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Sojourner Syndrome
and Health Disparities in
African American Women

Deborah Lekan, MSN, RNC

Despite improvements in many aspects of health, African American women experience early

onset of disease and disability and increased mortality because of health disparities. African

American women experience stress and health disadvantages because of the interaction and

multiplicative effects of race, gender, class, and age. Sojourner Syndrome is an illustrative

and symbolic representation that describes the multiple roles and social identities of African

American women on the basis of historical referents and adaptive behaviors that fostered

survival and resilience under oppressive circumstances. Adaptive behaviors also precipitated

health risks due to chronic active coping. Weathering describes the cumulative health impact

of persistent stress and chronic active coping that contributes to early health deterioration

and increased morbidity, disability, and mortality in African American women. An emancipa-

tory knowing nursing perspective provides a viewpoint from which to examine social injus-

tices that create conditions for the excessive health burdens experienced by African American

women and to frame nursing actions that create opportunities to promote health and eliminate

health disparities. Key words: African American women, discrimination, emancipatory
knowing, health disparity, Sojourner Syndrome, weathering, intersectionality

Of all the forms of inequality, injustice in health
is the most shocking and the most inhumane.

Martin Luther King, Jr1

DESPITE improvements in many aspects

of healthcare in recent years, there is

no longer any doubt that African Americans

in the United States experience poorer health

status than other racial or ethnic groups be-

cause of health disparities and that the qual-

ity of healthcare varies according to race. As

a group, African American women have a

shorter life expectancy and experience ear-

lier onset of chronic diseases and more years
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of disability than do white women.2 Further-

more, African American women experience

a higher incidence, prevalence, and mortality

for heart disease and breast cancer, and poor

birth outcomes, despite scientific advances

in treatment.3 Health disparity is a significant

concern for nursing as a social justice issue.

Unequal relationships in society that emanate

from socially constructed hierarchies deter-

mine one’s place in society and consequently,

access to advantages and benefits, or expo-

sure to disadvantages and burdens. Despite

evidence documenting that health disparities

among African American women persist as a

compelling public health problem, research

efforts have failed to adequately explain the

causes of these disparities or the conditions

that produce poor health outcomes. Health

disparity takes many forms, occurs at all

levels of care and in all practice environ-

ments, and has different meanings.4 Nurses

in academe and practice have been slow to

acknowledge the widening gap in health dis-

parities for African American women and to
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articulate nursing’s concerns through reflec-

tion, research, and action.

Social inequalities in health status have

been attributed to a complex interplay of ge-

netic, biologic, social, economic, cultural, en-

vironmental, and behavioral factors, though

much of the research has focused on biomedi-

cal factors. However, emerging research more

carefully examining social, economic, and en-

vironmental factors has drawn attention to

the cumulative effects of poverty, discrimina-

tion, and segregation on the development of

persistent stress that triggers abnormal phys-

iologic responses and poor health outcomes

in African American women.5–7 Research in-

dicates that African American women expe-

rience various types of acute and chronic

stress throughout life that takes its toll by

creating health disadvantages through a pro-

cess described as weathering, or the physio-

logic wear and tear that provokes the early

onset of disease and disability.8,9 Particularly

pernicious sources of stress include discrim-

ination due to race, gender, class, and age.

Although the existence of various types of

discrimination and their effects on physi-

cal and mental health is well documented,

there is little research on their combined ef-

fects on African American women’s health9–11

and differentiating the independent effects

of each of these on health outcomes can

be nearly impossible.12 It is at the intersec-

tion of these categories that the heterogene-

ity and complexity of the lived experience of

African American women can be described

and where sources of health inequalities

can be discovered. Biomedical models used

in the majority of health disparity research

have substantial limitations, and an intersec-

tional approach in research that addresses a

broader representation of psychosocial and

environmental constructs and qualitative and

quantitative methodologies may more ac-

curately describe and explain why African

American women experience poor health

outcomes.13

Sojourner Syndrome14 is an illustrative and

symbolic representation that traces the cur-

rent health inequalities in African Ameri-

can women in the United States to the

adaptive roles and responsibilities they have

undertaken to maintain personhood and

family in the face of multiple sources of op-

pression. Sojourner Syndrome describes the

multiplicative and intersecting effects of race,

gender, class, and age on the lived experi-

ence of African American women and how

hierarchies within these categories interact

to influence health risks.14 This representa-

tion is emblematic for the multiple ways in

which African American women experience

their social identity within changing social

contexts. Historical events trace societal and

individual acts of oppression from slavery,

economic subordination, family dissolution,

sexual exploitation, forced child bearing for

commerce, and medical experimentation that

have exerted a profound and lasting impact

on African American women’s roles, relation-

ships, and identity.1,15 The legacy of innumer-

able dehumanizing and health-degrading ex-

periences endured by generations of African

American women is a spirit of resilience and

perseverance that forged culturally affirming

behaviors to ensure survival and protection

of the African American family and commu-

nity. These adaptive behaviors provided a de-

gree of emancipation from the constraints

of race, gender, class, and age through acts

of independence and self-determination that

enabled many African American women to

survive in a patriarchal society. But these

adaptations and continued exposure to dis-

crimination contribute to a trajectory of poor

health and provide additional explanation for

health disparity in African American women

today.

The purpose of this article is to describe So-

journer Syndrome as an illustrative and sym-

bolic representation of the social identity of

African American women and discuss how

race, gender, class, and age are character-

ized in contemporary society and simultane-

ously intersect to influence health and dis-

ease risk. This article also addresses the role

of nursing in countering the social injustices

that contribute to the unequal benefits and

burdens experienced by African American
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women through an emancipatory knowing

nursing perspective.16 Through a recursive

process of reflection and action, nurses en-

gage in critical examination of interacting so-

cial, cultural, and political forces, sources of

oppression, and power dynamics that perpet-

uate injustice.

HEALTH DISPARITIES IN AFRICAN
AMERICAN WOMEN

Health disparity refers to the preventable

differences in disease incidence, prevalence,

mortality, and burden in different groups and

to inequities in care that are unjust and avoid-

able. Inequalities in health result from a com-

plex interplay of biological, genetic, social,

environmental, cultural, and behavioral fac-

tors. Healthy People 2010 has a stated goal

to reduce health disparities.17,18 The mid-

course review of Healthy People 2010 ob-

jectives reports that health disparities are

stagnant or worsening, especially in African

Americans.19,20 Much research on health dis-

parities has focused on the biologic, ge-

netic, cultural, and behavioral influences at

the expense of social, economic, ecological/

environmental, and political factors.10 An un-

derstanding of the pathways that lead to poor

health outcomes has been hindered by the

biomedical approach that gives limited atten-

tion to potential sources of health disparities

in African American women.21–23

Poor health outcomes extend across the

life span for many African American women.

In addition to shorter life expectancy, a sub-

stantial number of young African American

women in their 20s and 30s have already de-

veloped chronic disease and disability. Fur-

thermore, those living in high-poverty ur-

ban areas are more likely to die by 45 years

of age compared with white women nation-

wide who will die by 65 years of age.2,24

African American women experience more

preterm deliveries and lower birth weights,

even among those with higher socioeco-

nomic status and education, than do white

women.6,7,25 Research indicates that high

infant mortality in adult African American

women compared with teens is related to the

progressive development of chronic disease

that sets the stage for poor infant and child

health.8

Cardiovascular disease and cancer are the

2 most prevalent and lethal chronic diseases

in African American women. Although 1 in 3

women has cardiovascular disease, about half

of African American women are affected. Fur-

thermore, African American women with car-

diovascular disease exhibit poorer outcomes

than do other groups, in part, due to its

earlier onset, more rapid progression, and

associated comorbidity.17 African American

women are 35% more likely to die from car-

diovascular disease than white women and

will die at a younger age.18,20 Breast cancer

is the most common cancer among African

American women, with the highest incidence

in those younger than 40 years.2 In white

women, breast cancer incidence is higher

than in African American women but mortal-

ity is lower. However, breast cancer in African

American women is diagnosed at more ad-

vanced stages and is associated with higher

mortality.

There is increasing attention to the so-

cial, economic, and political circumstances

that predispose African Americans to envi-

ronments and conditions under which good

health may be impossible to attain. Research

confirms significant independent associations

between poor health and social class.5 In a

longitudinal study, African American women

who experienced poverty throughout life ex-

perienced greater chronic stress and poor

health, and poverty was an enabling factor

for behaviors that may lead to poor health.7

The adverse impact of socioeconomic sta-

tus on health has been shown to operate

through job strain, physical working condi-

tions, job insecurity, and poor diet, drinking,

and smoking behavior.5 Attributing health dis-

parities primarily to unhealthy lifestyle be-

haviors or socioeconomic conditions that are

chosen or accepted should be questioned, be-

cause deeply rooted social injustices, adverse

public policies, and discrimination continue
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to be influential in limiting options for health

promotion.26 The capacity for self-advocacy is

hampered by these multiple and complex in-

fluences. An important role for nursing is to

recognize constraints and aid in self-advocacy

efforts.

INTERSECTIONALITY RESEARCH

Most research on health disparities has

been designed from a biomedical and epi-

demiologic perspective, with a narrow dis-

ease focus directed at the individual or group.

Research has centered on genetic and bio-

logic factors that are believed to contribute

the most in explaining health disparities.

However, there is increasing evidence that ge-

netic and biologic factors explain but a small

proportion of health disparities. Research that

includes social, economic, and environmen-

tal factors such as income, education, neigh-

borhood residence, and hazardous exposure

is often fraught with limitations in how con-

structs are defined and operationalized. Ex-

amining race, gender, class, and age as in-

dependent or interaction variables also have

substantial shortcomings in adequately de-

scribing the wide range of chronic and acute

stressors experienced by African American

women, because these experiences are not

easily classified and do not fit neatly into one

category.9,12,13 Other research documents dif-

ferential patterns of access, quality, and med-

ical practice behaviors; however, these, too,

fail to fully explain the widening gap in health

disparities.

Research methodology that combines a

biomedical approach with feminist intersec-

tionality research methodology is proposed to

more accurately capture the heterogeneity of

disadvantaged or oppressed groups, the multi-

ple meanings of social identities, and the com-

plex conditions and social structures under

which health disparities occur.13 The need

for biomedical research is not dismissed, but

one must question what is absent from the

research and how conflicting or unclear out-

comes are interpreted.27 Intersectionality re-

search is concerned with pursuit of social jus-

tice through gaining a better understanding of

the multiplicative effects of subordinate social

identities and the root causes of inequality.13

To understand the process through which

multiple social inequalities of race, gender,

class, age, and other dimensions are simulta-

neously generated and maintained, research

designs combining qualitative and quantita-

tive methods are employed to enhance the

validity of findings and inform interventions

that address individual and surface causes of

disease as well as broader social structures un-

derlying injustice.

Using an intersectionality research frame-

work is important in research on health dis-

parities in African American women because

each of the categories of race, gender, class,

and age consists of separate social hierarchies

that can be occupied in different social con-

texts and confers different levels of power,

privilege, and prestige.11–13 African American

women occupy subordinate and disempow-

ered positions in the social hierarchies of race

and gender and can experience “gendered

racism,” which describes how racism and

sexism intertwine to subject African Amer-

ican women to a unique form of oppres-

sion that disparages being female and black

simultaneously.28 Differentiating sexism from

racism is difficult. Further subordination in

the social hierarchy occurs if African Amer-

ican women are low income or poor, have

low education, and/or are elderly. The inter-

section of these specific race, gender, class,

or age statuses confers health risks for African

American women that are currently not fully

included in empirical research.6,11,21,28 Exam-

ination of intersectionality is also important

because this approach frames health dispar-

ities not as characterizations of groups his-

torically known to be disadvantaged, such as

African Americans, the poor, women, or the

elderly, but as a consequence of long-standing

social, economic, and political processes that

create hierarchies of privilege, power, and op-

portunity. The intersectional approach pro-

vokes examination of the ways in which race,

gender, class, and age are not discrete or
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additive but, instead, are multiplicative, in-

terlocking, interactive, and relational in how

they structure vulnerability. For African Amer-

ican women, Sojourner Syndrome provides

an illustrative representation for examining

race, gender, class, and age in the framing

of a unique social identity that is historically

carried out in circumstances characterized

by race discrimination, gender subordination,

and class exploitation.14

SOJOURNER SYNDROME

Sojourner Syndrome is a framework that

was conceptualized by Mullings14 to char-

acterize the cumulative stressors and disad-

vantages experienced by African American

women in an oppressive society. Mullings14

originally developed the Sojourner Syndrome

framework for federally-funded, community-

based research conducted in Harlem, New

York, that explored the social context of

health disparities and poor birth outcomes

among African American women. This frame-

work provided an imaginative, culturally rele-

vant way to examine and explain the inequali-

ties experienced by African American women

in everyday life that are conditioned by race,

gender, class, and structural and environmen-

tal constraints (housing, employment, ser-

vices, healthcare) and influence health and

disease. The framework provides a matrix that

goes beyond the analytic description of inter-

sectionality to understand the way in which

the hierarchies embedded in race, gender,

and class interact to have profound health

consequences.14

Sojourner Syndrome is based on the life

story of an African American woman who

lived during the pre-Civil War era. Sojourner

Truth, whose birth name was Isabella Baum-

bee (1797–1883), was born a slave in New

York and raised under oppressive circum-

stances. As a child, she was separated from

her family and for half her lifetime lived under

conditions of servitude, poverty, physical and

sexual abuse, and other dehumanizing con-

ditions including the sale of her son.15,29,30

She escaped plantation life following the New

York State Emancipation Act and joined the

Spiritualism religious movement, traveling ex-

tensively to promote abolition, voting rights,

temperance, and African American freedom.

She was illiterate but was an ardent speaker.

She was most known for a speech she gave

at the Ohio Women’s Rights Convention in

1851, subsequently titled Ain’t I a Woman
(Fig 1).30(p167) In this speech, she passionately

gave voice to the strength, determination,

and resilience of African American women

despite formidable constraints and deprava-

tions. In this speech, she vividly contrasted

her life as an African American woman ac-

customed to hard physical labor with white

women who were expecting to be treated def-

erentially according to new feminine ideals.

During this time in history, white women’s

roles were shifting from that of a farmwife

who performed many valued physical tasks to

a role that was socially scripted by males to

focus on household duties and child rearing

and directed away from work that generated

commerce or income. Although this role shift

was a welcome respite from hard labor, which

was increasingly fulfilled by African American

slave women, white women’s identities were

subjugated in other ways.

As African American women became lib-

erated from slavery, they were provided no

social status protections and were further

exploited.15,29 The proliferation of the slave

trade provided increasing numbers of African

American men and women who were ex-

ploited as laborers in the economic develop-

ment of the United States. White women were

held as “the weaker sex,” and a white pa-

triarchy became the dominant social model.

Many African American women desired the

privileged position they perceived in the fem-

inization of white women and refused to

do hard labor in the fields or worked fewer

hours. Sojourner Truth challenged this shift in

identity:

That man over there says that women need to be

helped into carriages, and lifted over ditches, and

to have the best place everywhere. Nobody ever
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Well, children, where there is so much racket there must be something out of kilter. I think that ‘twixt the
negroes of the South and the women at the North, all talking about rights, the white men will be in a fix pretty
soon. But what’s all this here talking about?

That man over there says that women need to be helped into carriages, and lifted over ditches, and to have the
best place everywhere. Nobody ever helps me into carriages, or over mud-puddles, or gives me any best
place! And ain’t I a woman? Look at me! Look at my arm! I have ploughed and planted, and gathered into
barns, and no man could head me! And ain’t I a woman? I could work as much and eat as much as a
man—when I could get it—and bear the lash as well! And ain’t I a woman? I have borne thirteen children,
and seen most all sold off to slavery, and when I cried out with my mother’s grief, none but Jesus heard me!
And ain’t I a woman?

Then they talk about this thing in the head; what’s this they call it? [member of audience whispers, “intellect”]
That’s it, honey. What’s that got to do with women’s rights or negroes’ rights? If my cup won’t hold but a pint,
and yours holds a quart, wouldn’t you be mean not to let me have my little half measure full?

Then that little man in African American there, he says women can’t have as much rights as men, ‘cause Christ
wasn’t a woman! Where did your Christ come from? Where did your Christ come from? From God and a
woman! Man had nothing to do with Him.

If the first woman God ever made was strong enough to turn the world upside down all alone, these women
together ought to be able to turn it back, and get it right side up again! And now they is asking to do it, the
men better let them.

Obliged to you for hearing me, and now old Sojourner ain’t got nothing more to say.

Figure 1. Ain’t I A Woman? From http://www.feminist.com/resources/artspeech/genwom/sojour.htm

helps me into carriages, or over mud-puddles, or

gives me any best place! And ain’t I a woman?

Look at me! Look at my arm! I have ploughed and

planted, and gathered into barns, and no man could

head me! And ain’t I a woman? I could work as

much and eat as much as a man—when I could

get it - and bear the lash as well! And ain’t I a

woman?

Sojourner Truth bristled at the notion that

African American women would desire a class

status that afforded certain privileges at the

expense of others and endorse a social hier-

archy that established the superiority of men,

both white and African American. Social class

status evolved to distinguish power differen-

tials between African Americans and whites

and men and women. The new social hierar-

chy evolved at the expense of African Amer-

ican women, who were socially positioned

at the very bottom. The fact that the voting

rights movement at the turn of the century

resulted in African American men, but not

African American women, being granted vot-

ing rights illustrates one example of the early

formation of the race and gender divide in the

United States.

Sojourner Truth comprehended the chasm

created by social divisions and hierarchies

based on race, sex, and class status. The

Ain’t I a Woman speech was and continues

to be an emancipatory symbol for the self-

determination and independence of African

American women living under oppressive cir-

cumstances. Sojourner Truth’s speech fun-

damentally challenged the concept of white

womanhood as prescribed by the male-

dominated social structure and captured the

essential elements of the concept of inter-

sectionality. To Sojourner Truth, being an

African American woman signified a com-

plex, irreducible status with multiple facets—

economic, political, cultural, psychological,

and experiential—that intersect in historically

specific contexts.31

Sojourner Truth’s speech underscores the

value of resilience and survival; however, sur-

vival meant assuming many economic and

social responsibilities for maintaining the co-

hesion of the African American family and

community. Because slaves were not permit-

ted to marry and children were often sold into

slavery, African American women strived to

maintain the family unit while men sought

employment that often took them away from

the family. After Emancipation, African Amer-

ican women assumed a central role in the
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family because of family disruption. Social

adaptations by African American women

that emerged to ensure family continuity

and continue today include claiming head-of-

household status, taking multiple jobs outside

the home for economic stability, engaging

in community activism and empowerment,14

and preserving and transmitting family val-

ues to sustain cultural continuity and racial

pride.

The consequence of the enormous re-

sponsibilities assumed by African American

women is persistent psychosocial stress and

stress-related illnesses.8,9,21 A coping strategy,

termed John Henryism, is a behavior used

to manage psychosocial stress characterized

by a disposition to exert considerable energy

to maintain constant vigilance and confront

barriers to upward mobility through a com-

mitment to hard work and a determination

to achieve goals in order to succeed.32 John

Henryism is based on American folklore about

an African American slave named John Henry

who was known for his strength in driving

railroad spikes. The invention of the steam-

powered hammer threatened the loss of jobs

for many African American men. Legend

holds that John Henry challenged the owner

of the railroad to a competition of man against

machine in order to save the jobs of African

American men and prove that men were bet-

ter than machines. In a grueling contest, John

Henry emerged victorious but immediately

collapsed and died from exhaustion. The com-

mitment to hard work and absolute determi-

nation to succeed led to John Henry’s prema-

ture death. The high-effort coping response

to stress, conceptualized by Sherman James

(1994) as John Henryism, describes a partic-

ular form of coping that exerts adverse health

effects from cumulative biologic and psy-

chosocial stressors. Research indicates that

John Henryism is associated with cardiovascu-

lar disease, hypertension, and poor health in

African American men and women, and other

populations, and may contribute to health

disaprities.32,33

Research point to the detrimental effects of

chronic stress due to exposure to adverse life

events, poor socioeconomic conditions, and

hazardous environments on health status.34

Biologic research on the effects of stress has

found that chronic elevation of physiologic

parameters cause body systems to become

strained and overworked, leading to dysreg-

ulation in body systems, development of dis-

ease risk factors, and the onset and rapid pro-

gression of disease at an early age.6,34,35 The

cumulative effect of “wear and tear” is de-

scribed as weathering.

WEATHERING

One theoretical perspective that is gaining

attention is the weathering hypothesis, which

describes the cumulative impact of persistent

stress across the life span that contributes

to the excessive morbidity and disability in

African American women. The weathering

hypothesis conceptualizes the consequences

of persistent stress as “wear and tear” on

emotional and biologic systems that exerts

a physiologic cost that is manifested in the

early health deterioration and accelerated ag-

ing seen in African American women.6,8 Re-

search suggests that African American women

are particularly vulnerable to stress related

to race, gender, class status, and age that

collectively exert a cumulative, adverse ef-

fect on health. The weathering hypothesis

conceives health disparities as physiologic

manifestations of social inequalities between

groups and the socially structured disadvan-

tages and constraints that are faced in pursu-

ing goals and coping with adversity.8 Weather-

ing begins early in life and worsens with age

through the cumulative effects of poverty, em-

ployment instability and job strains, exposure

to environmental biohazards, violence and

crime, poor housing quality, early childbear-

ing and raising children alone, and social net-

work disruption.8,21 Stressors due to racism,

sexism, classism, and ageism also contribute

to weathering. The toxic consequences of

prolonged coping efforts in response to stres-

sors confer unique health vulnerabilities and

risks in African American women.6
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Research has examined the biologic con-

sequences of weathering through the mea-

surement of physiologic parameters that link

cumulative stress to poor health outcomes.35

The body regulates physiologic responses

to stress by activating various neurohor-

monal systems to facilitate system parameters

through the processes of homeostasis and al-

lostasis. Homeostasis maintains body system

parameters, such as body temperature, within

narrow ranges for normal function. Allosta-

sis is a process that also maintains body sys-

tem parameters but permits a wider range

of physiologic accommodations that inter-

act across multiple, complex body systems.34

With repeated demands over time due to

acute or chronic stress, these physiologic re-

sponses become dysregulated and body sys-

tem parameters remain abnormal. Allostatic

load is a quantification of physiologic mea-

sures such as increased levels of blood pres-

sure, cholesterol, glycosylated hemoglobin,

cortisol, epinephrine, and other biomarkers

that exceed normal ranges and confer health

risks.34

The physiologic stress response will de-

pend upon one’s appraisal of adverse events

and the subsequent activation of aberrant

physiologic stress responses. Adverse events

that are appraised as stressful have greater im-

pact on allostatic load, in contrast to the num-

ber of events.36 Research has linked discrimi-

nation with physiologic stress and high allo-

static load.37 Allostatic load is hypothesized

to precede the onset of disease and disabil-

ity. Research indicates that allostatic load pre-

dicts later life mortality, cardiovascular dis-

ease, and decline in cognitive and physical

functions.36,38 In a population-based study, al-

lostatic load scores were significantly higher

for African Americans across all age groups

and African American women had consis-

tently higher scores than African American

men.6 Chronic active coping, or John Hen-

ryism, is associated with indicators that con-

tribute to allostatic load.32–36 Research also

links allostatic load with frailty, a Syndrome as-

sociated with multisystem organ decline, dis-

ability, and mortality.39 Allostatic load is an im-

portant theoretical perspective for studying

health disparities.6

THE INTERSECTION OF RACE, GENDER,
CLASS, AND AGE

The significance of cumulative stress,

weathering, and risk for early health dete-

rioration and disability in African American

women in contemporary society relates to the

continuing presence of discrimination related

to race, gender, class, and age.

Race

Research indicates that racism at the in-

dividual and institutional levels persists and

is a key source of stress in African Amer-

ican women.36 These negative experiences

are uniquely situated in African American

women’s roles and workplace.9 Social con-

structions of race consider the historical con-

ditions of slavery, segregation, and inequal-

ity that gave rise to racial classifications in

the United States and the institutions that

produce and reproduce inequality and health

status. In a study of correlates of chronic

stress, 93% of African American women re-

ported racism or discrimination.40 Using a

multidimensional approach exploring distress

in African American women, generic stress,

race-related stress, and gender-related stress

equally contributed to distress.9 Perceived dis-

crimination related to unfair treatment (rude-

ness, not treated with respect) and personal

rejection (demeaning insults, calling names,

threats, personal rejection) was significantly

associated with mortality risk in a population-

based study of older adults.41 African Amer-

ican women are subjected to stress due to

both sexism and racism, termed “double jeop-

ardy,”where disadvantage is due to being both

female and African American.28 Sexism and

racism experienced over the course of a life-

time are associated with more psychological

distress that has an additive or multiplicative

effect.28 In a study examining global stress

in African American women, 14% of distress

variance was explained by racist and sexist
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events.35 Environmental stimulus perceived

as racist provokes different coping responses

(blunted, active, chronic coping) that have

negative health consequence.

Gender

Gender, and what it means to be a woman

who is African American, is influenced by

socially constructed meanings for race, gen-

der, class, and age. Stereotypical and disparag-

ing views of African American women are

structured by the social context that fosters

viewpoints of biologic, socioeconomic, or in-

tellectual inferiority or construes mythical fig-

ures. For example, the image of the African

American woman as a “Jezebel” arose from

sexual exploitation by white men during slav-

ery. In contrast, popularized images that de-

picted African American women as “Aunt

Jemima” in a role characterized by devotion

to the white family and the care and upbring-

ing of white children obscured the fact that

most African American women were not em-

ployed in the home but worked hard labor in

the fields or factory and were denied the care

of their own family.15

Gender-related stress refers to being

treated unfairly or mistreated because of

being a woman. This type of stress arises

from being called sexist names, ignored

or treated in a hostile manner, and being

exposed to sexual harassment and unfair

treatment in employment, housing, health-

care, social services, salaries, promotion, and

work assignments. Sex discrimination is an

important source of psychological distress.42

In one study, sex discrimination was reported

in approximately 40% of low-income African

American women.43 Although much research

has focused on sexism and racism separately,

in reality, “double jeopardy” often makes

it difficult for African American women to

attribute an adverse event to either racism or

sexism, because she identifies as an “African

American woman.”42 Gendered racism
refers to a unique form of oppression due to

the inseparable combination of being both

female and black.28 Research indicates that

African American women experience a wide

variety of oppressive experiences that in-

clude discrimination, harassment (petty and

sexual), rudeness, disrespect, being called

derogatory names, or the target of jokes and

mistreatment by store employees and law

enforcement28; however, when reporting

such incidences, they have difficulty distin-

guishing whether discrimination occurred

because of race, sex, or both.28

In alignment with Sojourner Syndrome,

African American women’s roles are charac-

terized by manifesting strength despite ad-

versity, striving to be strong, retaining their

place at the center of family and commu-

nity, demonstrating capacity for hard work,

and exerting perseverance to make life bet-

ter. African American women are oriented

toward caring for others (kin care) and de-

fine family in broad terms to include individ-

uals in their social network. Caregiving can

impose considerable stress when family dy-

namics are disrupted, when caregiving is in-

voluntary or by default, or when there are

personal health burdens to contend with that

limits physical capabilities.21 Involvement in

the church, holding spiritual beliefs and a

close relationship with God, and expressing

strong racial and female identity further char-

acterize African American women’s roles.44 In

meeting multiple obligations, African Amer-

ican women are often exposed to stressors

and discrimination, related to not only race

and gender but also class and age, that may

provoke sustained, high-effort coping (John

Henryism).

The effects of living in a race-conscious

society may be felt more acutely by African

American women because gendered expec-

tations are increased for African American

women to achieve educational, occupational,

and social success. In contrast, there are

lower expectations for African American

men due to trends in unemployment rates, re-

duced occupational opportunities, and their

less active role in the family and community.6

Gendered expectations may also precipitate

stress among African American women who

identify with different sexual preferences.
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The heterogeneity of African American

women with respect to sexual identity

must also be considered because lesbian,

gay, and bisexual African American women

report higher levels of discrimination and

psychological distress.9,45

Class

The impact of socioeconomic disadvantage

on health includes more than poverty des-

ignation but is described as the “education-

occupation-economic chain” because these

are all closely connected.7 Class or socioeco-

nomic status conventionally refers to an in-

dividual or group’s position in the structure

of society that determines differential access

to power, privilege, and resources. Class sta-

tus is often determined by income, educa-

tion, occupation, and overall wealth and as-

sets such as home ownership. Some stud-

ies suggest that socioeconomic factors ac-

count for the majority of the health disparities

in African American, whereas others attest

that disparities persist for some health prob-

lems across income gradients.7 Class status

influences where you live. Environmental fac-

tors that create risk for accelerated develop-

ment of disease include severe air pollution,

substandard housing, infestations, poor city

services, unsafe drinking water, lead contam-

ination, crime and violence, targeted adver-

tising of tobacco and alcohol, lack of gro-

cery stores and other retail outlets, and poor

outdoor conditions such as sidewalks, light-

ing, and parks. The quality of neighborhood

schools influences future employment and in-

come opportunities.5

The cumulative effects of socioeconomic

disadvantages and their persistence and tim-

ing affect health. In a longitudinal study of

African American women, poverty, family

stress, and poor health at older ages were re-

lated, and those who were high functioning

in older age were less likely to be poor.7 The

persistence and timing of poverty and other

disadvantages influenced health at older ages

such that continuous financial hardship was

more detrimental than episodic financial dif-

ficulties. African American women whose life

circumstances improved financially and had

less family stress over time experienced better

health trajectories. Education, employment,

and marriage had protective effects against

poverty, but education had the strongest pro-

tective effect, for which each year of school-

ing was associated with a 42% reduction in the

odds of being persistently poor.7 The inabil-

ity to meet basic monthly living expenses is a

source of stress that forced difficult decisions

about spending priorities and created a con-

stant fear of being “one paycheck away from

homelessness.”21(p230)

Age

Age has often been viewed as the final “ism”

that is associated with discrimination and dis-

advantage across populations. The intersec-

tion of age with race, gender, and class is

significant in African American women for 2

reasons. First, African American women de-

velop chronic disease and disability earlier

in life, beginning in their 20s8 and, second,

African American women do not escape dis-

crimination due to ageism, which is still preva-

lent in our society. Although women in the

United States generally live longer than do

men, African American women can expect to

live almost 6 fewer years than white women

(76.9 years vs 81 years, respectively),46 com-

pared to 2005, where there was a 5-year dif-

ference in life expectancy.12 While “double

jeopardy” has been described as the disad-

vantages of being African American and fe-

male, “triple jeopardy”involves the combined

effect and hazards due to racism, sexism,

and ageism that amplify health burdens in

later life.25 Longitudinal data from a national

survey confirm “triple jeopardy,” in which

African Americans experience poorer health,

and more serious illness and disability, as they

aged, and higher mortality.25 In a large co-

hort study, African American women were

more likely to develop disability even if they

were high functioning at baseline, and to die

if they were identified with preclinical dis-

ability compared with white women, when
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controlling for age, education, and income

adequacy.47 Study findings indicate that when

African American women begin to decline,

they decline more quickly.

The co-occurrence of ageism and other

forms of discrimination can be difficult to

untangle. In a qualitative study of lifelong

experiences with racial discrimination in

African Americans, Shellman22 found that

racial discrimination had a profound impact

with long-lasting emotional effects, but there

was a stronger significant association among

white elders than among African American

elders. One explanation is that older African

Americans may have learned to accept or

ignore certain types of discrimination over

time, or view them as not as offensive, harm-

ful, or threatening, in comparison with earlier

life events. Discriminatory treatment experi-

enced by white elders may be occurring as

social consequence of ageism and perceived

as more distressing because there may have

been little history of discrimination. Woods-

Griscombé and Lobel9 found that age was not

an independent predictor of distress experi-

enced by African American women related to

gender, race, or generic stress. Instead, these

factors cohered to define a generic stress

experience that was significantly associated

with distress symptoms and intensity.

Clearly, the need to further explore the in-

terrelationships of race, gender, class, and age

is apparent and future research using an in-

tersectionality perspective would make signif-

icant contributions to understanding health

disparities.

NURSING IMPLICATIONS

Health disparities are widely viewed as a

chain of events that have an adverse impact

on health status based on differences in a

person’s environment, their access to and

utilization of healthcare resources, and the

quality of care received. But an understand-

ing of health disparities must also consider

the social inequities that lead to differences

in health status that are not only avoidable

but are also unfair and unjust.12 An inter-

sectional approach examining race, gender,

class, and age and the cultural attributes and

vulnerabilities of African American women

as illustrated in Sojourner Syndrome pro-

vides a multidimensional perspective for po-

tential sources of health disparities. Pre-

requisites of health require socioeconomic

and environmental conditions that make

health for all possible.12 Thus, addressing

health disparities requires thinking about

health in terms of social justice that has impli-

cations for societal change beyond biomedi-

cal constructions.

However, interventions targeting health-

care alone will not eliminate health disparities

or facilitate population health. A broader ap-

proach that focuses attention on system-level

factors that improve population health in-

stead of individuals and individual behaviors

as the primary focus of health intervention

is warranted and will require a redefinition

of health policy.12 This requires examination

of the underlying social, economic, political,

public policy structures, and power dynamics

that foster injustices and inequities if mean-

ingful and lasting change is to occur.26 Like

the public health improvements of the early

20th century (sanitation, hygiene, infectious

disease management) that led to increased

life span and quality of life, attention now

needs to be directed to structural factors in

the social system and environment that fa-

cilitate or compromise health, including in-

come, employment, housing, transportation,

agriculture, and education.

Healthy People 2010 calls for the elimi-

nation of racial, ethnic, and socioeconomic

disparities in health and highlights the impor-

tance of system and structural changes that

need to be undertaken. When considering

the fundamental social, economic, and envi-

ronmental conditions that create adverse con-

ditions and disadvantage for African American

women, determining ways for the elimination
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of health disparities presents a considerable

challenge. This requires approaches geared

toward partnerships among individuals,

communities, organizations, nursing and

medical researchers and providers, and

policy makers that enable a multilevel, com-

prehensive approach to health promotion.

Building partnerships that effectively balance

research, practice, innovation, advocacy, and

service can guide the development of efforts

that are successful and sustainable.

Historically, nursing has abided by values

of equity, fairness, and justice and oppose

injustices that constrain life opportunities

and full access to the benefits of society.48

However, the shift from a public health per-

spective to a focus on care of the individ-

ual over the past century has resulted in

the consideration of health as an individ-

ual matter related to biologic and behav-

ioral factors. This overshadows the degree to

which societal and public policy issues signifi-

cantly impact health and health behavior. This

paradigm shift reframed health and healthcare

not as a social imperative but as an individual

responsibility. The dominance of the biomedi-

cal perspective, although scientifically impor-

tant, has hindered the discovery of the impor-

tant root causes of health disparities from a

social perspective and obscured the magni-

tude of the problem. An emancipatory know-

ing approach questions sources and meaning

of knowledge and beliefs that create contexts

that provide advantages for some and disad-

vantages for others.16 This approach extends

nursing’s view from the individual to soci-

ety to uncover the less visible sources of in-

justice and conceive of a different view for

the elimination of structural barriers to self-

development and self-advocacy through ac-

cess to resources or attainment of capabili-

ties that create the capacity to achieve good

health.16

Smith49 speaks of reawakening caring in

nursing to reflect on our own beliefs and

on the sources of knowledge in the nurs-

ing profession to see where and how nurs-

ing allows or ignores health disparities as a

condition related to the disadvantaged group

rather than as a condition of systemic and

systematic injustices. Nursing must consider

ways in which discrimination and health in-

equities occur in their practice settings and

examine their own behavior for unintentional

attitudes or language that may be perceived

as stereotyping or discrimination23 because

research indicates that unconscious and in-

stitutional discrimination exists at the inter-

personal and institutional levels. Kendall50 ar-

gues that although nursing is distinguished

as a caring profession, nurses function in

a society that devalues caring and sustains

poverty and oppression that disadvantage cer-

tain groups. Through emancipatory know-

ing, nurses recognize the linkages between

poverty, low education, and social problems

with poor health and take action directed

at underlying injustices rather than focusing

solely on helping disenfranchised persons ad-

just to unjust circumstances. Nursing should

engage in emancipatory nursing action to rec-

ognize where oppression exists, critically ex-

amine authority structures, engage in critical

dialogue with all actors, create an empow-

ering environment, and unify and organize

political action.50 Geronimus8 suggests that

healthcare professional advocacy include pre-

senting evidence to policy makers and deci-

sion makers about the detrimental health im-

pact of social policies or discriminatory or

demoralizing circumstances because this may

yield improved conditions that may amelio-

rate health disparities.16

Emancipatory knowing extends nursing’s

sphere of accountability to the examination

of the social, structural, and political contexts

that influence the injustices that perpetuate

advantage for some and disadvantage for oth-

ers. Through praxis, or the recursive process

of reflection and action, nurses can critically

examine what is deliberately unfair as well

as why and how such practices emerged and

who benefits.16 Emancipatory knowing seeks

to discern underlying, more invisible prob-

lems that are fundamental to the more ob-

vious and visible problems. Questions that

nurses can ask from an emancipator knowing

perspective include “What is wrong with this
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picture?” “What is hidden from view?” “Who

benefits the most?” and “Whose voice is not

heard?”16

At the interpersonal level, nursing caring

practices include being attentive to indica-

tions of suffering in verbal and nonverbal

expressions that may mask underlying psy-

chosocial distress and sensitivity to relational

issues such as mistrust and being misunder-

stood, dismissed, discounted, or overlooked.4

Caring practices should also attend to un-

derstanding the capacity and need for self-

advocacy because this is critical to health

improvements. Support for self-advocacy is

particularly important because many African

American women undertake extensive care-

giving and work responsibilities that they at-

tend to first, putting their needs last, and leav-

ing little time for self-care.21 As described in

Sojourner Syndrome, “being a strong woman”

means taking on many economic, childrea-

ring, and family responsibilities, striving to

overcome difficulties, and taking care of oth-

ers at one’s own expense.21 These behav-

iors perpetuate stress and leads to chronic

active coping or John Henryism, which is

associated with increased health risks. The

nontraditional support systems embraced by

African American women, the broader defini-

tion of family, the importance of social con-

nection and relationships, and the role of

the church as a community center should be

discussed with African American women in

terms of self-advocacy and self-care, because

these are positive avenues for coping. For

example, stress-reduction self-care strategies

to increase physical activity might include

recommendations for participation in cul-

turally relevant dance or exercise programs

that affirm race and gender identity, incorpo-

rate religious components to meet spiritual

needs, and blend exercise with other events

that promote social interaction and family

participation.

In academe and practice, an emancipatory

knowing nursing perspective provides guid-

ance on how to critically examine hidden ide-

ologies and assumptions in social structures,

ways to challenge the status quo, and how

to form equitable relationships and use grass-

roots efforts to promote collaboration and

change.16 Structured group experiences fa-

cilitated by an emancipatory knowing frame-

work provide a therapeutic approach for

discovering capacities for empowerment, ac-

tion, and transformation. Nurses can provide

support to African American women through

caring actions that facilitate group processes,

activism, family cohesion, community collab-

orations, and relationship building.16,50 Eman-

cipatory strategies may also facilitate active

coping and problem solving at the individ-

ual level, especially related to racism, be-

cause this is associated with better health

outcomes.23 Detection and treatment of de-

pression can improve quality of life, although

one study cites concerns about overprescrip-

tion of psychotropic medications and low use

of psychological therapy.21 This may signal

the need to direct attention to provider prac-

tice patterns, available treatment options, and

better treatment approaches that need to be

developed.

An intersectional approach that takes into

account the unique experiences of African

American women is necessary if transforma-

tive change in health and well-being is to be

achieved and sustained. Sojourner Truth, an

uneducated African American woman born

into enslavement, embodies the power of a

woman who challenged subordination and

injustice by deconstructing the major beliefs

at the time about women in a patriarchal

and oppressive society to create new visions

about womanhood.31 Emancipatory nurs-

ing actions extend the study of health and

disease from the individual to the relation-

ships among individuals and groups that are

defined by their positions in race, gender,

class, and age hierarchies and influenced by

the broader social and political contexts.51

Acknowledgement of the inextricably multi-

dimensional experience of African American

women is essential to developing new con-

ceptualizations and methodologies to guide

future research, inform public policy, and

direct interventions to improve health and

eliminate health disparities.
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