadvantaged groups:  
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4) White low-income females,  
5) Black low-income females, 
6) Asian low-income females,  
7) Native low-income females, 
8) Multiracial low-income females; and 
9) Others 

Those who did not fit the criteria of referents or socially disadvantaged groups were 

clustered in the “Others” category (namely composed of middle income White and non-White 

females, and non-White males of any income). The last group is not the focus on this research 

but were included in the analysis so as to account for this sector of the population.  A 

categorical variable containing all of the groups (referents and socially disadvantaged) was 

constructed and is the main variable of interest.  

Covariates  

The covariates included in the model have an established relationship with health 

through previous research. The age of the sample is restricted to adults, 18 years of age or 

older. Education is captured as the number of years of formal schooling at the point of 

interview; the range is from 0 to 17. The indicators of employment status, marital status, and 

metropolitan statistical area (MSA) residence, and U.S. region of residence will be controlled for 

as well.  Ethnicity is to be included due to its importance and focus in the U.S. in terms of health 

inequities research and practice.  The aforementioned covariates are dichotomized, with the 

exception of age and education, to facilitate the interpretation of results.  

Model  

The model specified to assess disparities in S-12 PCS scores is: 

Y(PCS) = a +b1x1(social groups)+ b2x2+…b8x8 + e 

4.4 Results  
The demographic characteristics of the sample population are presented in unweighted 

and weighted percentages (to represent the 2010 U.S. population) in Table 4.1.  Females 

composed 54% (weighted 52%) of the sample. Whites represent the majority of the sample 

with 71% of the unweighted sample (81 % weighted). Individuals with a Hispanic ethnicity 

comprised 24% (14% weighted) of the sample. The unemployed made up 36% of the sample 
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(33% weighted). Those who were single made up 28% (27% weighted) of the sample. About 

38% (weighted 36.72%) of the sample resided in the South, the majority 86% (weighted 84 %) 

resided in MSA areas.  The majority answered the self-administered questionnaire in English 

88% (weighted 94%), 20.69% (weighted 15 %) were uninsured and 21% (weighted 15%) had a 

usual source of care.   

Table 4.2 presents the breakdown of social groups of interest, the socially advantaged 

referents, and the socially disadvantaged groups. The White male of high income comprises 

17.4% of the weighed sample population and has a mean PCS of 51.55 (± 8.99).  The White 

middle income male composed 12.2% of the weighed sample and had a mean PCS score of 

50.64 (SD ± 9.45) and the White low income male made up 10.1% of the sample and had a 

mean PCS score of 48.13 (SD ± 11.74).  The intersectional groups represented the weighed 

sample in the following percentages White 12.5% , Black 3.2% , Native 0.3% ,  Asian 0.6%, and 

Multiracial 0.3%, the group Other is composed of those who did not meet the criteria to be 

designated as either referents or any of the intersectional groups. The mean PCS scores from 

highest to lowest are presented by Asian 48.62 (SD ± 10.64), White intersection had a mean PCS 

score of 46.98 (SD ± 11.94) the Native had a mean PCS of 46.44 (SD ± 12.48), the Black 

intersection had a 45.76 (SD ± 12.04) and finally the Multiracial intersection had a mean PCS 

score of 42.62 (SD ± 10.16).      

Table 4.3 presents the adjusted OLS regression estimates modeling the physical 

component score (PCS), specifying three distinct referents (White high income male, White 

middle income male and White low income male). The first model presents the referent 

denoting the most socially advantaged group in society, the White high income male.  The 

coefficients are interpreted as: controlling for the covariates in the model, a person who 

belongs to a particular social group experiences an increase or decrease in PCS scores as 

specified by the value of the coefficient. For example, the multiracial low income group report a 

lower PCS score (7.66 points lower) compared to the White high income male group. Compared 

to the referent, the White low income female group had a decrease in PCS score of 3.26 points 

(p < 0.000).  The Black group had a decrease of 3.84 points (p < 0.000), the Native group had a 
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decrease of 5.05 points (p < 0.000), and the Asian groups had the smallest decrease (-0.43) in 

PCS score but it was not statistically significant.   

The second model uses the referent of White middle income males. Compared to this 

referent group the White low income female group had a decrease in PCS score of  2.11 (p< 

0.000)   points, the Black  group a decrease of 2.69 (p< 0.000) points , the Native group  a 

decrease of 3.9 points  (p< 0.000), and the Asian group  an increase of 0.72 PCS points that was 

not statistically significant.  The Multiracial group still had the largest decrease of PCS points, 

6.51 (p< 0.000) when compared to this referent.  

The third model uses the White low income male as the referent. In this model the 

White, Black, and Native intersectional groups did not have a statistically significant change in 

their respective PCS scores compared to the referent. The Asian intersectional group 

experiences an increase in the PCS score of 2.93 points (p <0.00) when compared to the 

referent.  The Multiracial intersectional group however still had significantly lower PCS scores (-

4.3, p < 0.000) compared to the White low income male referent.  

In terms of the covariates, age (-0.2, p<0.000), not being employed (-4.41, p<0.000), 

living in the south region of the U.S. (-0.91, p<0.000), and living in outside a metropolitan 

statistical area (-0.8, p<0.000) had a statistically significant inverse relationship with PCS scores. 

Years of education had a positive relationship with PCS scores (0.49, p<0.000) as did answering 

the SAQ in Spanish (2.62, p<0.000) and not having a usual source of care 1.53 (p<0.000). 

The OLS regression estimates for the Physical Component Score using the predominant 

health disparities approach are presented in Table 4.4. Using the white group as the referent, 

the black and multiracial groups have lower PC scores compared to the referent (-0.77 and -

1.38, respectively). The Physical Component Score is reduced by 0.39 of a point for females, and 

those who are poor, near poor or low income (as considered by MEPS), experience a decrease 

of 2.35 points.   

4.5 Discussion  
The existing literature on self-reported health disparities that address the intersection of 

the socially disadvantaged positions of gender, race and class in the U.S. is scant. Our analysis 

supports the utility of the intersectional framework in understanding health disparities in self-
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reported health status by presenting a population-based approach to capture the multiplicity, 

interrelated and simultaneous nature of the socially disadvantaged positions of gender, race 

and class; identifying disparities based on social advantage, not merely race; and accounting for 

the heterogeneity of the White group in terms of gender and SES, as a referent in health 

disparities research. 

The use of the SF-12’s PCS score as a measure to identify disparities among different 

social advantaged group is warranted due to its established validity in assessing self-reported 

health status in different disadvantaged groups and its accommodation of the assessment of 

health from the perspective of the individual in a nuanced manner.  The findings show that 

those who are at the intersection of socially disadvantaged positions in society have a large 

magnitude of lower PCS scores when compared to the most socially advantaged group of White 

high income males, with the Multiracial, Native and Black groups having the lowest scores. In 

contrast, the analysis applying the traditional health disparities approach of using Whites as a 

homogenous group provide little evidence of a statistical or practical difference between the 

PCS scores of the racial minority groups and the White group. The magnitudes (regression 

coefficients) of the estimates using this approach were nominal and show that that only two 

racial groups (Black and Multiracial) have lower scores than the referent, and that females and 

the poor have similarly modest lower PCS scores. These results would not lend much insight 

into to the study of health disparities given the almost negligible decreases of the magnitudes. 

The scarcity of SRHS disparities may be due in part to a lack of evidence of disparities in this 

measure and consequently interest from researchers given the results using the traditional 

approach. Other articles applying the traditional approach have found similar marginal 

differences in self-reported health status (reference) and these studies find a difference 

between Whites and Blacks only, hence the literature only represents these two groups, leaving 

the information of rest of the groups out of health disparities research. 

Moreover, intersectionality warns that the use of one category to present social and 

health disparity data carries the risk of creating “invisible minorities”, where those who do not 

fit neatly into prominent subgroups (e.g. in term of race: White, Black, Asian, and AI/AN or 

NH/OPI) may be further marginalized by being excluded from public health and disparities 
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research (Schulz and Mullings 2006). If the focus is to capture health disparities solely by race, 

then those who do not fall into the macro categories are ignored.  For example,  the multiracial 

group is rarely featured in health disparities studies (e.g.(Cummings & Jackson, 2008) ) or 

reports partly because sample sizes are too small to render reliable estimates in statistical 

analyses even in nationally representative surveys(Flores & Tomany-Korman, 2008).   

The intersectional scholars reject essentialism, i.e. the assumption or understanding 

that social categories are uniform or homogenous (McCall, 2005). Hence using Whites as a 

referent group that is assumed to be homogenous across gender and socioeconomic status (of 

which income is a component) can be misleading and misrepresent the magnitude of health 

disparities that overburden socially disadvantaged groups as seen in the analysis. Whites as a 

racial group are heterogeneous and can also experience a disadvantage in health in comparison 

with the most socially advantaged group. The decrease in physical component scores is evident 

within White males; middle income and low income White men are at a health disadvantaged 

as captured by the decrease in PCS score, when compared to White males of high income.  As 

the socially disadvantaged positions of gender and income are accounted for as White low 

income females experience a significant decrease in physical health compared to the White 

high income male referent.  However, it can be seen that even after controlling for gender and 

SES, belonging to the socially advantaged position of being White in the social category of race 

still confers a better health status (smaller decreases in PCS scores) as opposed to belonging to 

any of the racial minority groups.  

From the health disparities perspective described by Braveman ( 2006) all social groups 

should have comparable health status as the most advantaged socially group advantaged 

group, yet the findings of this study highlight a difference of health status marked by social 

stratifications. 

The Native populations in this sample (composed of Native Americas, Alaskan Natives, 

Native Hawaiians and Other Pacific Islanders, which also face similar limitations in sample size 

and subsequent focus in health disparities literature,  exhibited considerable differences in 

physical component scores (PCS) compared to the most socially advantaged referent. More 

nuanced research is required to portray an accurate picture of health in Native populations.  
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Black females of low income also experienced a significand decrease in PCS scores 

compared to the socially advantaged referents of high and middle income females. These 

findings are in agreement of a previous study applying a similar intersectional quantitative 

method, where it was found that low income Black women have an increase in the odds of 

reporting fair/poor health (Alvarado & Chi 2016) and another application of intersectionality 

found that Black women (without accounting for SES) had lower quality of self-reported health 

status (Cummings & Jackson, 2008). 

The findings show that Asian low income women in spite of their “presumed” multiple 

social disadvantage the group manages to retain levels of self-reported health status similar to 

the White high income male group referent. This is in agreement with health disparities 

literature that finds that Asians have better health statuses (lower prevalence of chronic 

diseases, long life expectancies, and good maternal and child outcomes) than other minorities 

even comparable to or better than Whites. Factors that have been identified as possible 

contributors to better health outcomes are the low levels of risk-behaviors such as smoking and 

drinking  and higher attainment of economic resources comparable to Whites (Rogers, 

Hummer, & Nam, 1999). Moreover, the Asian health disparities literature warns about the 

heterogeneity of the Asian group, the U.S. Census (2016) identifies 25 distinct ethnicities (like 

Vietnamese, Cambodian and Hmong) and groups have been noted to have different 

experiences in terms of the social determinants of health and health outcomes.  Grouping 

ethnicities into one macro group may obscure the identification of socially disadvantaged 

subgroups and the health disparities that they may be experiencing.  

4.6 Limitations 
Several limitations with the research presented here must be addressed. First, the 

intersectionality definition used in this quantitative approach is limited to gender, race and 

class. The researcher acknowledges the fact that this “trinity,” only represents the most 

prominent of social categories and does not delve into other social positions or categorizations 

like sexual identity, disability status or even ethnicity (Latino or non-Latino). These social 

categories are important and worthy of study. However, the focus of this study is three social 

categories that are the most prominent in the literature as well as in data available for 
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research. Ethnicity, for example, was not included in the construction of the social 

disadvantaged groups because it would constrain the sample size of the groups to a level where 

statistical analyses would be underpowered. We did account for ethnicity, however, in the 

covariates given its importance in health disparities research in the U.S. In this sample Hispanic 

ethnicity had a positive association with higher PCS scores albeit without statistical significance.  

Moreover, it is acknowledged that although interconnected, each category in the trinity has a 

different ontological basis, irreducible to other social divisions and therefore, not qualitatively 

the same (Dhamoon & Hankivsky, 2011). Nonetheless, given the documented relationship 

between each of the trinity components and health the approach is valid.  

Second, each of the variables used to identify the intersectional population do not have 

“socially inclusive” categorizations. For example, the social understanding of gender is more 

evolved than its binary designation and the “macro” grouping of racial groups like Asian, 

sometimes suppresses health disparities within subgroups (e.g. Southeast Asians, Cambodians, 

and Hmong) but without the copious collection and availability of disaggregated data, 

researchers are left without the ability to study subgroup dynamics.  

Third, the operationalization of class in this instance is limited to the MEPS poverty level 

categorization and is based solely on family income as opposed other approaches that combine 

income/wealth or assets, education level and profession/occupation. This highlights the need 

to collect data sets that do not divorce social contexts from health related data and that is 

made available for study.  

Although the American Indian Alaskan Native and the Native Hawaiian and Other Pacific 

Islanders populations were combined it is acknowledged that they have different contexts and 

histories, specifically for those in the mainland and those in islands. 

Finally, the analyses are cross-sectional and the causal inferences that can be drawn are 

limited, even so they are informative.   

4.7 Conclusions 
Self-reported health status (SRHS) measures permit the assessment of health across a 

range of illnesses, they also provide measurements that can reflect population health in both 

clinical and community settings. Moreover the measure has been purported to serve as a 
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monitoring tool for the outcome and quality of a broad range of public health programs and 

therefore disparities in these measures are important to study (Franks, Gold, & Fiscella, 2003).  

Considerable attention is paid to health disparities within public health research and 

practice and significant public and private research investments have been made to address 

them. However, the information emanating from these investments is presented solely on race 

(at times controlling for gender and SES) and is limited in its ability to portray the reality of 

those bearing the burden of health disparities. Within the last 30 years, little progress has been 

made in narrowing the gap of health disparities, and perhaps it is time to revisit the manner in 

which they are studied with the aim to minimize them. Health disparities, are complex and 

multifactorial processes, and their studies must incorporate theories that reflect said 

complexity (Bowleg, 2012, 2013; P. Braveman, 2006). Intersectionality accounts for the social 

context and its positions of advantage and disadvantage, as well as the multiple, simultaneous 

and interrelated relationships among social categories and positions. The application of the 

intersectional framework carries as the ultimate goal to present and propose better actions and 

interventions to address health disparities, not merely to present another method of exploring 

these, evidence of its applicability in the form of empirical analyses must be produced by 

researchers to further its applicability in public health practice.
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Table 4.1 SF 12 Physical Component Scores- Sample Characteristics   
Category Frequency Percent 

(Unweighted) 
Percent 

(Weighted*) 

Gender    
Male 9,212 45.76% 48.34% 
Female 10,918 54.24% 51.66% 
Total 20,130 100% 100.00% 

Race    
White 14,277 70.92% 81.36% 
Black  3,836 19.06% 11.63% 
American Indian /Alaskan Native 195 0.97% 0.81% 
Asian  1,445 7.18% 4.54% 
Native Hawaiian/ Other Pacific Islander 100 0.50% 0.43% 
Multiple Races reported  277 1.38% 1.23% 
Total 20,130 100% 100.00% 

Income     
Poor (Negative to 99% FPL)  3,587 17.82% 12.52% 
Near Poor ( 100% - <125% FPL) 1,233 6.13% 4.23% 
Low Income (125% - <200% FPL) 3,151 15.65% 13.24% 
Middle Income (200% - 400% FPL) 6,289 31.24% 30.29% 
High Income (>400% FPL) 5,870 29.16% 39.72% 
Total 20,130 100% 100.00% 

Ethnicity    
Not Hispanic 15,315 76.08% 86.17% 
Hispanic 4,815 23.92% 13.83% 
Total  20,130 100% 100% 

Employment Status    
Not employed 7,311 36.32% 32.97% 
Employed 12,819 63.68% 67.03% 
Total 20,130 100% 100% 

Marital Status    
Married 14,514 72.10% 73.43% 
Single 5,616 27.90% 26.57% 
Total 20,130 100% 100% 

U.S. Region    
Northeast 3,059 15.20% 18.26% 
Midwest 4,169 20.71% 21.95% 
South 7,670 38.10% 36.72% 
West 5,232 25.99% 23.07% 
Total 20,130 100% 100% 

Metropolitan Statistical Area Residence    
Non-MSA* 2,914 14.48% 15.97% 
MSA* 17,216 85.52% 84.03% 
Total 20,130 100% 100% 

Self-Assessment Questionnaire Language    
English  17,687 87.86% 93.91% 
Spanish  2,443 12.14% 6.09% 
Total 20,130 100% 100% 

Insurance Status    
Uninsured 4,164 20.69% 15.49% 
Insured public/private 15,966 79.31% 84.51% 
Total  20,130 100% 100% 

Usual Source of Care    
No 5,481 27.23% 23.13% 
Yes 14,649 72.77% 76.87% 
Total 20,130 100% 100% 
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Table 4.2 Characteristics of Social Groups of Interest 
 

 
* Self-Assessment Questionnaire Weight, MEPS applied 
 
 
 
 
 
 
 
 
 
 
 
 
 

Social Groups 
Frequency 

 

Percent 
(Unweighted) 

Percent 
(Weighted)* 

Mean 
PCS SD 

 

Referents: Social Advantage Groups 

    
 

White High Income Male  2,222 11.04 17.4% 51.55 8.99 

White Middle Income Male  2,217 11.01 12.2% 50.64 9.45 

White Low Income Male 2,283 11.34 10.1% 48.13 11.74 

Intersection of Social Disadvantage 
Groups 

     

White Low Income Females  3,024 15.02 12.5% 46.98 11.94 

Black Low Income Females  1,317 6.54 3.2% 45.76 12.04 

Native Low Income Females  91 0.45 0.3% 46.44 12.48 

Asian Low Income Females  226 1.12 0.6% 48.62 10.64 

Multiracial Low Income Females  67 0.33 0.3% 42.62 13.37 

Other 8,683 43.13 43.4% 49.86 10.16 

      

Total  20,130 99.98 100.0% 49.18 10.73 
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Table 4.3 Physical Component Score Survey Weighted Regression Estimates for Intersectional 
Health Disparities Approach 
 

Referents White High Income  Male  White Middle Income Male   White Low Income Male  

Social Group Variables  Coefficient 
Confidence 

Intervals Coefficient 
Confidence 

Intervals Coefficient 
Confidence 

Intervals 

White High Income  Male  Referent   1.15***   0.62  1.69 3.36*** 2.66  4.07 

White Middle Income Male   -1.15*** -1.69  -0.62 Referent   2.21*** 1.53  2.89 

White Low Income Male  -3.36*** -4.07  -2.66 -2.21*** -2.89  -1.53 Referent   

White Low Income Female  -3.26*** -3.98  -2.54 -2.11*** -2.71  -1.45  0.10 -0.57   0.77 

Black Low Income Female -3.84*** -4.69  -2.98 -2.69*** -3.48  -1.89 -0.48 -1.27   0.31 

Native Low Income Female   -5.05*** -7.36  -2.75 -3.90*** -6.19  -1.61 -1.69 -3.92   0.53 

Asian Low Income Female  -0.43 -2.20   1.33  0.72 -1.10   2.54  2.93**  1.10   4.75 

Multiracial Low I. Female -7.66*** -10.25  -5.07 -6.5*** -9.10  -3.91 -4.30*** -6.82  -1.78 

Other  -1.21*** -1.62    -0.81 -0.06 -0.50   0.37  2.15***  1.60   2.70 

Covariates             

Age as of 12/31/10 -0.20*** -0.21   -0.19     

Years of education  0.49***  0.43    0.55     

Hispanic Ethnicity   0.26 -0.19    0.72     

Not employed -4.41*** -4.82   -3.99     

Married  0.07 -0.33    0.46     

U.S. Region- Ref NE         

 Midwest -0.40 -0.91    0.16     

 South -0.91*** -1.42   -0.4     

 West -0.15 -0.70    0.39     

NON-MSA Residence -0.80** -1.28   -0.32     

Spanish Language SAQ  2.62***  1.93     3.31     

Uninsured  0.25 -0.15     0.66     

No Usual Source of Care  1.53***  1.16     1.90     

Constant 55.19*** 54.00  56.38 54.04*** 52.97  55.11 51.83*** 50.75  52.91 
n = 20,130 
+ p < 0.10    * p < 0.05    ** p < 0.01    *** p < 0.001 

 F (20, 186) =164.44 
 Prob > F = 0.000 
 R2= 0.27 
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Table 4.4 Physical Component Score Survey Weighted Regression Estimates for Traditional 
Health Disparities Approach 
 

 Regression 
Coefficient 

Confidence  
Interval  

Race*   
White  Referent  
Black - 0.77*** -1.21   -0.32 
American Indian/Alaskan Native - 0.50 -1.92     0.91 
Asian   0.30 -0.31     0.90 
Native Hawaiian/Pacific Islander   0.27 -1.99     2.53 
Multiple Races reported - 1.38* -2.72   - 0.04 
Female - 0.39** -0.67   - 0.12 
Poor, Near Poor & Low Income - 2.35*** -2.77   - 1.92 

Covariates   
Age as of 12/31/2010  - 0.20*** -0.21   - 0.18 
Years of Education   0.49***  0.43      0.55 
Hispanic Ethnicity    0.08                -0.39     0.55 
Not employed - 4.40*** -4.81   -3.98 
Married - 0.02                -0.42     0.37 
U.S. Region    

Northeast Referent  
Midwest - 0.44 - 1.02    0.13 

South - 0.87*** - 1.38   -0.36 
West - 0.22 - 0.78    0.34 

Non-MSA Residence - 0.89*** - 1.39   -0.40 
Spanish Self-Administered 
Questionnaire 

  2.51***  1.82    3.20 

Uninsured   0.31 - 0.10    0.72 
No usual source of care   1.55***  1.19    1.92 
Constant  54.72***  53.60   55.83 
Observations 20,130  

+ p < 0.10    * p < 0.05    ** p < 0.01    *** p < 0.001 
* no other race reported 
   n= 20,130 

            F (20, 186) =180.32 
    Prob > F = 0.000 
    R2= 0.27 
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5.1 Abstract 
Introduction: Cardiovascular disease overburdens those who inhabit socially disadvantaged 

positions of gender, race and class.  Little has been published on cardiovascular disease/ stroke 

diagnosis in groups at the intersection of three simultaneous socially disadvantaged positions of 

being female, of a racial minority and low income; as the majority of health disparity research 

tends to be approached without the application of the social disadvantage perspective and the 

backing of conceptual or theoretical frameworks. Objective: This study applied a quantitative 

approach of the intersectional framework to investigate the multiple levels and factors 

affecting cardiovascular disease (acute and chronic events) diagnosis disparities in women with 

different social advantage positions. Methods: The Medical Expenditure Panel Survey provided 

the sample of women diagnosed with cardiovascular disease or stroke. Measures of healthcare 

access (insurance coverage and usual source of care) and risk behaviors (smoking, obesity, 

physical inactivity) were included to assess whether low income women of racial minority 

groups faced an increase in the odds of being diagnosed to acute or chronic cardiovascular 

adverse health events compared to the socially advantaged referent of White high income 

women.  Results: For cardiovascular disease in general, the White, Black, and Multiracial low 

income groups experienced increases in the odds of being diagnosed with CVD/stroke. For 

acute events (MI/stroke) the White, Black, Native, and Multiracial low income groups had 

increased odds of diagnosis compared to the referent. For the chronic events (angina, coronary 

heart disease and other unspecified heart disease diagnoses) the White low income group 

experienced increases in the odds of been diagnosed. The Asian low income female group 

experienced statistically significant decreases in the odds of being diagnosed with CVD/stroke, 

as well as chronic CVD diagnoses compared to the White high income female referent. 

Conclusions: The lack of progress in ameliorating these disparities for the last thirty years may 

be evidence of the need to apply different conceptual approaches that lead to contextualized 

interventions to address health disparities. 
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5.2 Introduction  
5.2.1 Background 

Population-based health research is often approached without the support of 

theoretical frameworks (Bauer, 2014). Health disparities research is no exception, where the 

common practice is to enumerate health differentials based on comparisons among racial 

groups, using the White population as a referent (P. Braveman, 2006) and less often to 

enumerate differentials based on gender and socioeconomic categories, among other 

categories. Intersectionality is a framework that answers the call from disparities researchers to 

apply theoretical frameworks to health disparities research that incorporate multidisciplinary 

approaches and mixed (quantitative and qualitative) methods  designed to better “reflect the 

complex realities of how social context, behaviors, and life processes are biologically 

embodied” such as those manifested in health disparities (Bauer, 2014; Dhamoon & Hankivsky, 

2011). Intersectionality applies a social perspective to health disparities research that accounts 

for the multiple, interrelated and simultaneous nature of social positions. The purpose of this 

study is to apply a quantitative approach of the intersectional theoretical framework to assess 

the probability of acute and chronic cardiovascular disease or stroke diagnosis for groups who 

experience intersecting positions of social disadvantage.  

 5.2.3 Health Disparities Research & Social Disadvantage 

In general, health disparities research extensively notes differences along 

sociodemographic characteristics or social categories and treats these as risk factors of disease 

that occur singly and in isolation of one another.  Researchers rarely specify that these 

“adverse” socioeconomic characteristics or “risk factors” are contextual and modifiable markers 

of social disadvantage, not fixed attributes of individuals (Anand et al., 2006). In countries 

around the world inequality creates social disadvantage affecting health through different 

pathways (House & Williams, 2000). Two main pathways explaining the relationship between 

health and social disadvantage are presented in the literature. The first is the relationship 

between the differential distribution of resources and health, and the second involves the study 

of the relationship between health and the psychosocial factors involved, the internalization 

(biological or social) of social disadvantage (McLeod, Lawler, & Schwalbe, 2014).  The former 
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emphasizes objective life conditions associated with lower status positions that place people at 

risk of poor health (damaging environmental physical and social environments). The latter 

emphasize the subjective experience that arise at the intersection of the social and 

psychological processes operationalized as stress exposures, psychological dispositions, social 

relationships and health behaviors (McLeod et al., 2014). 

Social disadvantage is defined as the “unfavorable social, economic or political 

conditions that some groups of people systematically experience based on their relative 

position in social hierarchies that precludes them from equal access to power, property, wealth 

and prestige” (P. A. Braveman, Cubbin, Egerter, Williams, & Pamuk, 2011). Social disadvantage 

is the common denominator among those marginalized along any social category (gender, race 

and class, ability, sexuality, urbanity etc.), i.e. the groups of interest in current health disparities 

research. Some researchers (Braveman, Williams and Anand among a few others) have 

recognized the need to acknowledge social disadvantage in health disparities research and have 

applied the social disadvantage perspective to their working definition of health disparities. 

Braveman (2006) defines health disparities as:  

“particular types of differences in health that could potentially be shaped by 
policies; differences in which disadvantaged social groups (such as the poor, 
racial/ethnic minorities, women, or other groups that have persistently 
experienced social disadvantage or discrimination) systematically experience 
worse health or greater health risks than more advantaged groups” (P. Braveman, 
2006).  
 
Acknowledging a social disadvantage perspective then obviates the need to identify a 

referent group of comparison based on social advantage, and not on one risk factor, so that in 

striving for health equity the standard is that of the most socially advantaged group. In the 

social disadvantage percentage Whites are not the default comparison without explicitly 

mentioning that their referent status is granted due to their relative social advantage in a 

racially aware society such as the one in the U.S. 

The application of the social disadvantage perspective to health disparities research is 

an improvement on the sole enumeration of health disparities based on one sociodemographic 

characteristic (P. Braveman, 2006), however it does not account for the fact that multiple, and 
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interrelated socially advantaged and disadvantaged positions occur simultaneously. Studying 

these social categories (e.g. gender, race and class etc.) and the positions of social disadvantage 

within each, independently of one another has left a void in the health disparities literature in 

general (including cardiovascular disease and stroke outcomes of populations) who fall into 

multiple modes of social disadvantage simultaneously. The intersectional framework is a 

theoretical approach that makes it feasible to apply the social disadvantage perspective in 

health disparities research and account for the multiple, interrelated and simultaneous 

intersection of social positions. 

5.2.4 Intersectionality 
The intersectional framework acknowledges co-constitutive dimensions of social 

inequality such as ethnic identity, gender, and socioeconomic status (SES) to better understand 

how these social categories are associated with health (Bowleg, 2012b; Dinwiddie, Zambrana, & 

Garza, 2013; Viruell-Fuentes, Miranda, & Abdulrahim, 2012). The intersectional framework is a 

theoretical product of the Black feminist discourse of the 1970s and 1980s (Bowleg, 2012a; 

Price, 2008).  The term focused attention on the dynamics i.e. intersections of different social 

categories regarding antidiscrimination and social movement politics and has evolved into a 

conceptual tool for understanding how multiple social categories such as race, gender, sexual 

orientation, socioeconomic status (class), and disability intersect at the micro-level of individual 

experience to reflect interlocking systems of privilege and oppression (i.e., racism, sexism, 

heterosexism, and classism) at the macro-social structural level (Bowleg, 2012b) 

The most basic premises of intersectionality are that 1) we live in social context where 

categories like gender, race and class are contextually defined; 2) that individuals occupy 

multiple social positions across multiple social categories of both advantage and disadvantage 

simultaneously 3) that these  are mutually constitutive and 4) that individual social categories 

are not composed of uniform, or homogenous groups(McCall, 2005).  

First, the social context in which individuals carry out their lives sorts people into 

different socially predetermined categories (gender, race, class, sexuality, ability etc.) that are a 

product of historical, geographical and political factors. Within these categories there are 

positions of social advantage and social disadvantage, where advantage results when the 



60 
 

 

 

allocation of power, property and prestige and health is concentrated in certain categories and 

positions. As such intersectionality is couched in the study of status and power relations(Collins, 

2002). Second, intersectionality makes the point that individuals hold different social positions 

(advantaged or disadvantaged) in each of the different social categories (gender, race, class, 

sexuality) simultaneously (L. R. Warner, 2008; Zinn & Dill, 1996).   Additionally, intersectionality 

does not presume - a priori- the importance of one social category over another, (as it happens 

in mainstream health disparities research with race). Intersectionality encourages the 

exploration of a contextual analysis that enquires beyond single categories  and social locations 

of social disadvantage(Yuval-Davis, 2006).  Third, the framework states that the social 

categories people are sorted into within the social context, are not uniform or homogenous 

given that each is modified or transformed by the other social categories and positions. For 

example. that being a male is modified by socioeconomic status and by race, similarly that 

belonging to a certain racial group has different meanings for those in different SES positions 

and that it is different for males than for females. Therefore, the study of one social category or 

position in isolation of the others is insufficient and incomplete in understanding processes like 

health (L. R. Warner, 2008).  

The framework is heralded as the most important contribution of women’s studies yet 

remains underutilized in public health (Bowleg, 2012b; Cho, Crenshaw, & McCall, 2013). The 

framework is applied qualitatively and its quantitative application  is in its early stages(G. 

Veenstra, 2011; Veenstra, 2013). Recently, there has been an increase in the research that 

employs quantitative applications of intersectionality on cross-sectional national survey data, 

mainly in Canada and Western Europe (Bauer, 2014; Dubrow, 2013; Gerry Veenstra, 2011; 

Veenstra, 2013; D. F. Warner & Brown, 2011). In particular to U.S. health disparities research 

and public health approaches, a nascent but mounting body of work is being produced 

expressly applying the intersectional framework (Bowleg, 2008, 2012a, 2012b, 2013; Brown, 

Angela, & Adkins, 2012). 
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5.2.5 Cardiovascular Disease and Stroke Health Disparities  
In the U.S. heart disease and stroke are leading causes of death; heart disease causes 

over 610,000 deaths (or 1 out of 4) each year and stroke another 130,000 deaths ( 1 out of 6) 

(Centers for Disease Control and Prevention, 2016).  Together, heart disease and stroke 

produce immense health and economic burdens in the United States and globally taking into 

account the cost of health care services, medications, and lost productivity (Centers for Disease 

Control and Prevention, 2015c, 2016). In spite of their ubiquity as ailments afflicting the general 

U.S. population, disparities are noted among certain population subgroups defined by 

sociodemographic characteristics (e.g. gender, race and socioeconomic status).  

Cardiovascular disease and stroke health disparities information is predominantly 

presented through racial group prevalence differentials and to a lesser extent it is presented 

along gender and socioeconomic status (Centers for Disease Control and Prevention, 2011, 

2013, 2014). In terms of gender, CVD tends to be underdiagnosed in women and has different 

clinical manifestations that impact the probability of diagnosis (Rollini, Mfeukeu, & Modena, 

2009) (Jorad et al. 2016) and women are more likely to suffer CVD related morbidity and 

mortality than men (Hollenbeak, Weisman, Rossi, & Ettinger, 2006; Schulman et al., 1999; 

Sheifer, Escarce, & Schulman, 2000). For racial and ethnic minority groups in the U.S. 

cardiovascular disease is a leading cause of death for Blacks (Mensah, Mokdad, Ford, 

Greenlund, & Croft, 2005; Sergeev, 2011; Stansbury, Jia, Williams, Vogel, & Duncan, 2005) and 

second to cancer for Hispanics, Asians and American Indians, Alaskan Natives, and Pacific 

Islanders (Centers for Disease Control and Prevention, 2015a).  In terms SES, research has 

identified a consistent inverse relation between cardiovascular disease, and many of the 

indicators of socioeconomic status (SES) (Adler & Newman, 2002; Adler & Ostrove, 1999; Adler 

& Rehkopf, 2008).  

Stroke ranks as the third or fourth leading cause of death in the minority groups, except 

in American Indians or Alaska Natives, where it ranks seventh(National Institute of Health, 

2015). Gender differences in stroke outcome and treatment are documented; for example, 

stroke affects a greater number of women given their longer life expectancy longevity as stroke 

events increase with age. Women have poorer stroke-related outcomes than men; however the 
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reasons are still largely unknown (Reeves et al., 2008). In terms of racial minority groups, Blacks 

are identified as have higher death rates due to stroke than Whites (Casper et al., 2003). Blacks 

have higher incidence of stroke and more severe strokes than Whites (Bravata et al., 2005; 

Glymour, Avendaño, Haas, & Berkman, 2008; Kuhlemeier & Stiens, 1994). Generally, those in 

low-SES have higher stroke incidence, higher rates of stroke risk factors and stroke mortality 

than those in higher SES (Addo et al., 2012; Avendano et al., 2006). 

Because of methodological complexities, few studies have explored cardiovascular 

disease and stroke that apply either a social disadvantage perspective or the intersectional 

framework in quantitative analyses. In terms of social disadvantage (measured by an index) and 

cardiovascular disease, older people, women and non-White racial and ethnic groups had 

higher levels of social disadvantage associated with increased burden of some cardiovascular 

disease risk factors including smoking, obesity and biological markers of CVD, like C-reactive 

protein(Anand et al., 2006). Among other studies, and although not explicitly naming 

intersectionality, gender studies researchers have pointed out that CVD investigations that 

focus solely on one social category, like gender, obscures the fact that CVD is disproportionately 

experienced by racial minority and low income groups whose lives are shaped by intersecting 

processes of differentiation along other social categories (Brister, Hamdulay, Verma, Maganti, 

& Buchanan, 2007; Greenlund et al., 1998; King, LeBlanc, Sanguins, & Mather, 2006). In terms 

of stroke and social disadvantage, a study applying the life-course approach, found that 

childhood social disadvantage was significantly associated with adult stroke risk independently 

of adult SES or measured CVD risk factors (Glymour, 2008). But precisely because of the 

complexity and multifactorial nature of CVD and stroke as leading causes of morbidity and 

mortality, their study requires a theoretically-backed approach to understand them.  This 

research endeavor presents a population-based quantitative approach of the intersectional 

framework to identify and explore CVD and stroke disparities that accounts for social 

disadvantage.  
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5.3 Methods  
Data  

To analyze cardiovascular disease and stroke disparities among various social groups of 

women the Medical Expenditure Panel Survey (MEPS) was used (Agency for Healthcare 

Research and Quality, 2014). The analytic file was retrieved from the 2010 Full-Year 

Consolidated Person-Level Data Household Component (MEPS-HC), a public access dataset. As 

a subset of the previous year’s national health interview survey (NHIS) which oversamples for 

Blacks, Hispanics, and Asians, the MEPS also oversamples policy-relevant groups like low 

income groups making it a useful tool to measure health disparities. The 2010 MEPS-HC file 

provides information collected on a nationally representative sample of 32,846 persons of the 

civilian noninstitutionalized population of the United States for calendar year 2010.  

Sample  

To account for the strong relationship between biological sex and cardiovascular disease 

the sample is restricted to assess disparities in diagnosis among women only.  Additional 

restrictions were applied to the sample: age (18 to 64), eligibility to answer the questions 

pertaining to the diagnosis of cardiovascular disease (coronary heart disease, myocardial 

infarction, angina, other heart disease) and stroke (transient ischemic attack), and positive 

MEPS person weights. Observations with any missing values were excluded as well, rendering 

the final sample to a maximum of 9,679 individuals.  

Missing data  

Missing data is kept to a minimum in MEPS because it is a panel data set with numerous 

rounds, therefore previous or future rounds are used to fill the information on missing 

observations, keeping missing data to a minimum.  Missing data on any of the variables used to 

produce the cardiovascular disease or stroke diagnosis was negligible (only 2 individuals had 

missing data on any of the diagnoses). For the covariates, the majority had less than 0.9% of 

data missing except for a usual source of care (1.8%), physical activity (1.7%), body mass index 

(3.7%), and smoking (7.9%). 
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Measures 

 MEPS collects data on a set of 15 conditions (including coronary heart disease, angina, 

myocardial infarction, and other unspecified heart disease as well as stroke) that are selected 

because of their relative high prevalence and because accepted standards for appropriate care 

are established. MEPS asks respondents (through individual questions, yes/no), if they have 

ever been diagnosed with coronary artery disease, angina or angina pectoris, heart attack 

(myocardial infarction), any other kind of heart disease or condition, and stroke (transient 

ischemic attack or mini-stroke). 

Dependent Variables 

 Three dependent variables (DV) were specified:  one for cardiovascular disease and 

stroke,  another for MI/Stroke (designated as acute events) and a  third capturing the diagnoses 

of any cardiovascular diseases not including MI (coronary artery disease, angina or angina 

pectoris or any other heart disease; these were designated as chronic events).  The first 

dependent variable was constructed by combining the five conditions and then dichotomizing a 

positive diagnosis for any of the conditions rendering a binary outcome. The second dependent 

variable indicated for the diagnosis of acute events, i.e. MI or stroke (1 = if MI or stroke had 

been diagnosed, 0 = if not). The third DV indicated the diagnosis of chronic cardiovascular 

disease conditions (1= diagnosed with coronary heart disease, angina, or other unspecified 

heart, 0 = if not). 

Variable of Interest  

The variable of interest is a categorical variable that comprises of 8 groups of women 

differentiated by race and income status.  

1. White high income females (referent in all models) 
2. White middle income  
3. White low income  
4. Black low income  
5. Native (AN/AI and NH/OPI) low income 
6. Asian low income  
7. Multiracial low income  
8. Other (composed of middle income women of all races) 
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Statistical Analyses  

The relationship between the variable of interest and each of the dependent variables 

was measured using logistic regression with person-level survey weights. The odds ratio can be 

used to determine whether an exposure is a risk factor for an outcome and to compare the 

magnitude of various risk factors for that outcome. In this instance the exposure is belonging to 

multiple and simultaneous positions of social disadvantage (i.e. female low-income of any of 

the racial minority groups) and each of the three specified cardiovascular disease outcomes.  

For each of the outcomes two models were specified,  (a) one accounting for access factors 

only (insurance coverage and usual source of care) and the (b) other accounting for access 

factors and risk behaviors (smoking, obesity, and physical inactivity).  

The covariates included in each of the six (6) models are age (years), years of education, 

employment status (employed versus not employed), marital status (married versus 

unmarried), residing in a metropolitan statistical area (MSA) (or not), U.S. region of residence 

(Northeast, Midwest, South, West), and ethnicity. 

Model 1 – Cardiovascular Disease and Stroke Diagnoses 

(a) CVD/Stroke Diagnosis = social disadvantage groupi + covariates+ access 
(b) CVD/Stroke Diagnosis = social disadvantage groupi + covariates+ access + risk behaviors 

i= each social group 
 

Model 2 – Acute Event Diagnosis 

(a) MI/Stroke Diagnosis= social disadvantage groupi + covariates+ access 
(b) MI/Stroke Diagnosis= social disadvantage groupi + covariates+ access + risk behaviors 

i= each social group 
 

Model 3 –Chronic Event Diagnosis 

(a) (Angina, Coronary heart disease, unspecified heart condition) Diagnosis =  
social disadvantage groupi + covariates+ access 

(b) Angina, Coronary heart disease, unspecified heart condition) Diagnosis = 
 social disadvantage groupi + covariates+ access + risk behaviors 
i= each social group 
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5.4 Results  

Characteristics  

Table 5.1 presents the social characteristics of the adult women in the sample. Table 

5.1a presents the unadjusted prevalence of cardiovascular disease and stroke presented by 

selected characteristics, weighted (applying MEPS survey weights) and unweighted. In total, the 

percentage of adult (18-64) women in the sample diagnosed with CVD is 9.91% which 

represents 9.93% of the U.S. adult female population in the U.S in 2010. Almost 12% of low 

income women were diagnosed with CVD or stroke.  The non-Hispanic Asian adult women 

group had the lowest unadjusted prevalence of 3.06% of CVD or stroke and the non-Hispanic 

Multiracial group of adult women had the highest prevalence in the sample (13.24%). 

Table 5.1b presents the distribution of constructed social groups’ and their respective 

unadjusted prevalence of cardiovascular disease and stroke diagnosis.  Among the groups with 

different levels of social advantage, the White high income group prevalence of cardiovascular 

disease and stroke was 8.93%.  Most notably the Black low income group had prevalence of 

almost 15% and the Multiracial low income group had 18%.    

Table 5.1c presents the distribution of selected self-reported risk factors by social group. 

In the sample, the highest prevalence of smoking was found in the Native low income group 

(29%), the lowest was among the Asian low income women (6.4%). The prevalence of obesity 

was the highest in Black low income women (26%), and the lowest again in the Asian low 

income group (10.86%). The prevalence of inactivity was the highest among Black low income 

(51%) and the lowest among White high income group (34.5%).  

CVD/Stroke Diagnosis Model  

The analyses presenting the odds ratios of cardiovascular disease or stroke diagnoses 

accounting for access factors and risk behaviors are presented in Table 5.2.  The referent to 

assess CVD / stroke diagnosis disparities among social groups is the White high income female 

group. Compared to the referent, the Multiracial low income group ( OR 2.17, 95% CI 1.08-4.33) 

had the highest increase in the odds of being diagnosed with CVD / stroke followed by the 

White middle income females, (OR 1.75, 95%CI 1.35 – 2.28) and the Black low income female 

group (OR 1.75, 95%CI 1.28-2.38). The Asian low income group had a decrease in the odds of 
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diagnosis compared to the referent (OR 0.47, 90% CI 0.22-1.02). The access factors, as defined 

by having health insurance (OR 1.31, 95%CI 1.02-1.68) and a usual source of care (OR 1.59, 

95%CI 1.22-2.08) increased the odds of being diagnosed with CVD/Stroke. 

The model accounting for both access factors and the risk behaviors of inactivity, 

obesity and smoking slightly attenuated the odds ratio of being diagnosed with CVD or stroke 

for the White middle and low income groups as well as the Black low income group, but the 

increases in the odds remain significant. Inactivity (OR 1.21 95%CI 1.00-1.47), and having a BMI 

at or above 30 (OR 1.22, 95%CI 1.01-1.48) increased the odds of being diagnosed.  

Acute Events Model- MI/ Stroke   

The odds ratios assessing disparities in the diagnosis of acute cardiovascular events (MI 

/Stroke) in the sample are presented in Table 5.3. Compared to the referent, the Multiracial low 

income group had the highest increase in the odds of being diagnosed with an acute event (OR 

4.80, 90% CI 1.75-13.14), followed by the Black low income group ( OR 4.05, 95% CI, 2.33-7.05), 

the White low income female group (OR 2.83, 95%CI 1.65-4.86), the Native group (OR 2.78, 

95%CI 0.88-8.81) and the group composed of high and middle income racial minority women 

(OR 2.37 95% 1.43-3.92). Having health insurance increased the probability of a positive acute 

event diagnosis (OR 1.51, 95% CI 1.03-2.22), but not having a usual source of care. Controlling 

for risk behaviors attenuated the increases in the odds ratios, and rendered the increases for 

the Multiracial and the Native groups statistically insignificant. Each risk factor (obesity, 

smoking, inactivity) was statistically significant in increasing the odds of being diagnosed with a 

heart attack or stroke.  

Chronic Events Model – Coronary Heart Disease, Angina, Other Heart Disease  

The odds ratios assessing disparities with a cardiovascular disease chronic health 

conditions are presented it Table 5.4. In the access model the White low income (OR 1.54, 95% 

CI 1.16-2.03) experienced an increase in the odds of being diagnosed with any of the chronic 

CVD outcomes compared to the referent. The Asian group had lower odds of being diagnosed 

with the outcome (OR 0.41, 95% CI 0.17- 3.44) compared to the referent. Being insured (OR 

1.34 95%CI 1.03-1.74) and having a usual source of care (OR 1.69 95%CI 1.27-2.24) increased 

the odds of being diagnosed with a chronic CVD diagnosis. The model including risk behaviors 
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attenuated the increase in the odds of the White low income group and the decrease in the 

odds of the Asian low income group of having a positive chronic CVD diagnosis. Being inactive 

was the only statistically significant behavior increasing the odds of a being diagnosed with 

chronic CVD.  

5.5 Discussion 
Cardiovascular disease overburdens those who inhabit socially disadvantaged positions 

of gender, race and class.  Little has been published on cardiovascular disease diagnosis in 

groups at the intersection of three simultaneous socially disadvantaged positions of being 

female, of a racial minority and of low income; as that the majority of health disparity research 

tends to be approached without the application of the social disadvantage perspective and the 

backing of conceptual or theoretical frameworks. This study applied a quantitative approach of 

the intersectional framework to investigate the multiple levels and factors affecting 

cardiovascular disease (acute and chronic events) diagnosis disparities in women with different 

social advantage positions. 

Measures of healthcare access (insurance coverage and usual source of care) and risk 

behaviors  were included to assess disparities low income women of racial minority groups 

faced an increase in the odds of being diagnosed to acute or chronic cardiovascular adverse 

health events compared to the socially advantaged referent of White high income women.  For 

cardiovascular disease in general, the White, Black, and Multiracial low income groups 

experienced increases in the odds of being diagnosed with CVD/stroke. For acute events the 

White, Black, Native, and Multiracial low income groups and the racial minority group of high 

and middle income had increased odds of diagnoses compared to the referent. For chronic 

events the White low income group experienced increases in the odds of been diagnosed. The 

Asian low income female group experienced statistically significant decreases in the odds of 

being diagnosed with CVD/stroke, as well as chronic CVD diagnoses compared to the White 

high income female referent.  

The importance of applying the intersectional framework rests upon its ability 

(facilitation) to understand the multiple and simultaneous levels that affect cardiovascular and 

stroke health outcome disparities. Intersectionality allows us to visualize several issues: 1) 
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identify subgroups within a population where the heterogeneity of effects of belonging to 

different socially advantaged groups can be explored; 2) to explore the impact of access and 

behavioral components in disparities; which altogether allow us to acknowledge the micro, 

meso, and macro level factors affecting disease processes and finally 3) to identify issues with 

current prevalence estimation issues.  

First, applying a quantitative approach to intersectionality capturing the simultaneous 

and multiple positions of social disadvantage allows for the nuanced assessment of disparities 

in the probability of being diagnosed with CVD/stroke across social context locations(Bauer, 

2014). This quantitative intersectional application allows us to see the heterogeneity among 

social groups in the odds of being diagnosed with cardiovascular disease when accounting for 

healthcare access factors and risk behaviors. Throughout the analyses, it is evident that 

although the socially disadvantaged locations of being female and low income are shared, yet 

differences among racial groups remain. In an unadjusted analysis, compared to the White high 

income women group referent, the groups of low income women who are racial minorities 

(with the exception of the Asian group) all have an increase in the odds of being diagnosed with 

CVD or stroke. This  justifies the application of intersectional research in health disparities, by 

pointing out that although SES plays a major role in health disparities, by itself it is insufficient 

to explain away the health outcome differentials seen (Williams, 2005).  

Of particular interest is the Asian low income group, which in spite of its social 

disadvantage, still exhibits lower odds of being diagnosed with adverse heart disease and stroke 

outcomes compared to the referent. The literature of Asian health disparities identifies the 

groups as having better health outcomes(Stella, Huang, & Singh, 2004), but seldom accounts for 

gender and SES levels in the analyses simultaneously. Intersectionality points out that, unlike 

the multiple jeopardy line of thought, positions of social disadvantage do not necessarily 

materialize into adverse health outcomes (D. F. Warner & Brown, 2011). The multiracial 

individuals are seldom included in health disparities research for a variety of reasons, the most 

predominant of which is sample size. In this analysis this group has increased odds of 

CVD/stroke diagnoses, further exploration into the social and health status of the multiracial 
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group in the U.S. is imperative. Moreover, Black low income women continue to bear an 

increase of burden disease.   

Second, as a multi-level approach intersectionality allows us to incorporate macro level 

factors in the analyses of health outcomes. Insurance and usual source of care, as 

measurements of health care access, are important structural components in the diagnosis of 

CVD/Stroke. For the analyses each of these were thought to have different impacts on the 

diagnosis of acute events like heart attack and stroke, versus chronic events like angina, 

coronary heart disease, or other unspecified heart conditions.  In the model capturing all 

cardiovascular disease or stroke diagnoses, having insurance and a usual source of care were 

statistically significant. Once the CVD/stroke diagnoses were disaggregated into acute and 

chronic their respective roles surfaced. In the acute events (MI/Stroke) model having health 

insurance increased the odds of being diagnosed with a heart attack or stroke, but not having a 

usual source of care. One possible explanation for this may be related to the natural history of 

these acute events, where the clinical and medical manifestations of the events and their 

urgency may aid in their prompt identification. In the chronic event model, having both 

insurance and a usual source of care increased the odds of being diagnosed. It is conceivable 

that in order to detect a chronic –latent-- ailments, having access to the healthcare system 

through health insurance and a regular source of care are important and necessary for the 

detection of these chronic diseases. Having both would increase the opportunity for a patient 

to be exposed to a healthcare professional who would assess symptoms (active or latent), 

secure a diagnosis through medical and clinical examinations and procedures, and finally 

initiate treatment.  

Additionally, the risk behaviors accounted for in the models are smoking (Barbeau, 

Leavy-Sperounis, & Balbach, 2004; Institute of Medicine, 2001), obesity (Calle, Rodriguez, 

Walker-Thurmond, & Thun, 2003; Calle, Thun, Petrelli, Rodriguez, & Heath Jr, 1999; Dixon, 

2010; Kopelman, 2000), and physical inactivity among others (Centers for Disease Control and 

Prevention, 2015b; Lloyd-Jones et al., 2009).  In these analyses we accounted for obesity, 

inactivity and smoking, given that these were available from MEPS. The inclusion of risk 

behaviors in the analyses attenuated the increases or decreases in the odds of being diagnosed 
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with CVD/stroke (acute and chronic events) for social groups compared to the referent.  As 

important modifiers of the risk of disease, the odds of exhibiting smoking, obesity and inactivity 

were estimated (results not shown).  The odds of smoking, being obese and inactive were 

higher for all but one (Asian low income) of the social groups compared to the referent. 

Through an intersectional lens, risk behaviors are not be construed as individual level factors to 

be mitigated via individual health behavior interventions as recommendations to reduce risk 

behaviors tend to advocate for primary and secondary prevention (McGruder, Malarcher, 

Antoine, Greenlund, & Croft, 2004) without accounting for structural factors that shape or limit 

risk behaviors (O’Campo & Dunn, 2011). Thus, reducing risk behaviors also requires attention to 

the complexities of gender, race and class (Barbeau, Krieger, & Soobader, 2004).  Moreover, 

risk behaviors have been suggested to be used as coping mechanisms for psychosocial stress 

(brought on by social disadvantage)  and it has been linked to cardiovascular disease and stroke 

outcomes (Rozanski, Blumenthal, & Kaplan, 1999; Stoner, Stoner, Young, & Fryer, 2012).   

Finally, it must addressed that in this study the manner in which cardiovascular disease 

and stroke prevalence is captured through MEPS is via a proxy of prevalence: a diagnosis from a 

medical professional that presumes access to health care.  The question asked in MEPS is: 

“have you been diagnosed with ___________________(heart attack, angina, coronary heart 

disease, and other unspecified heart diseases)”.  Where there is a lack of access, as in with 

disadvantaged groups, the likelihood of being diagnosed decreases, particularly for chronic 

conditions, and the true prevalence of the disease are suspect to underestimation in these 

populations- perhaps even more so in those who inhabit multiple disadvantage positions.  In 

the models presented we are exploring disparities within a context where access is accounted 

for and therefore the detection of disparities must be explained knowing that there is an initial 

barrier to diagnosis inherent to the data collection method.  Moreover, it is also known that 

cardiovascular disease risk and self-reported risk behaviors are underestimated (Jørstad et al., 

2016; Selvin & Erlinger, 2004).  

5.6 Limitations 
There are some limitations to be addressed. First, the intersectionality definition used in 

this quantitative approach is limited to gender, race and class.  It is acknowledged that this 
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“trinity,” only represents the most prominent of social categories and does not delve into other 

social positions or categorizations like sexual identity, disability status or even ethnicity (Latino 

or non-Latino). These social categories are important and worthy of study. However, the focus 

of this study is three social categories that are the most prominent in the literature as well as in 

data available for research. Ethnicity, for example, was not included in the construction of the 

social disadvantaged groups because it would constrain the sample size of the groups to a level 

where statistical analyses would be unfeasible. We did account for ethnicity, however, in the 

covariates given its importance in health disparities research in the U.S. Moreover, it is 

acknowledged that although interconnected, each category in the trinity has a different 

ontological basis, irreducible to other social divisions and therefore, not qualitatively the 

same (Dhamoon & Hankivsky, 2011). Nonetheless, given the documented relationship between 

each of the trinity components and health, we believe the approach is valid. 

Second, each of the variables used to identify the intersectional population do not have 

“socially inclusive” categorizations. For example, the social understanding of gender is more 

evolved than its binary designation and the “macro” grouping of racial groups like Asian, 

sometimes suppresses health disparities within subgroups (e.g. Southeast Asians, Cambodians, 

and Hmong) but without the copious collection and availability of disaggregated data, 

researchers are left without the ability to study subgroup dynamics. 

Third, the operationalization of class in this instance is limited to the MEPS poverty level 

categorization and is based solely on family income as opposed other approaches that combine 

income/wealth or assets, education level and profession/occupation. This highlights the need 

to collect data sets that do not divorce social contexts from health related data and that is 

made available for study. 

In this study Insurance status was composed of those who were insured and privately 

insured. This carries different implications for quality of care as disparities have been noted 

among those who are privately and publicly insured, however the scope of the study is limited 

to cover this extensive topic. 

Finally, the analyses are cross-sectional and the causal inferences that can be drawn are 

limited, even so they are informative. 
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5.7 Conclusions   
Intersectional scholars warn that continuing to ignore the complexity of people’s lives 

through unidimensional approaches to health disparities produces a knowledge base that is 

limited, incomplete and faulty, which carries the risk of reifying rather than reducing a range of 

health disparities (Hankivsky & Christoffersen, 2008). The lack of progress in ameliorating 

CVD/stroke  these disparities for the last thirty years, in spite of sizable investments in research 

and practice, may be evidence of a need to apply different conceptual approaches that lead to 

contextualized interventions to address health disparities. Beyond the diagnosis of CVD/Stroke 

events is also the issue of disparities along gender, race and SES in the quality of care as which 

continue to systematize and perpetuate health outcome disparities (Ayanian, Udvarhelyi, 

Gatsonis, Pashos, & Epstein, 1993; Ayanian, Weissman, Chasan-Taber, & Epstein, 1999; Hannan 

et al., 1999; Lillie-Blanton, Maddox, Rushing, & Mensah, 2004; Peterson, Wright, Daley, & 

Thibault, 1994; Schulman et al., 1999). Researchers and the policies they inform aimed to 

address cardiovascular disease must be inclusive, contextualized and focused on identifying 

fundamental causes of disease. Because of the complexity of cardiovascular disease and stroke, 

the intersectional framework, which acknowledges multiple, simultaneous and interrelated 

nature of social positions and accommodates multilevel (individual and structural) factors, 

relationships and processes,  is well positioned guide the work to identify and understand CVD 

and stroke outcomes (Dhamoon & Hankivsky, 2011). Intersectionality advocates and respects 

the self-determination by prioritizing the experiences from those who are affected by research 

and policy decisions and begs that the study and practice conducted to address diseases 

incorporate a bottom-up social justice and collective approaches to health. 
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Table 5.1 Sample Characteristics of Non Elderly (18-64) Women 
Demographic Information , n=9,679 Unweighted % Weighted % 

Age (Average) 40.41  
Years of Education (Average)  12.79  
   
Hispanic 26.17 14.68 
   
Not Employment 33.31 28.4 
   
Married 68.46 71.3 
   
Region of the U.S.    

Northeast 16.19 18.35 
Midwest 19.72 21.48 

South 37.75 37 
West 26.34 23.17 

   
Non MSA Residence  12.78 15.07 
   
Language of Interview    

English 84.72 92.82 
Spanish  12.06 5.63 

English and Spanish  2.25 10.8 
Other  0.97 0.48 

   
Insured  78.4 84.54 
   
Usual Source of Care 74.23      78.98 
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Table 5.1a.  Unadjusted prevalence of cardiovascular disease and stroke presented by 
selected characteristics, weighted and unweighted 

Characteristics of Non Elderly Sample Unweighted % Weighted % 
2010 U.S. Pop 

Women diagnosed with CVD & Stroke 9.91 9.93 
Low income women diagnosed with CVD & Stroke 11.87 3.98 
Positive CVD & Stroke diagnosis by Racial Group   

Non-Hispanic White  9.66 12.72 
Non-Hispanic Black  12.92 1.98 

 NH American Indian/ Alaska Native 11.11 0.14 
NH  Native Hawaiian or Other Pacific Islander 8.62 0.48 

 Non-Hispanic Asian 3.06 5.02 
Non-Hispanic Multiracial 13.24 1.17 

Note: Cardiovascular disease comprises of coronary heart disease, angina, myocardial infarction, other unspecified heart 
disease and stroke (transient ischemic attack) 
 
Table 5.1b. Social groups’ distribution and unadjusted prevalence of cardiovascular disease 
and stroke diagnosis, weighted unweighted   

Social Group Percent of Sample 
(Weighted) 

CVD/Stroke Dx 
Unweighted % 

CVD/Stroke Dx 
Weighted % 

White High Income Referent 19.52 (31.39) 8.93 2.84 
White Middle Income  21.49 (24.32) 8.6 2.22 
White Low Income  27.36 (24.19) 11.02 2.77 
Black Low Income 12.05 (6.39) 14.93 0.91 
Native Low Income 0.83 (6.5) 12.09 0.11 
Asian Low Income  2.21 (1.34) 3.57 0.04 
Multiracial Low Income 0.61 (0.49) 18.46 0.10 
High-Middle Income Minority 15.94 (11.22) 9.91 0.93 

Note: Cardiovascular disease comprises of coronary heart disease, angina, myocardial infarction, other unspecified heart 
disease and stroke (transient ischemic attack) 
 
Table 5.1c. Distribution of selected self-reported risk factors by social group, weighted and 
unweighted   

Social Group Smoker 
(Weighted) 

Obese 
(Weighted) 

Inactive 
 % (Weighted) 

White High income Referent 9.68 (2.89) 25.45 (7.76) 34.5 (10.9) 
White Middle Income  16.88 (4.59) 32.09 (7.81) 41.36 (9.6) 
White Low Income  23.15 (6.06) 34.23 (7.52) 50.72 (10.4) 
Black Low Income 26.23 (1.63) 47.81 (3.04) 51.39 (3.4) 
Native Low Income 28.92 ( 0.25) 40.23(0.32) 45.05 (0.4) 
Asian Low Income  6.4 (0.10) 10.86 (0.12) 48.42 (0.6) 
Multiracial Low Income 45.9 (1.02) 42.62 (0.21) 45.31 (0.2) 
High/Middle Racial Minorities 8.92 30.3 (3.65) 41.17 (4.8) 
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Table 5.2. Odds Ratios of CVD / Stroke Diagnoses for Nonelderly 18-64 Women by Social 
Group  
 Access Confidence 

Interval  
Behaviors Confidence 

Interval  
Social Groups     

White High Income Female Ref    
White Middle Income Female 1.18 0.91-1.54 1.13 0.85-1.50 
White Low Income Female 1.75*** 1.35-2.28 1.62*** 1.24-2.13 
Black Low Income Female 1.75*** 1.28-2.38 1.56** 1.14-2.14 
Native Low Income Female 2.27 0.84-6.10 2.17 0.82-5.75 
Asian Low Income Female 0.47+ 0.22-1.02 0.44+ 0.19-1.00 
Multiracial Low Income Female 2.17* 1.08-4.33 1.47 0.61-3.58 
Others 1.04 0.80-1.36 1.02 0.78-1.33 

Covariates     
Age as of 12/31/10 1.05*** 1.04-1.06 1.05*** 1.04-1.06 
Years of Education  0.98 0.94-1.01 0.99 0.95-1.02 
Hispanic 0.91 0.68-1.23 0.89 0.65-1.22 
Not employed 1.86*** 1.51-2.29 1.87*** 1.51-2.32 
Married 0.88 0.70-1.11 0.87 0.69-1.11 
Region in the U.S.      

Northeast Ref    
Midwest 1.28+ 0.98-1.68 1.20 0.89-1.62 

South 1.28+ 0.98-1.67 1.23 0.93-1.63 
West  0.96 0.72-1.27 0.96 0.71-1.30 

Non-MSA 1.32* 1.05-1.66 1.27+ 0.99-1.63 
Language of Interview     

English  Ref    
Spanish 0.53* 0.32-0.88 0.55* 0.32-0.95 

English & Spanish 1.04 0.49-2.20 1.03 0.48-2.23 
Other 0.14* 0.03-0.63 0.18* 0.04-0.84 

Insured public/private 1.31* 1.02-1.68 1.26+ 0.98-1.63 
Has USOC 1.59*** 1.22-2.08 1.57** 1.18-2.07 
Not Active   1.21+ 1.00-1.47 
BMI>30   1.22* 1.01-1.48 
Smoker   1.09 0.89-1.35 
Observations 9679  8630  
F-stat(p-value) 15.98***  13.63***  

+ p < 0.1  * p < 0.05 ** p < 0.01 *** p < 0.001 
USOC – Usual Source of Care 
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Table 5.3. Odds Ratio of Myocardial Infarction or Stroke Diagnoses for Non Elderly Women   
 Access Confidence 

Interval 
Behaviors Confidence  

Interval  
Social Groups     

White High Income Female     
White Middle Income Female 1.41 0.82-2.41 1.25 0.67-2.32 
White Low Income Female 2.83*** 1.65-4.86 2.58** 1.42-4.70 
Black Low Income Female 4.05*** 2.33-7.05 3.57*** 1.93-6.61 
Native Low Income Female 2.78+ 0.88-8.81 2.51 0.76-8.28 
Asian Low Income Female 0.49 0.10-2.41 0.61 0.12-3.02 
Multiracial Low Income Female 4.80** 1.75-13.14 2.48 0.63-9.76 
Other(Racial Min HMI) 2.37*** 1.43-3.92 2.34** 1.38-3.97 

Covariates     
Age as of 12/31/10 1.08*** 1.07-1.10 1.08*** 1.06-1.10 
Years of Education  0.93** 0.89-0.98 0.96 0.91-1.01 
Hispanic 1.30 0.83-2.01 1.43 0.90-2.27 
Not employed 2.28*** 1.67-3.09 2.22*** 1.61-3.06 
Married 0.86 0.57-1.30 0.91 0.58-1.45 
U.S. Region      

Northeast Ref    
Midwest 1.75* 1.03-2.95 1.57 0.86-2.86 

South 1.12 0.66-1.91 1.11 0.61-2.01 
West  0.83 0.48-1.44 0.89 0.50-1.60 

Non-MSA Residence 1.33 0.93-1.91 1.18 0.80-1.75 
Language of Interview     

English  Ref     
Spanish 0.40* 0.20-0.80 0.41* 0.19-0.89 

English & Spanish 0.57 0.12-2.71 0.60 0.13-2.83 
Other 0.17+ 0.02-1.31 0.23 0.03-1.88 

Insured public/private 1.51* 1.03-2.22 1.51* 1.02-2.25 
Has USOC 1.29 0.88-1.89 1.34 0.88-2.03 
Not Active   1.41+ 0.98-2.02 
BMI>30   1.43* 1.01-2.03 
Smoker   1.61* 1.04-2.50 
Observations 9680  8631  
F- Statistic (p-value) 16.71***  14.93***  

+ p < 0.1  * p < 0.05- ** p < 0.01- *** p < 0.001 
USOC – Usual Source of Care 
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Table 5.4. Odds Ratios for Chronic Heart Disease Diagnoses for Nonelderly Women 18-64  
 Access Confidence 

Interval  
Behavior Confidence 

Interval  
Social Groups     

White High Income Female Ref  Ref  
White Middle Income Female 1.08 0.81-1.44 1.03 0.76-1.40 
White Low Income Female 1.54** 1.16-2.03 1.44* 1.09-1.92 
Black Low Income Female 1.33 0.93-1.90 1.20 0.83-1.73 
Native Low Income Female 1.79 0.56-5.76 1.72 0.53-5.51 
Asian Low Income Female 0.41* 0.17-0.98 0.36* 0.14-0.94 
Multiracial Low Income Female 1.62 0.76-3.44 1.10 0.41-2.98 
Racial Minorities High Mid. 
Income 

0.86 0.63-1.17 0.85 0.63-1.15 

Covariates     
Age as of 12/31/10 1.05*** 1.04-1.06 1.04*** 1.03-1.05 
Years of Education  0.98 0.94-1.02 0.99 0.95-1.03 
Hispanic 0.83 0.59-1.16 0.78 0.55-1.12 
Not employed 1.75*** 1.39-2.20 1.74*** 1.38-2.21 
Married 0.89 0.69-1.15 0.88 0.68-1.14 
Region in the U.S.      

Northeast Ref    
Midwest 1.19 0.90-1.56 1.09 0.81-1.48 

South 1.34* 1.01-1.76 1.28 0.95-1.71 
West  0.99 0.74-1.34 0.99 0.72-1.36 

Non-MSA 1.37** 1.10-1.72 1.32* 1.04-1.68 
Language of Interview     

English  Ref    
Spanish 0.60+ 0.35-1.03 0.66 0.38-1.15 

English & Spanish 1.04 0.48-2.25 1.03 0.46-2.30 
Other 0.12* 0.02-0.88 0.15+ 0.02-1.14 

Insured public/private 1.34* 1.03-1.74 1.25 0.95-1.66 
Has USOC 1.69*** 1.27-2.24 1.62** 1.21-2.18 
Not Active   1.28* 1.05-1.55 
BMI>30   1.18 0.97-1.44 
Smoker   1.00 0.80-1.24 
Observations 9679  8630  
Pseudo R2 12.99***  11.67***  

+ p < 0.10   * p < 0.05 ** p < 0.01 *** p < 0.001 
USOC – Usual Source of Care 
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6.1 Abstract 
Introduction: Health insurance coverage and having a usual source of care contribute to better 

health outcomes. Disparities in insurance coverage and usual source of care exist along race, 

class and gender as well as other social categories. Basing disparities research solely on race (as 

is predominantly carried out in the U.S.) occludes disparities that occur along other dimensions 

within the social context (gender, SES, geography etc.). The intersectional framework applies a 

social perspective to health disparities research that accounts for the simultaneity and co-

constitutive nature of multiple positions of social disadvantage and acknowledges the 

relationship between the micro-level of experience is impacted by macro or structural level 

factors. Methods: Using the Medical Expenditure Panel Survey–HC 2010 odds ratios and 

average marginal effects were estimated to assess disparities in insurance coverage and having 

usual source of care among eight (8) groups with differing social advantage positions, where 

the referent was the most socially advantaged group in each model. Results: The odds of being 

uninsured were higher for all, but one, (multiracial low income) groups compared to the most 

socially advantaged referent (white high income male), with the Asian low income women 

group having the highest increase in the probability of not being insured. The odds of not 

having a usual source of care were estimated by stratifying by gender and insurance status. 

Among insured women the native low income group had the highest increase in the probability 

of not having a USOC; for the insured women it was the Asian low income group. Among 

uninsured males the native low income males had the highest increase in the probability of not 

having a USOC; for the insured males it was the Asian low income group. Conclusions: 

Belonging to a socially disadvantaged group hampers meaningful access to health care. The 

disadvantage persists even among the insured where disparities in having a usual source of care 

are pronounced.  
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6.2 Introduction 
Health Care Access: Insurance Coverage and Usual Source of Care 

The U.S. health care system is designed to improve the physical and mental well-being 

of all Americans by preventing, diagnosing, and treating illness and by supporting optimal 

function, yet it has been consistently shown that the low-income and racial and ethnic 

minorities face more barriers to access and receive poorer quality of care (Agency for 

Healthcare Research and Quality, 2002). Health insurance coverage and having a usual source 

of care (USOC)have each been shown to contribute to better health outcomes (Davis & 

Rowland, 1983; DeVoe, Fryer, Phillips, & Green, 2003). Both are tracked by the Agency for 

Healthcare Research and Quality as measures of access to the health care system and have 

been monitored since 2002 as part of the effort to reduce health care access disparities (AHRQ 

2002). 

Being uninsured affects people’s access to needed medical care and threatens their 

financial security. Prior to the implementation of the ACA (2010), those who were under 65 

years of age and those who were not able to receive insurance as a job benefit made up the 

majority of those who were uninsured.  While Medicaid was able to fill some of the gaps in the 

availability of coverage for the low-income, the eligibility requirements in some states were 

restrictive enough to render a sizable portion of non-elderly adults without access to care. For 

those individuals residing in states that opted out of the Medicaid expansion the challenges 

remain.  The access barriers facing uninsured people means they are less likely to receive 

preventive care, are more likely to be hospitalized for conditions that could have been 

prevented, and are more likely to die in the hospital than those with health insurance (The 

Henry J. Kaiser Family Foundation, 2012).  Uninsured families struggle financially to meet basic 

needs, and medical bills can quickly lead to medical debt(The Henry J. Kaiser Family Foundation, 

2015).   The uninsured are more likely to delay or forgo care which can lead to health problems, 

and increase the likelihood of hospitalization for avoidable conditions. Research has 

demonstrated that extending coverage to the uninsured improves physical and mental health, 

reduces mortality rates, and ameliorates financial strain associated with health care costs(The 

Henry J. Kaiser Family Foundation, 2012). 
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When directly compared with health insurance status, having a usual source of care has 

been found to be a stronger predictor of access to care and to have a stronger influence on the 

receipt of preventive services and the likelihood of timely visits to health care facilities (Ettner, 

1999; Sox, Swartz, Burstin, & Brennan, 1998). A consistent source of care also has been 

associated with lower use of the emergency department and shorter lengths of stay in the 

hospital (Gill, 1997).  In 2010, 53% of the uninsured did not have a usual source of care 

compared to only 10% of those with either private or public insurance (The Henry J. Kaiser 

Family Foundation, 2015). When people lack a usual source of care, their access to necessary 

services is reduced resulting in poorer health outcomes (Hayward, Bernard, Freeman, & Corey, 

1991; Weissman, Gatsonis, & Epstein, 1992). Moreover, having a usual source of care is of 

specific importance for those with chronic illness in terms of disease management (Lambrew, 

Defriese, Carey, Ricketts, & Biddle, 1996). Having a usual source of care and having health 

insurance are independent and additive predictors of the likelihood of receiving preventive care 

which are important in disease management (DeVoe et al., 2003).  

Health Care Access Disparities 

Disparities in insurance coverage and usual source of care exist along race, class and 

gender as well as other social categories. Racial and ethnic minorities when compared to White 

counterparts have much more limited access to care (Hargraves, 2002). Documented barriers to 

access to health care for racial minorities include having low income and education levels as 

well as having lower rates of private insurance coverage (The Henry J. Kaiser Family Foundation, 

2013b) and having higher probabilities of being underinsured or uninsured (The Henry J. Kaiser 

Family Foundation, 2014). Moreover, when compared to Whites, minorities have higher 

participation rates in public health care programs (The Henry J. Kaiser Family Foundation, 

2013a) which are associated with delayed  access to health related services (Ashton et al., 

2003).  Several reports that contribute to the knowledge and understanding of disparities in 

insurance coverage and usual source of care are based on gender, race, and class. However the 

reports, focus on presenting data based on one social disadvantaged position at a time, 

ignoring the multiple, interrelated and simultaneous impact on the access of health services 

(Lillie-Blanton & Hoffman, 2005).  
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Intersectionality  

Intersectionality is a theoretical framework that arose from the critique of mainstream 

civil and social movement politics in the 1970s and 80s which excluded the voice of Black 

women (Collins, 2002; Crenshaw, 1989; McCall, 2005).  In response to this exclusion, 

intersectionality arose as a call to recognize those who bear multiple forms of marginalization 

based on the intersection of multiple social categories and positions (Hancock, 2007).  It has 

become a conceptual tool for understanding how multiple social categories or identities such as 

race, gender, sexual orientation, socioeconomic status (class), and disability intersect at the 

micro-level of individual experience to reflect interlocking systems of privilege and oppression 

(i.e., racism, sexism, heterosexism, and classism) at the macro-social structural level (Bowleg, 

2012). 

Intersectionality posits that social categories (gender, race, class, ability, sexuality, etc.) 

are contextually defined and as such are defined by time and place, within these categories, 

advantaged and disadvantaged social positions exist. Social disadvantage has been defined as 

the unfavorable social, economic or political conditions that some groups of people 

systematically experience based on their relative social position in social hierarchies that 

precludes them from equal access to power, property, wealth and prestige(P. A. Braveman, 

Cubbin, Egerter, Williams, & Pamuk, 2011).  For example, in the category of gender, females 

have historically been disadvantaged in terms of property, prestige, power and wealth, similarly 

those who are racial minorities and those in lower socioeconomic positions are in 

disadvantaged positions within their respective categories.  The relationship between health 

disparities and the social context is established when health disparities are defined as: “… 

potentially avoidable differences in health (or in health risks that policy can influence) between 

groups of people who are more and less advantaged socially; these differences systematically 

place socially disadvantaged groups at further disadvantage on health” (P. Braveman, 2006). 

The disparity in access to resources may be detected in those groups who embody multiple 

positions of social disadvantage, such as low income who are racial minorities.   

Healthcare access disparities research in the U.S. has focused on populations who 

represent those who are in one socially disadvantaged position at a time, most often focusing 
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on racial minorities and/or low income groups. The approach is fragmented and incomplete 

because each disadvantaged position is accounted for in isolation of the others. 

Intersectionality holds that multiple categories and positions exist simultaneously and are 

mutually constitutive and therefore carrying out a fragmented approach to their enumeration is 

not conducive to their eradication. It is imperative that these characteristics of simultaneity and 

co-occurrence be captured when enumerating disparities and when identifying intervenable 

factors to address health disparities. Quantitative approaches to intersectionality have a pivotal 

role to play in identifying the nuances in the access barriers among different multiply-

marginalized subgroups in the population reflecting the intersection of several identities, 

positions, processes, and policies (Bauer, 2014). Quantitative intersectional approaches 

promise to improve the quality of research by including theoretical backings to public health, 

and health disparity research, especially in the potential to accurately document how inequity 

in access to health services contribute to health disparities and to identify root causes and 

ultimately aid in formulating solutions (Bauer, 2014; Bowleg, 2012; Warren et al., 2012). 

The purpose of this study is to apply a quantitative approach of the intersectional 

framework to assess the healthcare access (captured by insurance coverage and having a usual 

source of care) disparities among groups at different intersections of social (dis)advantage in 

the United States compared to a most socially advantaged referent.  

6.3 Methods 
Data 

The data was retrieved from the publicly available consolidated household component 

(HC138) file of the Medical Expenditure Panel Survey (MEPS) Collected by the Agency for Health 

Care Quality and Research (Agency for Healthcare Research and Quality, 2014). The MEPS is a 

large-scale survey of families and individuals, their medical providers, and employers across the 

United States. The MEPS is the most complete source of data on the cost and use of health care 

and health insurance coverage (AHRQ, 2014).  As a subset of the previous year’s national health 

interview survey (NHIS) which oversamples for Blacks, Hispanics, Asians the MEPS also 

oversamples policy-relevant groups like low income groups making it a useful resource to 

measure health disparities. The 2010 MEPS-Household Component file provides information 
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collected on a nationally representative sample of 32,846 persons of the civilian 

noninstitutionalized population of the United States for calendar year 2010. After restrictions of 

age (18 to 64), positive MEPS person-level weights and missing values were applied the sample 

was restricted to 18,466 individuals.   

Dependent Variables 

Insurance Coverage 

The HC-138 File contains a constructed variable that summarizes health insurance 

coverage for each individual for 2010. The variable categorizes those with any private insurance 

coverage during 2010 into one group, those people who only had public health insurance 

during 2010 and those who were uninsured for the entirety of 2010.  Because the interest of 

this study is based on access to care, whether public or private means, the variable was 

dichotomized as an indicator for being uninsured (0= insured, 1= uninsured). 

Usual Source of Care 

For each individual family member, the MEPS HC138 ascertains whether there is a 

particular doctor’s office, clinic, health center, or other place that the individual usually goes to 

if he/she is sick or needs advice about his/her health, the variable  captures a “yes”, “no”, or “I 

do not know” from the respondent. The variable was dichotomized into a yes (0) and no (1) 

removing the “I do not know” responses.  

Because health seeking behaviors such as having a usual source of care may be affected 

by gender norms and biological aspects of sex and by access to the health care system, the odds 

ratios for not having a usual source of care were stratified by gender, and insurance status. 

Explanatory Variable of Interest 

A categorical variable containing eight groups with different levels of social advantage was 

constructed (for male and females in the USOC analyses) 

1. White high income  
2. White middle income  
3. White low income 
4. White low income 
5. Black low income  
6. Native (American Indian /Alaska Native  and Native Hawaiian/Other Pacific Islander) 

low income  
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7. Asian Low income  
8. Multiracial low income 
9. Other (those who do not fit any of the descriptions above)  

Covariates  

The covariates in the model include age, education, ethnicity (Hispanic), employment 

status, marital status, region in the U.S., MSA residence status, language of interview, and 

whether the individual had been diagnosed with any of the 15 chronic disease of interest to 

MEPS, has any  instrumental activities of daily living (IADL), activities of daily living (ADL), 

functional, activity, or sensory limitations. 

Statistical Methods 

In order to measure disparities in the probability of being uninsured and not having  a 

usual source of care between the most socially advantaged group and the socially 

disadvantaged groups survey weighted logit regression models with average marginal effects 

were used. 

Two analyses were carried out, one modeling the probability of being uninsured based 

on social group membership and the other modeling the probability of not having a usual 

source of care: 

Model 1: Insurance Coverage 
Pr (uninsured) = a+ b1x1+ b2x2 + b3x3 + … + b10x10 + e  
b1 = categorical variable denoting 9 distinct social advantage 
groups 
   
Model 2: Usual Source of Care 
Pr (No usual source of care) = a+ b1x1+ b2x2 + b3x3 + … + b10x10 + e  
b1 = categorical variable denoting 9 distinct social advantage 
groups  
 

Average Marginal Effects at Representative Values 

In order to assess the magnitude of the relationships between the variable of interest 

and each of the dependent variables, the average marginal effects will be assessed post-logit 

regression estimation. The marginal effect is the difference in the probability of the event 

occurring between those for whom the condition of being socially disadvantaged is satisfied 

and for those who do not. 
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6.4 Results 

Characteristics of Sample 

The characteristics of the sample are presented in Table 1. The uninsured made up 

24.56% of the sample, which corresponded with 18.38 of the non-elderly U.S. population once 

weights were applied. Those without a usual source of care made up 31.43% of the sample, and 

26.67% of the U.S. population.  About 59% of the uninsured in the sample did not have a usual 

source of care, compared to 22% of those with insurance (Table 6.1b).  

Insurance Coverage  

The logit regression results modeling the log odds of being uninsured for the nonelderly 

are presented in exponentiated form for ease of interpretation in Table 6.2.  Compared to the 

White high income male referent, all of the groups exhibited an increase in the odds of being 

uninsured. Among the highest increases in the odds of being uninsured were the Asian low 

income women (OR 4.68, CI 95% 2.94-7.43), White low income male (OR 4.61, CI 95% 3.65-5.8), 

and the Native low income women group (OR 4.21, CI 95% 1.90-9.3).  Although the odds ratio 

for the Multiracial low income female group were not statistically significant (OR 1.79 95% CI 

0.77-4.19), probably due to a small sample size, they too had an increase in the odds of being 

uninsured. 

In terms of the covariates, there was an increase in the odds of being uninsured among 

those who were Hispanic (OR 1.51 CI 95% 1.27-1.79), who resided in the Southern (OR 1.72 CI 

95% 1.45-2.05),  and in the Western regions of the U.S. (OR 1.24 CI 95% 1.01-1.53) , those who 

answered the interview in Spanish only [OR 2.40 CI 95% 1.91-3.00), or in English and Spanish 

[OR 1.79 CI 95% 1.28-2.50], and for those who did not have any  limitation and or a chronic 

disease diagnosis (OR 1.52 CI 95% 1..37-1.69) .  Age, not being employed, living in a non-MSA 

area, and having answered the interview in a language other than solely English, did not have a 

statistically significant impact on the odds of being uninsured.   

The results of the post estimation Average Marginal Effects (AMEs) are shown in Table 

6.3 and summarize the changes in the probability of being uninsured. The average marginal 

effects identify the percentage point change in the probability of being uninsured for each of 

the groups. For example, for Asian low income females there is a 22 percentage point increase 
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in the probability of being uninsured compared to the White high income male. Similarly the 

Native low income females have a 20 percentage point increase in the probability of being 

uninsured, compared to the referent. The rest of the groups are similarly interpreted (value of 

dy/dx *100) to measure percentage point change in probability of being uninsured.  

Usual Source of Care 

Table 6.4 presents the exponentiated coefficient values of the logit regression estimates 

modeling the odds of not having a usual source of care for the nonelderly population. The 

White middle income male group (OR 1.32, 95% CI 1.09-1.59) and the White male low income 

group (OR 1.64, 95% CI 1.36-1.97) experienced an increase in the odds of not having a usual 

source of care compared to the White high income male referent. The Asian low income female 

group also experience an increase in the odds of not having a usual source of care (OR 1.52 

95%CI 1.07-2.15). Those in the group composed of middle income people of minority groups 

experience a decrease in the odds of not having a usual source of care (0.82 95% CI 0.70-0.95). 

For the covariates, age, years of education, not being employed and living in a non MSA area 

reduced the probability of not having a usual source of care. Living in the Midwest, South, West 

as well as not having a chronic disease diagnosis or limitation and being uninsured (OR 4.20 

95%CI 3.72-4.74) increased the odds of not having a usual source of care.  

Usual Source of Care by Gender and Insurance Status. 

The odds ratios for not having a usual source of care stratified by gender and by 

insurance status are presented in Table 6.5. By stratifying by gender and insurance status 

revealed that sizable disparities within both the uninsured and insured groups of both men and 

women.  For uninsured women, the Asian low income female group experienced an increase in 

the probability of having no usual source of care compared to the referent and the Native low 

income female groups were considerably more likely to have a usual source of care. For insured 

women, all of the groups experienced increases in the odds of not having a usual source of care 

that were statistically significant, except for the multiracial group, again probably due to a small 

sample size. For uninsured men, the White and Black low income groups experienced an 

increase in the odds of not having a usual source of care compared to the referent. Among 

insured men, all of the groups experienced an increase in the odds of not having a usual source 
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of care (although the native and the multiracial men’s were not statistically significant probably 

due to sample sizes). A more detailed account of the results follow.  

  For the uninsured women the odds of not having a usual source of care were statistically 

higher for Asian low income women (OR 3.10 95%CI 1.45-6.63) compared to the referent 

(White high income women) and were significantly lower for Native (AI/AN & NH/OPIs) low 

income women (OR 0.18 95%CI 0.05-0.70). Being older increases the odds of having a usual 

source of care as did having more years of education and living in a non-metropolitan statistical 

area (MSA). Living in the South and not having any chronic disease or limitation increase the 

odds of not having a usual source. 

For the insured women the White middle income females (OR 1.38 95% CI 1.09-1.75 ) , 

the White (OR 1.88 95% CI 1.47-2.41), the Black (OR 2.04 95% CI 1.57-2.65 ), Native (OR 2.67 

95%CI 1.14-6.25) and the Asian (OR2.67  95% CI 1.62-4.39)  low income females as well as the 

high and middle income racial minority groups (OR 1.40 95% CI 1.09-1.81 ) all face an increase 

in the odds of not having a usual source of care when compared to the referent. The odds are 

also higher for those who reside in any other region in the U.S. other than the Northeast, 

especially in the South. The odds are also higher for those without chronic disease or 

limitations.  

For uninsured males, the White (OR 1.48 90% CI 0.98-2.23) and Black (OR 1.73 95% CI 

1.03-2.89) low income groups had a significant increase in the odds of not having a usual source 

of care compared to the White high income male. The Native (OR 0.30 95% CI 0.10-0.89) low 

income group had lower odds of not having a usual source of care compared to the White high 

income females. Age and years of education lowered the odds of not having a usual source of 

care as well as not being employed and not living in a non MSA. Having answered the interview 

in Spanish or Other language increased the odds of not having a usual source of care as did not 

having a chronic illness or limitation.  

For the insured males the White middle income and the White, Black, Asian low income 

groups and the high and middle income racial minority male groups had higher odds of not 

having a usual source of care. Older age and not being employed reduced the odds of not 

having a usual source of care, as does not residing in an MSA area.  Higher odds of not having a 
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usual source of care were found for men residing in the South, in the West and who did not 

have any chronic disease or physical, sensory or functional limitations.  

The average marginal effects for non-elderly females and males by insurance status are 

presented in Table 6.6.  For the uninsured females the Native low income group experiences a 

decrease in the odds of not having a usual source of care compared to the White income 

female group, of 30 percentage points (AME * 100). The Asian low income group experiences 

an increase of 26 percentage points in the probability of not having a usual source of care 

compared to the referent. In the insured sample, all of the groups experience an increase in the 

probability of having a usual source of care compared to the White high income female referent 

that is statistically significant with the exception of the Multiracial group (again small sample 

sizes are suspected for statistical insignificance).  The Native and Asian low income group had 

the largest increase (14 percentage points) in the probability of not having a usual source of 

care compared to the referent.  

For uninsured males, the White low income and the Black low income group experience 

increases in the probability of not having a usual source of care by 8.3 percentage points and 

11.4 percentage points respectively. The Native group sees a decrease in the odds of not having 

a usual source of care of almost 27 percentage points. In the insured male population, with the 

exception of the Native and the Multiracial low income men, all other groups experienced an 

increase in the probability of not having a usual source of care, with the Asian low income male 

group having the largest increase of almost 21 percentage points.  

6.5 Discussion 
This study explored health care access disparities, as measured by insurance coverage 

and having a usual source of care, among groups at the intersection at different levels of social 

advantage. The intersectional framework allows us to visualize the probability of being 

uninsured and not having a usual source of care accounting for the disadvantaged social 

positions within gender, race and class simultaneously.  The intersectional framework allows us 

to identify a defined or particular population with concomitant social disadvantage positions. In 

terms of insurance coverage, our findings show that compared to the White high income male 

(most socially advantaged) referent group, all other social groups experienced an increase in 
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the odds of being uninsured. Compared to the same referent, all groups save for the Native 

group, had higher odds of not having a usual source of care. Further, stratifying by gender and 

insurance status revealed that there are disparities within the insured groups of both men and 

women, where the socially disadvantaged groups had higher odds of not having a usual source 

of care.  Our findings support the application of intersectionality to public health disparities 

research to provide a theory-backed approaches to population based research and render a 

more nuanced method to identifying and addressing health disparities.  

The findings of this study present a couple of points of consideration in terms of health 

disparities research.  First, the intersectional frameworks highlights the importance and 

interrelated nature of being socially disadvantaged in several social categories simultaneously 

at the micro level of experience that is then detected at the macro-level (structural) factors that 

perpetuate such disadvantage. In this study the lack of insurance is a structural barrier to access 

that is detected among all socially disadvantaged groups when compared to the socially 

advantaged referent, which is an example of how social disadvantage can translate to health-

related disadvantages.  Taking the stance that individuals should have access to the highest 

level of opportunity as that of the most socially advantaged group (P. Braveman, 2006) then 

lack of insurance coverage and having higher odds of not having a  usual source  are a symptom 

of broader social and structural disadvantage. Moreover, the lack of insurance increases the 

odds of not having a usual source of care, another layer of a potential for health disadvantage 

due to a structural factor. This points out to the important and extensive impact that structural 

changes can have in addressing health disparities in the U.S., the full implementation of the 

ACA has been identified as a possible mechanism through which health and healthcare 

disparities can be reduced. However, with some states opting out of the Medicaid expansion, 

those at lower income thresholds, who are disproportionately racial minorities and low income, 

were structurally left out of the possibility to access healthcare. Studies have already detected a 

decrease in the absolute number of uninsured after the ACA implementation the results still 

find disparities and these are identified by racial groups (Chen, Vargas-Bustamante, Mortensen, 

& Ortega, 2016).  Moving forward, the application of the intersectional approach to access 

disparities may render a more accurate and nuanced identification of groups without access. 
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And although it is important to decrease the number of those who are uninsured in general, 

equity and social justice approaches must be applied to minimize disparities among groups with 

different social advantage. 

Second, the findings point out that although insurance status is an important structural 

factor with major implications for health, it is not the only factor to be addressed if populations 

are to acquire access to care. In this sample, being uninsured has the largest magnitude in the 

odds of not having a usual source of care, identifying coverage as the main barrier to having a 

usual source of care. However, stark disparities were also found even among those who were 

insured as the inability of some social groups to secure a usual source of care remained 

significantly high. Included among those groups were the low income Asian female and male 

groups who retain the highest probabilities of not having a usual source of care in spite of 

having health insurance. Alternatively, for the groups composed of Native American and 

Alaskan Natives as well as Native Hawaiians and Pacific Islanders, although the group is at an 

increased probability of not having insurance, they appeared to have a usual source of care just 

as much as the high income white referents. One point to consider is the possibility of access to 

a usual source of care via the Indian Health Service, although the MEPS data set does not 

include any information on said insurance program.  

Third, given such disparities found in insurance coverage and having a usual source of 

care among the socially disadvantaged, measurements of disease prevalence predicated on an 

implicit access to healthcare (such as those found on the Behavioral Risk Factor Surveillance 

System, National Health and Nutrition Examination Survey and MEPS) may be underestimating 

the prevalence of disease for minority groups. For example, the Asian group in the same MEPS 

data set has the lowest rates of cardiovascular disease prevalence. The question asked by MEPS 

is: “have you ever been diagnosed with angina, coronary heart disease and other unspecified 

heart diseases.” Hence, if the respondent has not been expressly told by a medical practitioner 

that she or he has the specific disease, they may respond “no” even if they do have the disease. 

Thus the survey may underestimate the prevalence of diseases, particularly for non-acute 

chronic conditions. In particular to the Asian population, health disparities research has 

identified the group as having similar or even better health outcomes (Frisbie, Cho, & Hummer, 



98 
 

 

 

2001; Takeuchi et al., 2007) than Whites as a whole but considering the lack of access to care 

places in  question the accuracy of such findings   The heterogeneity of the Asian population has 

also been brought up given the noted variations across Asian American groups in terms of 

education and socioeconomic status. For example, Chinese, Japanese and Filipino immigrants 

tend to be highly educated and experience better physical and mental health than U.S. born 

Whites. However, there are immigrants from Southeast Asia like Vietnam and Laos who are 

generally in limited socioeconomic conditions and physical health. It has also been noted that 

this health advantage consistently decrease with duration of residents (Frisbie et al., 2001). 

More studies are needed addressing the health seeking behaviors of subgroups of Asians.  

Fourth, the findings point out that targeted healthcare access outreach campaigns may 

be tailored to sectors of the populations that are multiply marginalized. The implementation of 

the ACA could bring about the opportunity to operationalize access to care in more nuanced 

manners, given that mere insurance status will be less informing once a sizable sector of the 

population acquires health care. Other measures will have to be employed as meaningful 

measures of access. Measures  captured by the AHRQ (including structural barriers within the 

system [transportation, getting care, waiting times] and ability of provider to address patient 

needs [patient- physician communication, and relationship, cultural competency and health 

information]) have been tracked as well but have not been granted the level of attention that 

insurance coverage has. Other more comprehensive methods of measuring meaningful access 

to the health care system have been proposed as methods to gauge access such as that 

proposed by Nuñez-Mondaca but remain to be applied in a healthcare system settings (Nunez 

Mondaca, 2011).  

Finally, the intersectional approach facilitated the identification of groups that are often 

unnoticed in healthcare access disparities. The mainstream approach presenting health access 

disparities based solely by racial groups, disregards those who are multiracial, although it is 

conceivable that data collection and sample sizes are an issue when studying these populations 

the lack of available data in this day remains surprising. The intersectional framework points 

out that those who do not neatly fit into macro categories in the social context, may become 

invisible minorities and are further marginalized by being ignored in disparities work (Schulz & 
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Mullings, 2006). Other groups that are unidentified in health disparities research are the “non-

traditional” groups like the white low and middle income males who in this study had higher 

odds of not having a usual source of care and being uninsured. When the core issue is equity, all 

groups should have the same access as the most socially advantaged group.  

5.6 Limitations 

 This research study has several limitations. First, the intersectionality definition used in 

this quantitative approach is limited to gender, race and class.  The “trinity,” only represents 

the most prominent of social categories and does not delve into other social positions or 

categorizations like sexual identity, disability status or even ethnicity (Latino or non-Latino). 

These social categories are important and worthy of study. However, the focus of this study is 

three social categories that are the most prominent in the literature as well as in data available 

for research. Ethnicity, for example, was not included in the construction of the social 

disadvantaged groups because it would constrain the sample size of the groups to a level where 

statistical analyses would be unfeasible. We did account for ethnicity, however, in the 

covariates given its importance in health disparities research in the U.S. Moreover, it is 

acknowledged that although interconnected, each category in the trinity has a different 

ontological basis, irreducible to other social divisions and therefore, not qualitatively the same 

(Dhamoon & Hankivsky, 2011). Nonetheless, given the documented relationship between each 

of the trinity components and health, we believe the approach is valid and informative.  

Second, each of the variables used to identify the intersectional population do not have 

“socially inclusive” categorizations. For example, the social understanding of gender is more 

evolved than its binary designation and the “macro” grouping of racial groups like Asian, 

sometimes suppresses health disparities within subgroups (e.g. Southeast Asians, Cambodians, 

and Hmong) but without the copious collection and availability of disaggregated data, 

researchers are left without the ability to study subgroup dynamics.  

Third, the operationalization of class in this instance is limited to the MEPS poverty level 

categorization and is based solely on family income as opposed to other approaches that 

combine income/wealth or assets, education level and profession/occupation. This highlights 
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the need to collect data sets that do not divorce social contexts from health related data and 

that is made available for study.  

In this study Insurance status was composed of those who were insured and privately 

insured. This carries different implications for quality of care as disparities have been noted 

among those who are privately and publicly insured, however the scope of the study is limited 

to cover this extensive topic. 

Finally, the analyses are cross-sectional and the causal inferences drawn from the 

research are limited, even so they are informative.   

6.7 Conclusions 
Basing disparities research solely on race occludes disparities that occur along other 

dimensions within the social context (gender, SES, geography etc.). The intersectional 

framework applies a social perspective to health disparities research that accounts for the 

simultaneity and co-constitutive nature of positions of social disadvantage and acknowledges 

the relationship between the micro-level of experience impact macro or structural level factors. 

The intersection of social disadvantage manifests itself as a lack of access to structural systems, 

such as the healthcare system, perpetuating disadvantage and resulting in the exacerbation of 

health access and outcome disparities. The quantitative application of the intersectional 

framework allowed us to identify socially disadvantaged groups that are seldom included in 

healthcare disparities research like white middle and low income males. The application also 

allowed us to identify that disparities remain regarding having a regular source of care among 

those who are insured, indicating the need for interventions to address these disparities. The 

Affordable Care Act is expected to reduce the absolute number of the uninsured; however, 

equity and social justice approaches must be applied to reduce disparities among groups with 

different social advantage to ensure that the benefits of the policy are equitable.  Once data 

becomes available from MEPS a cross sectional comparison or panel analysis is warranted to 

assess the extent to which the ACA has ameliorated health care access disparities among the 

socially disadvantaged.  
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Table 6.1a. Insurance and Usual Source of Care - Characteristics of Sample.  
Characteristic, n=18,466  Unweighted % Weighted % 
Uninsured  24.56 18.38 
No Usual Source of Care 31.43 26.67 
Age  40.2  
Education  12.74  
Hispanic Ethnicity  26.57 15.53 
Not employed  28.06 24.2 
Single 33.63 32.08 
Region of the U.S.    

Northeast 15.71 18.18 
Midwest  20.14 21.59 

South 37.33 36.79 
West  26.81 23.45 

Non-MSA residence 12.85 15.1 
Language of Interview   

English 84.31 92.17 
Spanish  12.68 6.3 

Spanish and English  2.3 10.9 
Other 0.88 0.44 

No Chronic Disease or Limitation  61.48 64.61 
 
 
 
 
 
Table 6.1b. Uninsured and No Usual Source of Care, n= 18,466 
 Has Usual Source of 

Care % (weighted) 
No Usual Source of 
Care % (weighted) 

Total %  
(weighted) 

Insured  77.63 (65.44) 22.37 (16.21) 75.45 (81.65) 

Uninsured 40.73 (7.89) 59.27 (10.46) 24.54 (18.35) 

Total  68.57 (73.33) 31.43 (26.67) 100 (100) 
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Table 6.2. Odds Ratio of Being Uninsured by Social Groups of Non elderly Sample 
 Odds Ratio Confidence 

Interval 
Social Groups   

White Male High Income Ref  
White Male Middle Income 2.11*** 1.68-2.64 
White Male Low Income 4.61*** 3.65-5.82 
White Low Income Female 2.91*** 2.29-3.69 
Black Low Income Female 2.50*** 1.92-3.25 
Native Low Income Female 4.20*** 1.90-9.32 
Asian Low Income Female 4.68*** 2.94-7.43 
Multiracial Low Income Female 1.79 0.77-4.19 
Others 1.40*** 1.16-1.70 

Covariates   
Age as of 12/31/10  1.00+ 1.00-1.01 
Years of Education 0.89*** 0.87-0.91 
Hispanic 1.51*** 1.27-1.80 
Not employed 0.98 0.86-1.11 
Married 0.58*** 0.50-0.67 
U.S. Region    

Northeast Ref  
Midwest 1.24 1.01-1.52 

South 1.72*** 1.45-2.05 
West 1.24* 1.00-1.53 

Non-MSA Residence  1.03 0.88-1.20 
Language of Interview    

English Ref  
Spanish 2.39*** 1.91-2.99 

English and Spanish  1.79*** 1.28-2.49 
Other 1.77+ 0.93-3.35 

No chronic illness or limitation 1.52*** 1.37-1.68 
Observations 18,466  

+ p < 0.10  * p < 0.05- ** p < 0.01- *** p < 0.001 
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Table 6.3. Average Marginal Effects for probability of Being Uninsured in Non-Elderly Sample 
Social Group AMEs 
  
White Male High Income Ref 

White Male Middle Income 0.084*** 
White Male Low Income 0.217*** 
White Low Income Female 0.134*** 
Black Low Income Female 0.11*** 
Native Low Income Female 0.2** 
Asian Low Income Female 0.22*** 
Multiracial Low Income Female 0.063- 
Others 0.034*** 

+ p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001, - not significant 
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Table 6.4. Odds Ratios for Having No Usual Source of Care by Social Groups  
 OR  Confidence Intervals 

Social Groups   
White Male High Income Ref   
White Male Middle Income 1.32** 1.09-1.59 
White Male Low Income 1.64*** 1.36-1.97 
White Low Income Female 0.95 0.79-1.15 
Black Low Income Female 1.07 0.86-1.32 
Native Low Income Female 0.58 0.24-1.41 
Asian Low Income Female 1.52* 1.07-2.15 
Multiracial Low Income Female 1.14 0.52-2.50 
Others 0.82* 0.70-0.95 

Covariates   
Age as of 12/31/10 0.97*** 0.97-0.98 
Years of Education   0.98+ 0.97-1.00 
Hispanic 0.97 0.83-1.13 
Not employed 0.74*** 0.67-0.81 
Married 0.98 0.86-1.12 
U.S. Region    

Northeast Ref  
Midwest 1.29* 1.05-1.60 

South 1.99*** 1.65-2.39 
West 1.56*** 1.28-1.90 

Non-MSA Residence 0.72** 0.59-0.89 
Language of Interview    

English Ref  
Spanish 1.27* 1.03-1.58 

English and Spanish  1.06 0.70-1.61 
Other 1.45 0.81-2.60 

No chronic illness or limitation 1.64*** 1.48-1.82 
Uninsured 4.20*** 3.72-4.74 
Observations 18166  

+ p < 0.10 * p < 0.05 ** p < 0.01 *** p < 0.001 
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Table 6.5 Odds Ratios for No Usual Source of Care for Non Elderly Females and Males by Insurance Coverage 
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Table 6.6 AMES for No Usual Source of Care for non-elderly Females and Males by Insurance 
Coverage 
 
 Female  Male 

Social Groups  Uninsured  Insured   Uninsured  Insured  
White High Income Referent Referent  Referent Referent 
White Middle Income -0.002- 0.037**  0.006- 0.055** 
White Low Income  0.051- 0.081***  0.083+ 0.104*** 
Black Low Income  0.064- 0.093***  0.114+ 0.148*** 
Native Low Income -0.303*** 0.139+  -0.268* 0.094- 
Asian Low Income  0.256** 0.139***  0.114- 0.205*** 
Multiracial Low Income  0.2- 0.078-  0.134- 0.114- 
High Middle Income Racial Minorities 0.081- 0.039**  0.08- 0.059*** 

+ p < 0.10, * p < 0.05, ** p < 0.01, *** p < 0.001, - not significant 
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Chapter 7 Policy Recommendations, Future Research, and Conclusions  
7.1 Overview 

This study applied a population based-approach to quantitative intersectional health 

disparities research that is both intuitive and practical.  Chapter 2 presents a brief history and 

explains the main tenets of the framework and the qualitative and quantitative approaches to 

date applied in social and health research. Chapter 3 presents an analysis of the limitations of 

current quantitative applications and proposes a new method and the methodology applied in 

this dissertation. Chapters 4, 5, and 6, present an application of the methods applied to assess 

disparities in self-reported health status as capture by the SF-12 PCS score, cardiovascular 

disease and stroke disparities and disparities in health care access as capture by insurance 

coverage and having a usual source of care.   The analyses help elucidate on the short comings 

of the current race-based approach to health disparities research and provide a more nuanced 

description of health disparities using a social disadvantage perspective facilitated by the 

intersectional framework. This chapter delineates the policy and future research 

recommendations made by the author gleaned from the analyses set forth in this dissertation.  

7.2 Policy Recommendations 
 In the U.S., the government, through its policies, largely sets the mechanisms for 

knowledge production and research agendas via the funding it provides. Therefore, it is 

important for the government to continue to lead efforts in addressing health disparities as it 

has actively done for the last 30 years and to evolve and advance its study by including the 

application of new or alternative methodologies to health disparities research.   

First and foremost, there must be an agreed upon definition of heath disparities, at least 

within departments and their agencies.  For example, the USDHHS Office of Minority Health 

and the Offices of Minority Health within the CDC, have different working definitions of health 

disparities. These different definitions can lead to different approaches in their documentation, 

measurement and amelioration, and can lead to fragmented practical approaches to address 

them. Moreover, the agreed upon definition should carry more than a moral concern and 

accommodate for a social disadvantage perspective, such as the one proposed by Braveman 

(2006) and applied throughout this dissertation. Perhaps a consideration to name them as the 
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rest of the world has, health inequities, would be a step in the right direction. A seemingly 

unimportant semantical issue has had consequences in terms of the research agendas and 

methodologies that have played a role in the stagnation in the improvement of health 

disparities.   

Second, new perspectives, theoretical frameworks and methodologies should be 

encouraged through funding by granting agencies. The evolution of the understanding of health 

disparities as much more complex phenomena than one recounted by race-based analyses was 

acknowledged by the Institute of Medicine in 2011 as a request from the National Institutes of 

Health.  The intersectional framework was called upon to develop a more complete 

understanding of LGBT health issues the health disparities found in the LGBT population, as it 

was recognized that the “experiences of LGBT individuals are not uniform and are shaped by 

factors or race, ethnicity, socioeconomic status, geographical location and age.” However, it 

seems that the application of the framework was self-contained and practically expired after 

the report was released at least in terms of official reports commissioned by the government 

(Institute of Medicine, 2011).   

In the summer of 2015 there was a request for information from the National Institute 

of Minority Health and Health Disparities (NIMHD), which at the time embarked on a scientific 

planning process in collaboration with the other National Institutes of Health and Centers to 

define a vision guiding the development of the science of health disparities for the upcoming 

decade (National Institutes of Health, 2016). NIMHD employs a multi-faceted strategy to 

conduct and support research in basic, clinical, social, and behavioral sciences; disseminate 

information; promote research infrastructure and training; foster emerging programs; and 

extend its reach to health disparity communities. The request for information from the NIMHD, 

sought to lead a science envisioning to (1) define a vision to guide the development of the 

science of health disparities research building upon new best knowledge 2) identify some of the 

key research areas that should be given high priority because of they might inform translational 

efforts that have the potential to impact in reducing health disparities. The call requested 

conceptual input regarding the science vision for health disparities to ensure the leadership of 

the NIH and NIMHD. In particular, the call requested information that addressed the complexity 
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of the multiple interacting factors that generate and perpetuate health disparities. The RFI 

asked stakeholders to expound on issues about the etiology of health disparities, the 

measurement and analytical science methods employed to analyze these, intervention science 

and the implementation and dissemination of science.  It is hoped that this call will  encourage 

researchers to consider using intersectionality as a cornerstone conceptual framework guiding 

their study of such complex processes, as it points to social disadvantage as the etiology of 

disease (although this is not unique to intersectionality).  Intersectionality provides researchers 

with alternative and more nuanced methods of measuring disparities, and it calls for a bottom-

up social justice and equity approach and its emphasis to move from documentation to action. 

The applicability of intersectionality is not limited to health disparities, it can be applied to 

many of the social problems plaguing the nation; disparities in education, employment and 

economic achievement (Geiger, 2006). The RFI presents an opportunity where frameworks like 

intersectionality can have a voice in health disparities research agenda.  

Third, aside from the government itself applying alternative methods of studying health 

disparities, its funding of grants should call upon researchers and practitioners to produce 

knowledge applying alternative (non race-based) methods. The research agenda within 

universities and other institutions is set in great part by the government through its grants and 

so are the activities within local and state health departments. Therefore, if the commitment 

from the government and researchers is there to identify, monitor and address health 

disparities and do so accurately, dedicated funds from the government are needed to 

incentivize researchers to explore and apply non-race based health disparities research 

methods.  

Fourth, data collection policies should accommodate for the collection of social, 

economic and health data and not divorce social processes data from health data. This can 

facilitate the analysis and understanding of disparities that differs from the traditional race-

based comparison.  This is especially important for assessing disparities in those groups who  

have not been in the health disparities research agenda traditionally, such as (but not limited 

to) the LGBT, where the limited data collection on sexual identity hampers the study of the 

health issues the community is faced with. The Affordable Care Act has provisions addressing 
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data collection methods and the meaningful use of electronic medical records potentially 

creating an availability of health-related data unprecedented in the U.S., (yet common in 

countries like England and Scandinavian countries) that would allow for the tracking of health 

and healthcare disparities within the healthcare systems.  

In regards to interventions and policies addressing cardiovascular disease and stroke 

disparities, significant resources have been destined to addressing cardiovascular disease and 

stroke however, groups within the population have not benefited equally. Interventions used to 

address disparities have been fragmented and have had a marginal impact in ameliorating CVD 

or stroke, in socially advantaged populations. It has been noted that individual risk modification 

or behavior-related interventions produce improvements for sectors of the population that are 

affluent and well educated, and having no impact on the socially disadvantaged (Dhamoon and 

Hankivsky 2007). Therefore, macro-level structural changes are set to have significant impact if 

designed from a social justice perspective, where the socially disadvantaged are placed at the 

center of the efforts and where their voices are incorporated.  

The ACA was expected to move millions of people from safety-net providers to the 

private health care market, however this is now contested as those who are socially 

disadvantaged and reside in states that opted out of the Medicaid expansion remain in 

situations where access to healthcare is limited. Therefore, the safety-net system must remain 

economically viable to serve this sizable portion of the socially disadvantaged population that is 

low income and are racial and ethnic minorities. Additionally, those who transition from the 

safety-net to private providers will face barriers when maneuvering the healthcare system, 

health disparities employing the intersectional framework may reveal nuances in the manner in 

which barriers are identified and addressed. Moreover, the reduction in the absolute number of 

uninsured, although a step in the right direction to address health care access disparities, does 

not necessarily translate into the amelioration of disparities between those who are socially 

advantaged and those who are not. Therefore, public health researchers and the government 

must continue to develop the manner in which health disparities are conceptualized, 

documented, measured and tracked.  
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On a more conceptual level, intersectional scholars have called for the application of 

policies that are reflexive and that shift from the perspective of exerting effects on the 

marginalized and shift to processes of marginalization (Dhamoon & Hankivsky, 2011). In other 

words, to examine and intervene in the processes of marginalization as opposed to trying to 

change or modify the marginalized. This would mean a shift from looking for health risk factors 

of the individual, to the processes that lead to the individual risk factors. Doing so would 

remove the entire onus of health on the individual, ceasing to blame the victim.  Intersectional 

approaches would call for the inclusion of community based participatory research to relay or 

capture the voices and experiences of those affected by policies (Hankivsky, 2011), moreover 

an intersectional approach to health disparities policies calls for collective action to be 

employed in ameliorating these.   

7.3 Future Research  
This dissertation applies the intersectional framework based on the merits scholars and 

researchers have articulated regarding its ability to identify and understand health disparities 

within a social context; and presents a population-based approach that circumvents many of 

the methodological challenges of applying the intersectional framework that have been voiced. 

The population based because we are trying to understand and improve the health of 

populations, not factors, not features, but groups of people with shared social disadvantage 

characteristics. This research presents an intuitive and more feasible application of quantitative 

intersectional approaches. However, this approach is but a stepping stone in the path of 

applying and incorporating intersectionality to quantitative health disparities research.  

In terms of future research in the short term, the implementation of the Affordable Care 

Act was in full effect in 2014, with its expected improvement on health and health care access 

comparisons between pre and post implementation are warranted. The MEPS data capturing 

post ACA full implementation is not yet available as there is a two (2) year lag in the publicly 

available data. In the near future, I will be carrying out an analysis comparing time periods to 

assess the status of health outcomes and disparities, once data is available in late 2016.  The 

three manuscripts in this dissertation comprise a cross-sectional secondary analysis of the 
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MEPS HC -138 survey, and future research can include panel data to track changes in the health 

outcome and health access disparities among the groups of interest here.  

Tracking self-reported health status with subjective global or generic measures is 

important given that they have been shown to be important predictors of morbidity and 

mortality. The ability of researchers to identify disparities in these subjective measures of 

health has perhaps been hampered by the race-based approach, given the marginal differential 

magnitudes found conducting said research. However, more nuanced approaches such as the 

one presented here shows that the manner in which taking different conceptual and 

methodological perspectives can help identify disparities in different groups. Overall measures 

of health, like self-reported health status are useful and have the advantage of including the 

voice and perceptions of the individuals that make up a population.   

 In terms of CVD and stroke, it is recognized they are multilevel and “multifactorial 

diseases that have a multiplicity of interacting factors” (Hankivsky, 2011). So complicated and 

convoluted are the relationships between CVD/stroke and social, biological and structural 

factors that no comprehensive causal pathways or models exist in the literature (to the working 

knowledge of the author).  Intersectionality presents a platform that is inclusive of these 

intricacies as the framework embraces rather than avoids the complexities essential to 

understanding health inequities (Hankivsky 2011).  As part of the future research to be pursued, 

aside from establishing the utility of the framework in quantitative analyses, findings such as 

these can lead to progress to a possible causal pathway model utilizing structural equation 

modeling multiple levels of analyses that include, proximal, intermediate and distal factors 

affecting CVD and stroke.  

In terms of access barriers, as measured by health care access and having a usual source 

of care research should identify and monitor the changes that the ACA is purported to make in 

terms of reducing disparities. The ACA is expected to reduce the number of people who are 

uninsured in the nation, but that does not necessarily mean that the decreases will be 

equitable, more so when some states opted out of Medicaid expansion. Continuing to carry out 

race-based analyses will render an incomplete picture of those who will remain uninsured.  As 

previously mentioned, future research and policy will have to move beyond the “technical” 



115 
 

 

 

access to the health care system via health insurance coverage, to more nuanced definitions of 

meaningful access, as other factors, like having a usual source of care, are also plagued with 

disparity issues.  Analyses should also account for Medicaid expansion status under the ACA. 

In more general terms, for those academic programs developing inequity or health 

equity studies and curricula, the research methods ought to emphasize both qualitative and 

quantitative methods that are interdisciplinary, and contextualized to the area of study. Health 

equity studies should also include the history of health disparities research itself. The study was 

championed by activists who voiced the plight of the marginalized and the health consequences 

they endured, yet seldom is that stipulated in any of the health disparities literature. The moral 

imperative for action is subsumed in health disparities research because researchers are often 

taught to be “objective” and removed from the studies they carry out, although lately this 

biomedical paradigm practice has been somewhat relaxed. Moreover, social justice approaches 

are still alienated from academic public health endeavors, which are important to address the 

fundamental causes of disparities. The intersectional approach allows for the inclusion of the 

abovementioned and provides a guiding framework to carry holistic analyses of these 

symptoms of social disadvantage. Health equity and health disparities is also bound by 

historical contexts, such as colonialism, and contemporary contexts like globalization, either of 

which are seldom explored in classrooms or the disparities literature, much less considered in 

policy decisions.  

And finally a word of caution to researchers and those in the public health practice 

addressing health disparities, we must be careful to not reify disparities and take risk factor 

approaches that are reductionist of social processes and are submitted to the “individual 

method of analysis” as has happened to the social determinants of health and to a certain 

extent to community based participatory research. This cooptation of meanings and the 

ensuing practices are a disservice that hinder our progress in addressing the issues we have 

dedicated our careers to understand and ultimately to help solve.   

7.4 Conclusion  
We have documented and known that social disadvantage has a deleterious effect on 

health for 150 years, from Virchow, to John Simon, to Salvador Allende to name a few notable 
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ones. Activists, disparities scholars and intersectional scholars name the lack of political will as 

the one factor hindering the improvement of health inequities /disparities. Perhaps what has 

also contributed to this has been the limited conceptualization of health disparities in the U.S. 

Intersectionality is a rich theoretical framework that can act as a catalyst for change in the 

manner in which we document, address and mitigate the deleterious effects of social 

disadvantage, including health disparities.  
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