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ABSTRACT 
 

African American women have the highest rates of hypertension, cardiovascular disease (CVD) 

and mortality rates related to CVD of all ethnic and racial groups in America.   Understanding the 

factors contributing to these health disparities will be crucial to closing the gap in health 

outcomes.  This thesis proposes that stressors and stress coping strategies are contributing as 

independent risk factors for CVD, thus leading to health disparities.  Studies have shown that 

stress has a direct relationship to neuroendocrine processes in the body leading to elevated blood 

pressures and increased inflammation.  Examining common stress factors among African 

American women and developing strategies to help relieve the burden of these stress factors will 

be an important ethical step toward eliminating the CVD health disparity between African 

American women and other ethnic groups.  In addition, developing systemic support for coping 

with stress through health systems and health centers will be imperative for improving CVD 

health outcomes and agency among African American women. 
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CHAPTER 1 
INTRODUCTION 

 
African Americans have the highest rates of hypertension, coronary artery disease and 

stroke of all racial/ethnic groups studied in the United States.  Among women, African American 

women have a higher likelihood of having hypertension and cardiovascular disease compared to 

their non-Hispanic White and Hispanic counterparts.  In 2007, African American women also had 

the highest mortality rates associated with heart disease (204.5 per 100,000), which was more 

than 1.3 times that of non-Hispanic White women (100 per 100,000).  In 2009, almost 11 percent 

of African American women were living with the diagnosis of coronary artery disease and over 

35 percent had hypertension (WOC CVD Health Data, 2010).  In addition, according to the 

American Heart Association’s definition of cardiovascular health (CVH), researchers used the 

National Health and Nutrition Examination Surveys to compare the cardiovascular health of 

different racial/ethnic groups from 1999-2012.  Based on seven factors that contribute to CVD - 

diet, physical activity, blood pressure, smoking status, total cholesterol, blood glucose, and body 

mass index - they found that non-Hispanic black and Mexican-American women had significantly 

lower mean CVH scores than non-Hispanic white women (Pool, 2017). 

 

The alarming nature of these statistics warrants further investigation into the individual, 

community and systemic contributions to these health disparities.  In recent years, there has been 

increasingly more research dedicated to the effects of stress on health.  Chronic stressors that 

have been found to have an association with health disparities include perceived discrimination, 

neighborhood stress, daily stress, familial stress, acculturative stress, environmental stress and 

maternal stress (Djuric et al, 2010).  African American women have been exposed to generational 

stress in America as a result of slavery, Jim Crow laws, lynchings, residential segregation - 

limited to living in areas of concentrated high poverty, overt and covert discrimination, 

microaggressions, negative media portrayals and role strain among other stressors.  The 
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combination of these stressors is unique to this population. Thus, it is worth exploring how these 

stress factors may be contributing to present-day health disparities.  In addition, it is imperative to 

explore the ethical implications of understanding stress as a risk factor for cardiovascular disease.  

This thesis will address the following bioethics questions: 

 

1. Do clinicians have an ethical responsibility to screen for stress and stress factors in 

African American women with and without other CVD disease risk factors?  This 

question is related to the bioethics principle of beneficence, which demands that 

healthcare providers develop and maintain skills and knowledge, continually update 

training, consider individual circumstances of all patients and strive for net benefit. 

 

2. Do clinicians have an ethical responsibility to connect patients to programs and/or help to 

create programs and activities for stress-relief for vulnerable populations?  The urban 

bioethics principle of agency involves the empowerment of vulnerable populations and 

would thus stipulate the development of such programs. 

 

3. Do health systems have an ethical responsibility to reduce health burdens by directly 

helping to decrease the stressors in patients lives?  Based on the bioethics principle of 

justice, this thesis will make the argument that African American women should be 

afforded the resources for the reduction of stressors to improve long-term health 

outcomes, particularly CVD. Justice is composed of four crucial components: fair 

distribution of scarce resources, competing needs, rights and obligations, and potential 

conflicts with existing legislation (Stanford Medical Ethics 101).   
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4. Do health insurance companies have an obligation to expand coverage for stress-relieving 

activities?  The urban bioethics principle of social justice dictates that societal institutions 

have an ethical responsibility to maintain and uphold equity.  If certain factions of a 

population do not have the financial wherewithal to access resources that will improve 

their mental and physical health both in the short and long-term, then institutions such as 

health systems, health centers and health insurance companies should be responsible for 

making these resources available to everyone. 

 

The following sections on stress factors for African American women and the 

pathophysiology of stress will serve to lay the groundwork for bioethical arguments related to 

clinician bedside standards, clinician engagement in the community, and both health system 

and insurance company responsibility in mitigating the unethical disparities in CVD for 

African American women.  Given that good ethics require good facts, the first step is to 

develop an in-depth understanding of the stressors commonly experienced among African 

American women across the country.  These stressors are often rooted in the social and 

political history of the United States. I turn now to these stressors and their effects on 

physical health over time. 
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CHAPTER 2 
STRESS FACTORS AMONG AFRICAN AMERICAN WOMEN 

 
Stress factors that affect African American women begin in childhood and span the 

societal gamut, including childhood trauma, role strain, financial stress, stereotype threat, 

discrimination, safety, self-esteem and relationships.  While not every woman will experience 

each of these stressors during her lifetime, a combination of even one or more can likely 

contribute to the deterioration of health status and the development of CVD risk factors over time.  

One of the most well-known hypotheses involving the relationship between stress and long-term 

health outcomes is called the weathering hypothesis. 

 

The Weathering Hypothesis 

The weathering hypothesis suggests that African Americans experience early health 

deterioration because, relative to Whites, they have much greater and more frequent experiences 

with social and economic adversity. On a physiological level, persistent, high-effort coping with 

acute and chronic stressors has a profound effect on health and disease (Geronimus, 2004).  The 

weathering hypothesis asks us to consider the health impacts of social forces and the more newly 

coined term ‘social determinants of health.’ 

 

The concept of the social determinants of health is an ideology recognizing the 

significance of repeated insults throughout an individual’s lifespan via childhood trauma, social 

exclusion, work challenges, unemployment, and challenges of limited access to healthy food, 

reliable transportation, and quality housing, among others. These social determinants ultimately 

lead to a significant increase in adverse health outcomes. Stress spans across most if not all of 

these social determinants.  The World Health Organization says that the unequal distribution of 

health-damaging experiences is not a 'natural' phenomenon but is instead the result of a toxic 
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combination of poor social policies, unfair economic arrangements, and amoral politics 

(Commision on Social Determinants of Health, 2008). The weathering hypothesis suggests that 

allostatic load or the “wear and tear” stresses on the body throughout a person’s life may in fact 

be the primary cause of adverse health outcomes with unhealthy coping mechanisms acting as a 

secondary insult to health.  It also posits that marked shifts in social, political and environmental 

circumstances must occur in order to significantly reduce the effects of allostatic load on African 

Americans (Geronimus, 2004). 

 

Imagine a house made of sand bricks in a windy desert with frequent sandstorms and 

inhabitants that do not have the proper resources to perform frequent repairs on the structure of 

the building.  You can even visibly see the indentations in the brick as the outer sand layers are 

blown away by the gusty winds.  Without the proper tools, the owners patch together what they 

can to save the sand bricks but sooner or later the house will simply disintegrate and blow away 

with the wind.  This is the process of weathering on the human body in the setting of chronic 

stress exposure and limited resources available to cope with that stress.  Often times, the most 

accessible resources may provide immediate psychological relief but also have long-term 

deleterious effects on the body such as the use of tobacco, alcohol and foods high in fat and 

refined sugars. Long periods of overexposure result in “allostatic load,” which can cause wear 

and tear on the cardiovascular, metabolic, and immune systems (Geronimus, 2004).  This 

ultimately leads to premature morbidity and mortality among the African American population. 

 

The weathering phenomena starts as early as childhood, as we now have strong evidence 

through the Adverse Childhood Experiences Study (ACES) that children with a high ACES score 

have greater risk for all chronic illnesses and premature morbidity and mortality.  The next 

section will discuss childhood trauma and the relationship with long-term health outcomes. 
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Childhood Trauma 

Recent statistics have shown the disturbing rate in which black girls have been abused in 

childhood.  By the age of 18, 40% of African American girls experience sexual assault (Women 

of Color Network, 2006). Over the past twenty years, researchers have been exploring the 

relationship between adverse childhood experience (ACE) and long-term health outcomes.  In 

1998, the CDC in conjunction with Kaiser Permanente published the first results from the ACE 

Study, which showed a strong positive correlation between the amount of exposure to abuse 

and/or household dysfunction during childhood and multiple risk factors for chronic diseases and 

leading causes of death in adults (Felitti et al, 1998).  The ACE questionnaire is separated into 

three major categories: abuse (emotional, physical, sexual), household challenges (mother treated 

violently, household substance use, mental illness in household, parental separation/divorce, 

criminal household member), and neglect (emotional, physical).   

 

The original data from the Kaiser Permanente study showed that women were more 

likely than men to have 3 or more adverse childhood experiences.  Of the 17,000 people 

interviewed, 54% were women but only 4.5% of the sample group were African Americans 

(Felitti et al, 1998).   So, the specific concerns about trauma among African Americans from a 

historical, socio-political lens were not explored in this assessment.  Since the original study, 

others have suggested updates to the ACE questions such as adding questions to assess 

socioeconomic status during childhood and the presence of neighborhood violence (Finkelhor, 

2015).  

 

The ACE study proposes a linear cascade throughout the lifespan from adverse childhood 

experiences → disrupted neurodevelopment → social, emotional, and cognitive impairment → 

adoption of health-risk behaviors → disease, disability and social problems → early death, as 
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seen in Figure 1 (Felitti et al, 1998). This model has many similarities to the weathering 

hypothesis but ACES does not take into consideration the continued traumas throughout the 

lifespan, especially among members of vulnerable and marginalized populations.   

 

Figure 1. ACES Pyramid. (Source: https://www.cdc.gov/violenceprevention/acestudy/about.html) 

The field of epigenetics, the study of how the environment influences the expression of 

genes, has illuminated that fetal and infant stress, childhood trauma and stress throughout the 

lifespan influence DNA methylation and histone acetylation.  These molecular interactions within 

the nuclei of our cells determine which genes are turned on and which genes are turned off.  As 

researchers delve deeper into the field of epigenetics, links between childhood experiences and 

neurodevelopment have become more clear (Roth, 2012).  Impaired neurodevelopment can 

present through decreased memory, increased symptoms of depression and anxiety, increased 

likelihood of developing schizophrenia in young adulthood, and increased risk of developing 

substance use disorders.   
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One of the stressors that presents very early in life for young African American women is 

the struggle to develop a positive sense of self-worth and beauty.  They are also often faced with 

the stress of dispelling stereotypes and the fear of confirming negative stereotypes through the 

expression of anger or sexuality.  The next section will explore the origins of the stereotypes of 

African American women and how these stereotypes in addition to colorism create challenges to 

the healthy development of self-love, self-esteem and self-expression. 

 

Standards of Beauty in America 

Post-slavery stereotyped depictions and caricatures of African Americans became more 

intentionally publicly shaming appearing in print, art, and entertainment during the early 1900s. 

These depictions were meant to minimize the humanity of African Americans, showing them as 

simple-minded and aggressive yet redirectable.  The propagation of such caricatures served a 

larger purpose to reinforce the inferior position of African Americans in society.  The caricatures 

of African American women evolved into distinct stereotypes: Mammy, Jezebel, and Sapphire 

among others (West, 2005). The Mammy stereotype is of the overweight, dark-skinned mother 

figure who sacrifices happily for everyone else, modeled after the women who served as 

caregivers for wealthy families during and after slavery.  One of the most recognizable examples 

of this stereotype in present-day America is the Aunt Jemima syrup and pancake mix owned by 

Quaker Oats.   

 

Jezebel is the caricature that represents the over-sexualization of the Black 

woman.  Jezebel is portrayed as promiscuous, often wearing tight and revealing clothing and 

entertaining multiple male suitors.  The jezebel stereotype has continued to be perpetuated in 

modern times through music videos and other forms of media. 
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The Sapphire stereotype is that of the angry Black woman who frequently emasculates 

her male counterparts.  “The Sapphire image has the potential to influence how anger is expressed 

and experienced.  Although some Black women perceive this image as powerful, they may be 

using an angry, self-protective posture to shield themselves from discrimination, victimization, 

and disappointment” (West, 2005).  The Sapphire image can clearly be seen in today’s reality 

television shows and movie character portrayals.    

 

In addition to the over-sexualization of the Black female form, many have criticized the 

lack of casting darker-skinned African American women in leading roles in the media.  The lack 

of positive, diverse representation has often influenced young girls self-perception as seen in 

“The Doll Test,” first conducted by psychologists Kenneth and Mamie Clark (Clark, 1950) and 

were since demonstrated in a documentary film titled, “A Girl Like Me” by Kiri Davis. The doll 

test revealed that young African American children preferred to play with White dolls because 

they deemed these dolls to be more beautiful. 

 

In the early 1900s, many affluent African American organizations used a litmus test 

called the paper bag test as a requirement for membership.  If an individual was darker than a 

paper bag, they were denied the ability to attain membership in that professional or social 

organization.  The paper bag test is a characteristic example of colorism in the African American 

community.  The consequences of colorism become more pronounced in adulthood.  On average, 

darker-skinned African American women have lower salaries, less education and are more likely 

than their lighter-skinned counterparts to marry less educated men (Hunter, 2005; West, 

2005).  Researchers have also found that systolic blood pressure among African Americans with 

lighter pigment decreases with higher income but increases among darker-skinned African 

Americans as income increases  (WOC Data, 2011, 173).  Even though increased income is often 
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accompanied by an increase in financial security, this protective gradient may not exist for both 

groups due to workplace microaggressions and decreased acceptance into social circles. 

 

The black is beautiful campaign of the 1960s associated with the Black Power Movement 

sought to address these negative stereotypes by highlighting the beauty of African features and 

African American culture.  Many women began to wear their hair in ways that celebrated their 

natural curl pattern, similar to the Natural Hair Movement of the 2000s.  These movements 

represent major shifts away from beauty norms that revolved around perming and pressing to 

straighten their naturally kinky and curly strands.  To demonstrate this ongoing issue, in 2017, the 

11th U.S. Circuit of appeals ruled against a lawsuit filed by the Equal Opportunity Employment 

Commission that attempted to make it illegal to refuse to hire someone with dreadlocks.  The 

court ruled, instead, that a “race-neutral grooming policy” is not discriminatory and that a cultural 

trait, such as a hairstyle, can be changed and is therefore not protected under the law (EEOC vs. 

CMS, 2017). 

 

Artists and writers have sought to express the pain and psychologic distress that African 

Americans have experienced as a result of the beauty norms in America and the direct and 

indirect attempts to suppress the celebration of Black beauty in the media.  Books like the Bluest 

Eye by Toni Morrison (1970) and poems like Phenomenal Woman by Maya Angelou (1995) seek 

to express this pain and resistance through art. 

 

Whether conscious or unconscious, the continued perpetuation of stereotypes that were 

intentionally created to mock and minimize the full spectrum of Black people’s humanity is 

dangerous and damaging.  Researchers have consistently documented a link between the 
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internalization of negative stereotypes and chronic health problems, psychological distress and 

low self-esteem (Thomas, 2004; West, 2005).  

 

In addition to the stress of negative stereotypes and colorism, many African American 

women have also been burdened with the responsibility of serving as the primary caretaker and 

financial provider for their children and often elders of the family.  The next section outlines 

these stressors and their effects on physical health and well-being. 

 

Role Strain and the Superwoman Schema 

The phrase, “Strong Black Woman” is commonly used in colloquial language and casual 

conversations but this concept has roots embedded in American history and has evolved into a 

modern phenomena known as the Superwoman Schema.   

“The Superwoman Schema is “a schema of strength in the quest for survival that 
also may lead to conflict in interpersonal relationships, delayed self-care, 
emotional eating, inadequate sleep, and stress embodiment, including 
psychological distress, anxiety, depression, and impaired physical health such as 
undesirable maternal health outcomes.” (Woods-Giscombé, 2010; West, 2005)  
 

Similar to the Superwoman Schema, the Sojourner Syndrome is a framework that 

attempts to make connection between race, class and gender (Mullings, 2005). It explains how 

African American women came to assume multiple roles in the family during years of slavery 

when marriage in a slave family was illegal, therefore forcing women to assume the role of both 

nurturer and laborer.  This role strain continued into the post-slavery era as African American 

women assumed roles as domestics and laundresses to counterbalance the effects of 

discriminatory work practices against their spouses.  Thus, the Sojourner Syndrome was a 

necessary strategy of survival that now has many names in modern times (Mullings, 2005). 
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Women of all races and ethnicities experience the challenges of balancing the multiple 

roles of parent, partner, and often wage earner.  However, on average, African American women 

earn less per capita, are more likely to be single mothers and generally have lower levels of 

education and job status compared to their White counterparts (West, 2005).  In 2011, 45% of all 

Black family households were headed by a woman who was a single-parent (WOC Data, 2011).  

Of the 2.3 million Black families living below the federal poverty line, 72% were headed by a 

single-parent woman. Overall, more than 42% of black female-headed families had income below 

the poverty level in 2011 compared to 11% of married-couple Black families (WOC Data, 2011). 

 

These statistics reveal finances as a major stressor for black women heading single-parent 

households.  Financial strain can present as the inability to pay for rent and/or basic utilities, like 

heat and water, the inability to pay for internet or telephone services, not having enough funds for 

food for the entire month or lack of money for health care, transportation, and educational 

expenses.  Decreased access to these basic necessities and the stress of poverty can have major 

effects on health outcomes.  During 2011, 54% of the Black workforce was composed of women, 

many earning poverty-level wages.  For women ages 16-24, 27% had income below the federal 

poverty level (WOC Data, 2011). 

 

Working fulltime to support a family financially and fulfilling the role of caregiver can 

certainly take a toll on one’s mental and physical health.  Moving forward, it will be necessary to 

address the economic and social inequities that leave African American women more vulnerable 

to role strain and thus victims of the Sojourner Syndrome (West, 2005). 

 

Strained intimate partner relationships, mass incarceration of African American men and 

premature deaths due to violent crime and chronic disease all contribute to the increased role 
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strain among African American women.  The next section will explore the contribution of 

relationships to stress. 

Relationships 

The contributing factors of a gender-critical model of high-effort coping as it relates to 

African American women include surviving despite challenges associated with single 

motherhood, protecting the well-being of African American children, personal experiences with 

mistreatment or abuse, and interpersonal and gendered challenges related to pursuing advanced 

education and professional goals (Woods-Giscombé, 2010).  

 

Stress related to interpersonal relationships is common across all races and ethnic 

groups.  Yet, relationship dynamics in the African American community are often exacerbated by 

a complex interplay of race, gender, class, and power (Crenshaw, 1993). Findings from the 

National Violence Against Women Survey in 2000, showed that 29.1% of African American 

women are victimized via intimate partner violence in their lifetime, this includes rape, physical 

assault and stalking. 

 

Some men carry immense stress and frustration due to feelings of powerlessness, 

inability to provide for their family financially, and loss of agency often secondary to education 

level and/or prior incarceration.  American society misses no opportunity to reinforce the 

insubordinate position of Black men in this society, which ultimately takes a toll on collective 

self-esteem (Jackson, 2015). Such stress can be displaced as an unconscious defense mechanism 

in the form of anger and/or physical aggression against loved ones, particularly intimate partners. 

African American women are often reluctant to involve law enforcement due to fear of harsh 

sentences, abuse of power of the police, and reinforcing negative stereotypes of Black men.  Even 

still, one study found that police-reported rates of intimate-partner violence were two to three 
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times higher among Black non-Hispanic women than among White non-Hispanic women 

(Bureau of Justice Statistics, 2001). 

 

During the 1980–2008 period, Whites were 55.0 percent of intimate victims of homicide, 

and Blacks were 42.7 percent of these victims, proportions that differ greatly from the 80 percent 

and 12 percent of the population accounted for by Whites and Blacks, respectively, over those 

years (WOC Data, 2011).  These statistics reveal the undue stress of intimate partner violence 

amongst African American women. 

 

Single parenthood also presents challenges for African American women.  Both co-

parenting with an ex and managing relationships with children can be daunting and 

stressful.  Many single mothers complain of not having the energy after working long shifts to 

spend quality time with their children or work night shifts that don’t allow them to see their 

children during the day.  Among postmenopausal women, a new study conducted by Dr. Karen 

Saban at Loyola University’s School of Nursing showed that Black women were more likely to 

report loneliness and less social support, increasing their risk of developing cardiovascular 

disease. Other researchers have also echoed that loneliness is a serious public health concern 

among elders (Gerst-Emerson, 2015). 

 

Relationships with kin and extended social networks can sometimes be strained but often 

offer a reprieve from stressors at home.  The most supportive relationships are often facilitated by 

those in close proximity, particularly neighbors and extended kin networks throughout the 

community.  In the next section, we will explore the effects of the neighborhood and the built 

environment on African American women’s health.  
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The Built Environment 

In this section, we will define the built environment as the neighborhood environment 

where one resides.  It is well known that the environment in which we live affects our health 

(Mitchell, 2008; Jackson, 2003).  According to census data, the majority of African Americans 

live in urban centers (U.S. Census, 2010).  While each urban center is unique, there are some 

widespread characteristics of these built environments, including less green space than suburban 

and rural areas, houses in closer proximity to one another, relatively more trash and litter on the 

streets, and higher rates of gun violence.  Even after segregation was abolished, practices such as 

redlining continued after the The National Housing Act of 1934.  Redlining involved the 

withholding of mortgage capital and insurance to people of color based on “residential security 

maps” worsening segregation and urban decay in America. More modern examples of such 

discriminatory practices that have contributed to further decay of African American 

neighborhoods in urban centers include the subprime lending practices that led to thousands of 

foreclosures and the 2008 financial crisis, in addition to insurance profiling based on zip code and 

“liquorlining,” a form of redlining, where banks will only finance liquor stores and convenience 

stores in low income communities (Maxwell, 1997). 

 

Urban decay, the influx of drugs, and lack of employment opportunities have certainly 

been driving factors in gang and gun violence in America’s inner city neighborhoods.  Black men 

are 14 times more likely than White men to be shot and killed with a gun (FBI, 2016).  Of the 

13,455 cases from 2015 in which the FBI listed a victim's racial information, 7,039 victims – or 

52.3 percent – were Black (FBI, 2016).  With African Americans accounting for only 13.3% of 

the American population, this shows that gun violence is disproportionately affecting the Black 

community.   
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Black women are affected by gun violence in multiple ways.  Many have experienced the 

loss of their sons and/or daughters.   The heaviness of this loss and the guilt that accompanies it 

can lead to chronic psychological distress.  Women who are not directly involved or impacted by 

gun violence but live in neighborhoods where such violence is prevalent still experience stress 

due to fear for their lives and for the lives of their loved ones.  This can lead to decreased activity 

outdoors, less physical activity and the breakdown of connections with neighbors contributing to 

an increase in social isolation. 

 

In addition to street violence and urban decay, the lack of greenspace in many urban 

centers may also have a direct effect on women’s ability to enjoy the outdoors in their 

neighborhoods.  Greenspace has the potential to enhance psychological and cardiovascular 

benefits from increased physical activity, as compared with other settings. A study conducted in 

Ontario, Canada, found that that having 10 more trees in a city block, on average, improves health 

perception in ways comparable to an increase in annual personal income of $10,000 and moving 

to a neighborhood with $10,000 higher median income or being 7 years younger (Kardan et al., 

2015). They also found that having 11 more trees in a city block, on average, decreases cardio-

metabolic conditions in ways comparable to an increase in annual personal income of $20,000 

and moving to a neighborhood with $20,000 higher median income or being 1.4 years younger 

(Kardan et al., 2015). 

 

Researchers have found that hypertension rates were lower among Black women who 

lived in housing with higher median value. This relationship was evident even among Black 

women with higher levels of income and education, and it suggests that health and disease are 

influenced not only by the characteristics of individuals but also by the conditions under which 

people live (WOC Health Data Book, 2014). 
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Despite housing segregation in the U.S., work environments have grown increasingly 

diverse over the past century.  The progress on integration is accompanied by work conditions 

that may still be contributing to increased stress among African American women.  Such stressors 

include perceptions of microaggressions in daily conversations, invisibility, as well as racialized-

gendered discrimination. 

 

Perceived Discrimination 

The foundation upon which America was built involved the enslavement of four million 

African Americans.  The slave trade lasted from 1525 to 1865, during which time Africans were 

brutally worked, beaten, tortured, and often killed by their masters.  Slavery was followed by 

another hundred years (1866-1960) of racist laws designed to either segregate African Americans 

from the White population or to prevent them from participating fully in the free 

market.  Alongside policymakers, groups like the Klu Klux Klan lynched 3,446 Black people 

between 1886 and 1968.  These atrocities are woven into the intricate fabric of U.S. history. They 

have participated in molding the African American experience, yet have not defined the identity 

of African Americans, as they have carved a unique, resilient existence despite hundreds of years 

of overt discrimination and racist policies.   

 

With the election of the first African American U.S. president, many argued that the 

climate of America had shifted into a more inclusive and equal society.  Even though there may 

be some validity to the point that race-relations has improved, statistics still overwhelmingly 

show that there are still significant disparities in wealth, income, education, and health outcomes 

between African Americans and Whites.  While policy decisions may not be felt by individuals in 

a direct or immediate way, interactions with individuals and institutions still have the ability to 
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contribute to acute and chronic stress in African American women in their day-to-day lives.  

Race-related stress is a distinct source of stress that has been linked to psychological outcomes 

including low self-esteem, low levels of life satisfaction, and general psychological distress for 

many African Americans (Klonoff et al., 1999; Kwate et al., 2003; Greer, 2011). 

 

A microaggression is a statement, action, or incident considered an indirect, subtle, or 

unintentional discrimination against members of a marginalized group, such as a racial or ethnic 

minority.  Such experiences are often shared among African American women in confidence with 

friends and family.  Ortiz and Roscigno (2009) examined workplace experiences for over 8,000 

African American and White American women using archived data drawn from discrimination 

cases that were filed in the Northeast region of the United States. The authors found that nearly 

40% of African American women reported experiencing racial discrimination only (e.g., few or 

no promotions, being fired) and 16% of them reported experiencing gender discrimination only 

(e.g., sexual harassment). In contrast, 43% of White American women reported gender 

discrimination only (Greer, 2011).  

 

Unlike other stressors, African Americans of higher socioeconomic status (SES) may 

have higher exposure to stress related to racial discrimination due to a higher frequency of 

interactions with individuals of other races in the workplace. A 2017 national survey conducted 

by the Robert Wood Johnson Foundation and the Harvard School of Public Health found that 

73% of Blacks earning $75,000 or more per year experienced insensitive or offensive comments 

or negative assumptions.  The persistence of racial differences after adjustment for SES 

emphasizes that race is more influential than SES and that additional research attention is 

required to understand the ways in which unique experiences linked to race, such as non-

economic forms of racial discrimination can adversely affect health (Williams, 1997). 
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All of the above contribute to the high levels of chronic stress for African American 

women. Before turning to strategies employed by African American women to cope with stress, 

next we will explore what is happening physiologically to the bodies of African American women 

in the face of the chronic stressors outlined in previous sections. 
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CHAPTER 3 
THE PATHOPHYSIOLOGY OF STRESS 

 
Cardiovascular disease has multiple pathophysiologic risk factors including hypertension 

(sustained high blood pressures) and high cholesterol, which contribute to increased inflammation 

and plaque formation in blood vessels.  This section will explore the neuroendocrine 

contributions to hypertension and inflammation.  Understanding the connections between stress, 

the nervous system, hormones, hypertension, inflammation and chronic disease, may be the key 

to driving social policies, systems-based practices and clinician competency that will ultimately 

eliminate health disparities between the majority and vulnerable populations once and for all.   

 
Figure 2. Biological Pathways of Stress. 

The image above demonstrates the biological pathways by which stress may influence the development of cardiovascular disease. 
Subclinical hypothyroidism, activation of the hypothalamic-pituitary-adrenal axis, increased sympatho-adrenomedullary activity 

(leading to the release of epinephrine and norepinephrine), stimulation of the autonomic nervous system and increased inflammation 
and platelet activation. Copyright (1998) American Medical Association. All rights reserved. Musselman, D. L. et al. Archives of 

General Psychiatry 55, 580-592 (1998). 
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Elevated Blood Pressure 

The relationship between chronic stress and the development of hypertension is not 

completely understood.  When an individual is exposed to an acute stressor, such as exposure to a 

wild animal that poses a threat or perhaps an unsavory conversation or a poor grade on an exam, 

they experience an increase in epinephrine and norepinephrine in the bloodstream released by the 

adrenal glands, more specifically, the adrenal medulla.  The adrenal medulla are stimulated by the 

sympathetic nervous system.  Epinephrine further participates in increasing the heart rate and 

elevating blood sugar through the process of glycogenolysis in the liver.  Norepinephrine acts as a 

vasoconstrictor, elevating blood pressure.  This physiologic mechanism is our built-in protection 

against external dangers and is often referred to as the fight versus flight 

response.  Norepinephrine and epinephrine jolt the body with the energy (increase blood pressure, 

blood sugar and heart rate) necessary to either fight back or run as fast as one can away from the 

danger (Costanzo, 2014). The problem with activating the sympatho-adrenal medullary system 

frequently is that, unlike the protective mechanisms of exercise, it can cause incremental damage 

to the kidneys and blood vessels and cause cardiac remodelling that decreases diastolic function 

(ventricular filling).  In addition, it has been proposed that exposure to chronic stressors can keep 

the body in a state of frequent activation of the sympatho-adrenal medullary system leading to the 

chronic elevation of blood pressure i.e. hypertension (McEwen, 1998). 

 

The cardiovascular reactivity hypothesis proposes that individuals who exhibit 

exaggerated cardiovascular responses to acute stressors are at greater risk for hypertension and 

cardiovascular disease than those who show less reactivity (Spruill, 2013). In addition, recent 

research suggests that failure of BP to return to the pre-stress resting level may also have a role in 

the pathogenesis of hypertension. In contrast, some prospective studies have demonstrated that 

poor blood pressure recovery following mental stress predicts future BP levels, in some cases 



 22 

more strongly than reactivity (Brosschot, 2005).  In addition, several elements of a link between 

rumination, the act of constantly thinking about a stressor, and blood pressure have been 

documented (Spruill, 2013). 

 

When salt intake is increased in salt-sensitive people the blood pressure has to increase in 

order to keep salt excretion equal to salt intake.  Hypertensive African Americans have a greater 

prevalence of salt sensitivity than White Americans for the first six decades of life (Aviv, 2004). 

While the mechanism is still unclear, researchers have studied genetic differences in the renin-

aldosterone system (RAS) in addition to sodium damage to the kidneys, and differences in 

sodium and potassium intake and excretion (Lindhorst, 2007; Aviv, 2004; Hedayati, 2012).  A 

study conducted by Cooper et al in 1997 involved seven populations of West African origins and 

revealed a progressive rise in hypertension prevalence, from 16% in West Africa to 26% in the 

Caribbean and 33% in U.S. This study revealed strong cross-cultural associations of hypertension 

risk based on social-environmental factors, with obesity and sodium-potassium intake accounting 

for 70% of the geographic variation in hypertension prevalence. The study did not compare 

differences in psychosocial factors (Cooper, 1997).  Others postulate that increased activity of 

Sodium-Potassium-Chloride (Na-K-Cl) channels in the kidneys may provide a survival advantage 

to Africans in tropical climates by increasing water retention (Aviv, 2004).  This survival 

advantage becomes maladaptive in the milder climates of the U.S. and in older age.  In addition, 

the angiotensin-renin-aldosterone system is one of the systems responsible for the regulation of 

sodium and potassium in the distal tubules of the kidney and plays a significant role in long-term 

blood pressure regulation.   
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Elevated Cortisol 

Cortisol has been coined in recent years as the “stress hormone.”  Cortisol is a 

glucocorticoid, derived from cholesterol, released by the adrenal cortex in response to stimuli 

from the hypothalamic-pituitary axis (CRH→ ACTH → Cortisol).   

 

 

Figure 3. Hypothalamic–pituitary–adrenal axis.  
Original work from Jessica Malisch and Theodore Garland, Feb. 25, 2004. 

 

Cortisol has many functions in the body.  It is essential in the processes of breaking down 

protein, fat and carbohydrates, thus promoting gluconeogenesis (glucose synthesis);  anti-

inflammatory functions/immunosuppression; maintaining blood pressure by ensuring vascular 

responsiveness to catecholamines (Norepinephrine and Epinephrine); inhibition of bone 

formation; increasing blood flow in the kidney and glomerular filtration rate (GFR); and increases 

alertness through effects on the limbic system (Costanzo, 2014). 

 

Because cortisol promotes gluconeogenesis (release of glucose into the bloodstream), 

excess cortisol in the body causes hyperglycemia.  Thus, in the the case of chronic, excess 
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cortisol release, sequelae may include diabetes, muscle wasting, central obesity, round face, 

buffalo hump, poor wound healing, osteoporosis and abdominal striae. 

 

When exposed to an acute stressor, CRH secretion in the hypothalamus is stimulated, 

leading to the activation of the hypothalamic-pituitary axis.  While the release of cortisol may be 

helpful during acute stress in increasing alertness and making energy more readily available, this 

mechanism can have long-term deleterious effects on the body.  Both diabetes and obesity are 

associated with increased morbidity and mortality.  They are also risk factors for cardiovascular 

disease. 

 

Cortisol has also been found to affect appetite, possibly contributing to over-eating or 

“stress eating.”  In one UCSF study, fifty-nine healthy pre-menopausal women were exposed to 

both a stress session and a control session on different days. High cortisol reactors consumed 

more calories on the stress day compared to low reactors, but ate similar amounts on the control 

day. In terms of taste preferences, high reactors ingested significantly more sweet food across 

days. Increases in negative mood in response to the stressors were also significantly related to 

greater food consumption (Epel, 2001). 

 

In addition, when examining the relationship between race-related stress and salivary 

cortisol levels, recent exposure to race-related stress can have a sustained impact on physiological 

stress responses for African Americans (Smart Richman, 2008). 
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Neurotransmitters 

Neurotransmitters are endogenous chemical messengers that travel between neurons to 

deliver information.  Dopamine is a neurotransmitter that participates in multiple neural pathways 

in the brain including reward-motivated behavior and motor control.  Dopaminergic neurons, or 

neurons that produce dopamine, are found in various areas of the brain but mostly concentrated in 

the midbrain.  The mesocorticolimbic pathway is the dopaminergic pathway that plays an 

important role in reward and motivation.  It has been well-established that substances such as 

cocaine, nicotine and and amphetamines stimulate the release of dopamine in the reward 

pathway.  In addition, studies have found that sugar similarly activates the same reward pathway 

sometimes leading to binge eating and increase in body weight, potentially leading to obesity 

(Avena, 2012). 

 

Figure 4. Dopamine and Serotonin Pathways.  
Source: National Institutes of Health, United States Department of Health and Human Services 

 

Serotonin is also a neurotransmitter, functioning in unique pathways in the brain, some of 

which influence mood, sleep, and cognition.  The first-line therapy for depression and anxiety in 

the United States are Serotonin Reuptake Inhibitors, which act to keep serotonin in the synaptic 
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cleft between neurons for a longer period of time, thus boosting mood.  Serotonin has been shown 

to act as an appetite suppressant, counteracting the effects of neurotransmitters that stimulate 

appetite.  In persons, who suffer from depression and anxiety, decreased serotonin release in the 

serotonergic neuronal pathways may lead to unbalance in appetite regulation.  This mechanism 

can have long-term effects on the body, increasing the risk of obesity and diabetes in individuals 

(Wyler, 2017). 

Inflammation 

Depression is characterized by a sustained inflammatory state, and increased 

concentrations of a variety of inflammatory markers, such as C-reactive protein, interleukin 6 (IL-

6), and soluble intercellular adhesion molecule 1, might have a major role in mediating the 

increased risk of CAD in patients with depression (Nemeroff, 2012). 

          

Grandl et al. argue that both Type II diabetes mellitus and cardiovascular disease should 

be considered inflammatory diseases.  A body exposed to chronic fatty acids and glucose in the 

blood undergoes endothelial stress and increased platelet activation, ultimately leading to the 

activation of various inflammatory pathways and increasing the risk of plaque formation in 

coronary arteries (Grandl, 2017). 

 

The results of the Heart and Soul study, the nation’s largest and longest study of heart 

disease, suggests that although increasing severity of depressive symptoms in patients with 

coronary heart disease was associated with elevated CRP and IL-6 concentrations, the link was 

mainly driven by depression-related health factors, such as physical inactivity, smoking, and 

obesity. An assessment of depressive symptoms and CRP levels in 512 African American and 

white American adults aged 30–65 years in the MetaHealth Study yielded similar findings. 

Depressive symptoms were associated with inflammation, but this association could be largely 
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explained by metabolic risk factors, such as diabetes, hypertension, obesity, and smoking 

(Nemeroff, 2012).   

 

African American women are not necessarily aware of all of the acute and chronic 

pathophysiological effects of stress on the body.  However, like everyone else, they employ 

strategies to cope with stress that are either adaptive or maladaptive.  Adaptive coping strategies, 

such as exercise, sustain both mental and physical health in the long-term while maladaptive 

coping strategies eventually cause harm to the body.  The next section explores the coping 

mechanisms most widely used by African American women and their impacts on mental and 

physical health including cardiovascular disease. 
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CHAPTER 4 
COPING STRATEGIES 

 
Tobacco and alcohol use disorders are independent risk factors for CVD in addition to 

hypertension and hypercholesterolemia (CDC Data, 2017).  This section will exploring the 

prevalence of coping strategies among African American women that either contribute to the 

development of CVD or protect against it.   

 

Unhealthy Coping Strategies 

“Strength performances” in the management of daily life, specifically hypervigilant role 

management, emotional suppression, and limited self-care, can contribute to compromising 

African American women's mental health and wellness (Black & Peacock, 2008; Woods-

Giscombe, 2010). The next section will explore the exhausting coping strategy of “fitting in,” 

which is particularly relevant for African American women who seek higher education or who 

work in a professional environment where they are one of few that identify with the same racial 

and/or ethnic group. 

Acculturation 

The imposter syndrome is a phenomena that affects high-performing individuals who 

find it difficult to internalize their accomplishments and often feel out of place in institutions of 

higher learning or professional workplaces.  Some feel they are not intelligent enough to be in a 

certain space despite their competitive applications and prior achievements.  Fitting in is never 

easy but for African American women, it can be a constant source of stress.   

 

John Henryism, coined in the 1970s by epidemiologist Sherman James, is a strategy for 

coping with prolonged exposure to stress, such as social discrimination, through expending large 

amounts of energy resulting in the accumulation of physiologic damage, such as hypertension and 

cardiovascular disease.  For those who scored high on the John Henryism scale, low and middle-
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class had higher rates of hypertension than high socioeconomic status African Americans. For 

those who scored low on the John Henryism scale, low and middle income African Americans 

had lower rates of hypertension than the high socio-economic subjects  (James, 1992). 

 

These results suggest that the increasing energy output via manual labor increases a 

person’s risk for hypertension but elevated energy output in office work, perhaps increases an 

individual’s sense of belonging and thus work satisfaction thereby decreasing the risk for 

developing hypertension.  Oppositely, for those who do not score high on the John Henryism 

scale in low and middle income groups, perhaps do not exert as much energy in manual labor and 

maintain a lower risk of developing HTN versus their high SES counterparts that may feel even 

more overwhelmed and alienated at work thus increasing their blood pressure. 

 

Another aspect of acculturation involves the transformation of one’s speech pattern when 

embedded in the professional setting where standards are often set by the dominant culture.  This 

phenomena is often referred to as code switching, which is a linguistic term referring to the act of 

alternating between two or more languages or dialects.   While many African Americans are not 

bilingual, they do speak multiple dialects of English that can often cause internal conflict and 

stress when maneuvering between home and work environments.  In responding to both racism 

and sexism, Shorter-Gooden (2004) found that African American women used efforts such as 

‘‘proving them wrong,’’ altering modes of dress and speech patterns, challenging biased systems, 

and general avoidance behaviors (e.g. refraining from conversations that elicited prejudice and 

biases) as workplace coping mechanisms. (Greer, 2011) 
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Food Habits and Access 

Binge eating, sometimes referred to as ‘emotional eating’ or ‘stress eating,’ is commonly 

associated with White women but some studies have shown that African American women are 

just as likely to suffer from binge eating disorders (Streigel-Moore, 2000).  In a survey of 1628 

Black women and 5741 White women (mean age, 29.7 years), African American women were as 

likely as White women to report binge eating or vomiting during the preceding three months, and 

were more likely to report fasting and the abuse of laxatives or diuretics. In addition, recurrent 

binge eating was more common among Black women.  In both race groups, recurrent binge 

eating was associated with elevated body weight and increased psychiatric manifestations 

(Streigel-Moore, 2000). 

 

Similarly, a study at Wayne State University showed that in a sample of 88 African 

American women with a mean BMI of 40, 18% were found to have traits consistent with night 

eating syndrome (NES) and 7% consistent with recurrent binge eating (RBE) disorder.  Night 

eating disorder involves morning anorexia and the consumption of >50% of a person’s daily 

calories between 8pm and 6am, waking up multiple times per night to eat high calorie snacks at 

least three nights per week. Participants with NES and RBE showed a higher prevalence of the 

craving traits, including positive reinforcement and relief from negative feelings, among others 

(Jarosz, 2003).  Stress related to racism also may underlie the overeating and resultant obesity in 

Black women and may be associated with the greater prevalence of both diabetes and 

hypertension among Black women relative to White women (WOC Data, 2011). Chronically high 

levels of glucocorticoids i.e. cortisol are thought to increase compulsive activities and the appeal 

of drugs, sugar, and fats (Geronimus, 2010). Dallman et al. (2003) proposed that people who 

experience chronic stress may compulsively turn to high-fat and sugar-laden or “comfort” foods 
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in an attempt to reduce anxiety and depression. This may contribute to obesity, central adiposity, 

and other metabolic diseases in populations facing chronic stress (Geronimus, 2010).   

 

The State of Obesity Report and the National Health and Nutrition Examination Survey 

(NHANE) (2013/2014) states that African American women have an obesity rate of 57.2 % and 

extreme obesity rate of 16.8% for a total of 74.0%.  It is important to note that overweight and 

obese women with ≤1 metabolic abnormality, such as diabetes or hyperlipidemia, do not have 

increased cardiovascular risk, regardless of race or ethnicity (Scheigelow, 2015).  However, obese 

African American women with >2 metabolic abnormalities do have an increased risk of 

cardiovascular disease compared to non-obese women. 

 

Decreased access to healthy, micronutrient dense foods also contributes to eating habits 

among African American women.  Food Deserts, as defined by the USDA, are low-income 

census areas where either a substantial number or share of residents has limited access to a 

supermarket or large grocery store. "Low income" areas are defined as those where at least 20 

percent of the people have income at or below the federal poverty levels for family size, or where 

median family income for the area is at or below 80 percent of the surrounding area's median 

family income. Census areas qualify as "low access" areas if at least 500 persons or 33 percent of 

their population live more than a mile from a supermarket or large grocery store (USDA).  For 

African American women who live in urban food deserts, the food most convenient in terms of 

location and cost is often food sold at bodegas, convenience stores and fast food restaurants.  

These foods are often high in refined sugars, saturated and trans fat, and sodium.  All of which 

have been found to be associate with increased risk of cardiovascular disease when consumed in 

large quantities across an individual’s lifespan. 
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Substance Use 

Morbidity and mortality rates for African Americans from many conditions (cancer, 

HIV/AIDS, pneumonia, CVD, and homicide) exceed those for Whites. These findings exist even 

though Black women are generally less likely than White women to report high risk behaviors 

such as tobacco use, alcohol consumption, or using other substances (WOC Data, 2011).  Both 

tobacco use disorder and alcohol use disorder are both risk factors for CVD.  In addition, cocaine 

use can cause sudden cardiac death in persons with pre-existing heart disease.  Despite African 

American women reporting less use of all three of these substances, they still have higher 

morbidity and mortality due to CVD.  This section demonstrates that the CVD health disparity 

between African American women and other racial/ethnic groups does not exist due to the use of 

drugs as a coping strategy.  This is important to highlight because African Americans are often 

targeted in tobacco and alcohol marketing and portrayed in the media and popular culture as the 

primary users of legal and illegal drugs, when in fact, statistics show a different reality. 

 

Tobacco  

Research suggests that sociostructural factors (such as perception or racially 

discriminatory treatment) are also relevant to the onset of unhealthful behaviors such as cigarette 

smoking (WOC Data, 2011). The 2016 National Survey on Drug Use and Health (NSDUH, 2016) 

showed that tobacco use increased among all groups when comparing monthly to yearly to 

lifetime use.  Among people aged 18 and older, 19.5% of women and 31.7% of  men used 

tobacco products in the past month and 26.6% African Americans compared to 27.6% Whites, 

40.8% Native Americans, 38.7% two or more races, 22.3% Native Hawaiian/Pacific Islander, 

18.8% Hispanics and 9.7% Asians.   
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Over a lifetime, 59.9% of women and 76.1% of men ages 18 and older use tobacco 

products.  In addition, 57.4% of African Americans use tobacco products during their lifetime 

compared to 75.7% Whites, 75.4% Native Americans, 76.9% two or more races, 53.1% Hispanic, 

53.3% Hawaiian/Pacific Islander and 35.1% Asians. 

 

Tobacco Use (2016) 

Adults 18 Years and Older Past Month Lifetime 

Native American 40.8% 75.4% 

Two or More Races 38.7% 76.9% 

White, non-Hispanic 27.6% 75.7% 

African American 26.6% 57.4% 

Native Hawaiian/Pacific Islander 22.3% 53.3% 

Hispanic 18.8% 53.1% 

Asian American 9.7% 35.1% 

Table 1. Tobacco Use (2016)  

While African American women show lower rates of smoking than many other racial and 

ethnic groups, they still suffer from higher morbidity and mortality from smoking-related 

illnesses.  Some have attributed this to higher rates of menthol cigarette usage in the black 

community due to targeted advertising.  According to the CDC, nearly 9 of every 10 African 

American smokers (88.5%) aged 12 years and older prefer menthol cigarettes.  Menthol cigarettes 

have been shown to be more lethal due to the increased absorption of harmful chemicals into the 

body.   
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Alcohol 

In the 2016 NSDUH survey, they also found that in the past month, alcohol use was 

prevalent among 40.7% African American women 21 and older, binge alcohol use among 20.6% 

and heavy alcohol use 2.8%.  Compared to 56.7%, 22.2% and 4.9% respectively for White, non-

hispanic women and 39.6%, 19.8% and 2.8% respectively, for Hispanic women.  Over a lifetime, 

75.9% African American women reported drinking alcoholic beverages compared to 90% of 

White women and 73% of Hispanic women. 

 

Alcohol Use in the Past Month (2016) 

Women 21 Years and Older 
by Race 

Alcohol 
Use 

Binge Alcohol 
Use 

Heavy Alcohol 
Use 

Lifetime 
Use 

White, Non-Hispanic 56.7% 22.2% 4.9% 90% 

African American 40.7% 20.6% 2.8% 75.9% 

Hispanic 39.6% 19.8% 2.8% 73% 

Table 2. Alcohol Use in the Past Month (2016) 

Illicit Drugs 

According to the NSDUH, in 2016 1.9% of women ages 18+ in the US suffered from an 

illicit drug use disorder compared to 3.5% of men.  By race, 3.4% African Americans compared 

to 2.7% White, 2.4% Hispanic, 3.9% Native American, 5% two or more races, 1.6% 

Hawaiian/Pacific Islander and 1.1% Asian Americans adults over age 18 suffered from an illicit 

drug use disorder in 2016. 
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Adults Age 18 and Older Illicit Drug Use Disorder (2016) 

Two or More Races 5% 

Native Americans 3.9% 

African American 3.4% 

White, non-Hispanic 2.7% 

Hispanic 2.4% 

Hawaiian/Pacific Islander 1.6% 

Asian American 1.1% 

Table 3. Illicit Drug Use Disorder (2016) 

With lower rates of tobacco use, alcohol consumption and abuse and slightly higher use 

of illicit drugs than Whites, we must continue to explore why are African American women 

suffering so much more from heart disease than other groups.  

 

Television and Media 

Since the creation of black and white television in the 1930s, Americans have been captivated by 

ever changing cinematic entertainment. With the addition of color and genres over the years, our 

connection with television has grown ever closer and dangerously more unhealthy.   

 

While many like to unwind at the end of the day by watching television, it is important to explore 

the unintended consequences on mental and physical health.  According to the 2016 American 

Time Use Survey conducted by the U.S. Department of Labor, the average American spends 

approximately 2.7 hours per day watching television.  For people ages 15-44, the time was closer 
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to 2 hours and for people over age 65, television time averaged 4 hours per day.  Among African 

Americans the average number of hours of television watched per day among all ages was 3.41 

hours compared to 2.67 hours among Whites, 2.45 among Hispanics and 1.93 among 

Asians.  This difference between hours spent watching television between racial/ethnic groups 

could potentially account for thousands of hours of difference in physical activity over the course 

of a lifespan due to inactivity during television consumption (ATUS, 2016).  Black non-Hispanic 

women (15 percent) and Hispanic women (16 percent) have historically reported engagement in 

light to moderate leisure-time physical activity at least five times per week, less than American 

Indian or Alaska Native women (22 percent) and White non-Hispanic women and Asian women 

(both at 24 percent) (NHIS, 2005–2007). 

 

In addition to decreased physical activity, when discussing unique stress factors among African 

American women, the images and portrayals of African Americans in the media can also have a 

conscious and subconscious affect on mental and emotional well-being.  One study on race and 

ethnic representations of lawbreakers and victims in crime news showed that national coverage of 

African Americans as perpetrators of violent crime was overrepresented in the media and that 

ethnic minorities were under-reported as victims of crimes (Bjornstrom et al, 2011).  In addition, 

portrayals of black women in the news, music videos, television shows and movies has not 

always been positive, often carrying forward stereotypes created during the Jim Crow era.   

 

In contrast, television and media have also played a significant role as a medium for African 

Americans to write their own narratives.  Television writers, like Shonda Rhimes and Issa Rae, 

have found their voices through screenwriting, and their diverse casts and complex portrayals of 

Black women have been lauded and celebrated by many.  In the past 20 years, roles for African 

American characters on television have increased and diversified.  From 2016-2017, African 
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American characters comprised of 19% of speaking roles on network television up from 16% in 

2015-2016.  While we can be encouraged about better roles and more positive images of African 

American women in media, we must still pursue the goal of decreasing heart disease by 

decreasing screen time and increasing movement. 

 

Healthy Coping Strategies 

Effective coping and management of role responsibilities can reduce the effects of stress on the 

mental and physical health of African American women (Black et al., 2009; Woods-Giscombe, 

2010) in addition to practicing self-care through exercise and mind-body therapies, talk therapy, 

and buffering through expanded kin networks, particularly in one’s neighborhood and church 

community.  This section explores how these healthy/adaptive coping strategies may help to 

protect African American women against the development or progression of cardiovascular 

disease. 

Expansive Kin Networks 

Some postulate that kin and extended family networks amongst African Americans have been the 

support system that helps to shield women from more disparaging mental health outcomes when 

faced with extraordinary social challenges (Cohen, 1984; Geronimus, 2004). Nationwide surveys 

and census data have not truly accounted for these more unorthodox support networks, painting 

the picture that African American women, particularly single mothers, bear all of the 

responsibilities of their households alone.  In the same light, the presence of African American 

fathers in their children’s lives may also be missed by the census by only asking marital status 

and number of individuals living in the household. 

 

Geronimus states that, “the extreme economic need, experience with social exclusion, and early 

health deterioration that characterize African American families in high-poverty areas require a 
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degree of multigenerational connectedness and familial responsibility and reliance throughout the 

lifespan that makes aspects of the dominant developmental ideology untenable” (Geronimus, 

2004).  The idea of the nuclear family held in dominant ideology is often not applicable but the 

intergenerational, intra- and interfamilial social contracts that bind people together in the African 

American community provides a buffering zone that may serve to counteract the detrimental 

effects of social stressors. 

 

The possible protective effect of social support against the psychologic and physiologic effects of 

social stressors has been termed the buffering hypothesis.  In a theoretical analysis of the 

buffering hypothesis, psychologists Cohen and Mckay suggested that in order for a support 

network to truly uphold the hypothesis, they must provide more than just tangible assets i.e. 

financial or childcare support.  The support system must also help with stressor/threat appraisal 

whereby changing an individual’s perception of a stressor, elevation of self-esteem, 

recommending and even pressuring an individual to engage in positive coping strategies such as 

meditation and exercise, and providing a sense of belonging and intimacy (Cohen et al, 1984). 

 

More research is needed to determine which aspects of the buffering hypothesis are being met by 

the social networks of African American women.  However, it is safe to say that the buffering 

hypothesis certainly has great relevance in the African American community and can possibly 

serve to explain some of the data showing lower rates of depression and anxiety among African 

American women compared to White women. 
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Religious Affiliations 

The Black Church is an institution that has existed in the African American community since the 

times of slavery.  According to the Pew Research Center polls, 84% of African American women 

say religion is very important to them and 59% report attending religious services at least once a 

week compared to 39% of all Americans.  These statistics reveal an unwavering commitment by 

the majority of African American women to their religion and religious institutions.  For women 

of all ages, the church often serves as an extension of the social networks mentioned in the 

previous section.  For women of all ages, the church can serve as a place of peace, respite, and 

social connection.  Recent research has shown that chronic loneliness was significantly associated 

with with increased physician visits  (Gerst-Emerson, 2015). The church may act as a buffer to 

loneliness in elderly women. 

 

African Americans also report praying daily (76%), which is significantly higher than the 

reported 58% of all Americans.  Prayer is a key component to many religious practices across the 

world, namely Islam, Christianity, Judaism, Hinduism and more.  In Protestant Christianity, the 

form of Christianity in which most African American women practice, private and group prayer 

is common.  One systematic review showed that praying for one’s own health in private prayer 

was found to have a significantly positive correlation with improvement in depression, anxiety 

and optimism but they found no benefit in physical health conditions or blood pressure 

(Anderson, 2016). 

 

Praise and Worship is another significant aspect of the Black Church experience.  When members 

of the church congregate, it is commonplace for the choir and church to sing together in 

harmony.  The music is reminiscent of the soulful negro spirituals, jazz and rhythm & blues, often 

enveloping the congregation in an emotional, lively experience.  It is possible that this weekly 
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release of energy in a communal setting contributes to stress relief and stress coping.  While 

research is scarce with regard to the effects of Praise and Worship on the entire congregation, 

some studies have shown a positive correlation between singing in a choir and cognitive 

stimulation and improved mental health (Moss, 2017). 

 

While it is unclear whether or not church going or active prayer helps to improve physical health, 

preliminary research suggests that these practices may have a similar buffering effect on mental 

health as social support networks. 

 

Travel & Exercise Groups 

“Stressing” the body frequently through exercise increases the capacity of the body to endure 

stressful situations.  During exercise, arteries in muscles dilate to increase the supply of oxygen 

and glucose.  In addition, heart rate and heart contractility increase thus increasing cardiac 

output.  Overtime, exercise can cause hypertrophy of the heart muscles leading to lower heart rate 

and blood pressure at rest.  Exercise also improves mood through the release of serotonin and 

dopamine in the brain. 

 

While the built environment of inner city neighborhoods is not always conducive to exercising 

outdoors, groups like Black Girls Run and GirlTrek have started national group exercise 

programs centered around running and walking, respectively, to create a nationwide support 

system for women of color to get more active.  The creation of these groups is also a movement 

toward normalizing exercise in the African American community.   

 

In addition to exercise, multiple research studies have shown that travel has positive benefits for 

mental and physical health.  The Framingham Heart Study showed that women who took a 
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vacation once every six years or less were close to eight times more likely to develop coronary 

artery disease or have a myocardial infarction compared to women who took a vacation at least 

twice a year.  In addition, a study of rural women in Wisconsin showed that rates of depression 

and tension were significantly higher in women who took a vacation once every two or every six 

years compared to women who took a vacation twice or more per year (Chikani, 2005). 

 

Historically, travel for African Americans has gone through huge shifts.  During slavery, the 

underground railroad served as a secret system of travel used by slaves travelling on foot to 

escape Southern States, often ending in Canada or northern US cities.  Harriet Tubman is the 

most famous African American woman known for making 19 trips on the underground railroad 

and escorting 300 slaves to freedom.  From 1936-1966, the Negro Motorist Green Book was used 

by African American families travelling by car cross-country.  The book featured restaurants, gas 

stations, hotels and motels that were friendly and welcoming to African American travelers.  

Similarly, during segregation, there were many vacation towns that consisted of many African 

American owned businesses such as Highland Beach in Maryland, Oak Bluffs in Martha’s 

Vineyard, and Idlewild in Michigan. In today’s landscape, African American millennials are 

travelling abroad farther and wider and doing so in style.  Travel organizations such as Travel 

Noire are thriving through social media and have shown dedication to to encouraging and 

supporting international travel among millennial African Americans.   

 

Yoga & Meditation 

While not as popular among African American women, some have taken to various forms of yoga 

and meditation as a means to cope with life stressors.  Organizations like Black Girl in Om and 

the Black Yoga Teachers Alliance seek to spread the practice of meditation and yoga in the 

African American community. 
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After reviewing the literature, the American Heart Association published a statement on their 

position regarding meditation as a means to reduce cardiovascular risk factors, “Given the low 

costs and low risks of this intervention, meditation may be considered as an adjunct to guideline-

directed cardiovascular risk reduction by those interested in this lifestyle modification, with the 

understanding that the benefits of such intervention remain to be better established. Further 

research on meditation and cardiovascular risk is warranted.”   (Levine, 2017)  Much of the 

current research is limited by design, lack of long-term follow up, and inadequate power.  It will 

also be important to distinguish the effects of different forms of meditation, such as mindfulness, 

transcendental and visualization-based meditations.  One study on the effects of transcendental 

meditation (TM) on reduction of CVD in African Americans showed that in a 5.4 year follow-up 

period, study participants who participated in TM showed significantly reduced risk for mortality, 

myocardial infarction, and stroke in coronary heart disease patients. These changes were also 

associated with lower blood pressure and psychosocial stress factors (Schnieder, 2012). 

      

Yoga is uniquely positioned to provide the relaxation benefits of meditation in addition to known 

cardiovascular benefits of physical exercise.  A systematic review and meta-analysis conducted 

by Harvard researchers in 2014, showed that yoga significantly improved body mass index, 

systolic and diastolic blood pressure, LDL, HDL, total cholesterol and triglycerides but not 

fasting glucose or glycosylated hemoglobin (HgA1C).  They also state that many studies were 

limited by power, quality of RCTs, and heterogeneity (Chu, 2014).  

 

Although more research is needed, it seems that meditation and even more so yoga may be 

promising modalities for the reduction of stress and primary cardiovascular disease risk 

factors.  Because they are not currently widely practiced among African American women, it 
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remains to be seen if these modalities can be widely adopted in this community.  Yoga practices 

such as Khemetic Yoga, Afrikan Yoga and Afro Flow Yoga may be the cultural fusion necessary 

to make yoga more accessible and culturally relevant to the African American community. 

 

The Gray Zone 

The “Gray Zone” is a section of coping strategies that may in some ways serve to improve the 

mental and/or physical health of this population but in other ways contribute to health 

deterioration.  In this section, the use of social media and avoidance coping are explored as 

coping strategies that may have equally negative and positive impacts on health and well-being. 

 

Social Media 

Social media is still a quite young phenomena and researchers have not yet gathered a substantial 

amount of data on its impact on people’s lives.  According the the Pew Research Institute, 

approximately 63% of African Americans were social media users at the end of 2016 compared 

to 69% of Whites and 74% of Hispanics.  In addition, 75% of women were found to be social 

media users.  Some speculate that social media use causes an increase in dopamine release in the 

brain’s reward pathway and now suspect that this could be leading to overuse similar to that of 

other addictions.  Terms such as, “Facebook Depression,” have surfaced in the media describing 

decreased self-esteem and body image among young people who frequent social media sites 

(Richards, 2015).   

 

The positive aspect of social media for African American women is that it has become an avenue 

in which on can filter content, unlike traditional media outlets.  By filtering content, women can 

choose to see more positive images of their community, images that defy long-standing 

stereotypes.  In addition, many women are using social media platforms to promote their small 
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businesses, thus social media is indirectly helping to decrease financial stress for some.  Women 

are also using social media to find and connect with like-minded individuals, thus expanding their 

social network and possibly even creating bonds that meet criteria for the buffering hypothesis. 

 

Social media is certainly a mixed bag and it is still too early to tell whether it’s long-term effects 

on the population will be negative or positive overall. 

 

Avoidance Coping 

Avoidance coping is a strategy that involves a concerted effort to avoid dealing with a stressor, 

typically associated with internalizing emotions and avoiding conversations about the stressor.  In 

a study comparing the coping strategies of women survivors of domestic violence, they found that 

African American women showed much higher preference for avoidance coping that any other 

group (Weiss, 2016).  According to the National Resource Center on Domestic violence, African 

American women experience domestic violence at a rate 35% higher than White women but are 

less likely to use social services, women’s safety shelters or go to the hospital after a domestic 

violence incident.   

 

This coping mechanism, while considered maladaptive, may have some protective effects against 

mental health disorders.  By avoiding the retelling/reliving of traumas, they may be in fact 

protecting the brain from developing neurotransmitter imbalances and neural connections that can 

lead to depression and anxiety.   

 

On the contrary, avoidance coping may have similar long term physiologic effects on the body as 

John Henryism.  By internalizing their stress and trauma, they may be increasing their risk of 

over-activating the sympathetic nervous system and increasing neuroendocrine inflammatory 
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processes in addition to possibly engaging in negative forms of passive coping like binge eating 

and drug use. 

 

There is a stigma surrounding talk therapy in the African American community.  Many avoid 

psychotherapy perhaps as an extension of avoidance coping in addition to avoiding the stigma of 

labels.  However, a study of 362 patients with cardiovascular disease showed that cognitive 

behavioral therapy (20 sessions, 2 hrs. each during 1 year) in addition to traditional care resulted 

in a 41% lower rate of fatal and nonfatal recurrent cardiovascular disease events and a 45% 

reduction in the incidence of myocardial infarction compared with traditional care alone. 

However, the cognitive behavioral therapy was focused on stress management rather than 

reducing levels of depression, which were not assessed (Nemeroff, 2012).  Thus, it may be worth 

pursuing more targeted efforts toward educating members of the African American community 

on both the mental and physical benefits of psychotherapy. 
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CHAPTER 5 
BIOETHICS FOR CARDIOVASCULAR DISEASE PREVENTION 

 
Sustained cardiovascular disease health disparities between racial/ethnic groups, inform 

us that we need to develop strategies for addressing this epidemic that involve interdisciplinary 

collaboration and potentially even identifying new risk factors, such as stress.  Because stress is a 

broad phenomena that is caused by many intersectional social factors, affecting multiple 

neuroendocrine pathways in the body, it is important to develop culturally-sensitive strategies for 

identifying and eliminating stress.  These new strategies would serve as an ethical approach to 

improving long-term health outcomes and decreasing the morbidity and mortality of chronic 

diseases in vulnerable populations, including African American women. 

 

Current CVD Medical Management 

In the clinical setting, our current practice guidelines for the prevention of heart disease 

involve assessing a patient’s risk with a cardiovascular risk calculator.  These calculators take 

into account a patient’s age, gender, race (African American or Other), total cholesterol, HDL 

cholesterol, systolic blood pressure, diastolic blood pressure, current treatment for hypertension, 

diabetes and smoking history.  By asking “African American or Other,” the calculator is taking 

into account the increased cardiovascular risk of African Americans but it is not meant to divulge 

the reason behind this increased risk.  Without an answer to the why of this health disparity, how 

can clinicians and researchers improve preventive measures for this at-risk population? 

 

The medical management of diagnosed cardiovascular disease is complementary to the 

cardiovascular disease risk calculator.  Clinicians treat the patient’s hypertension, hyperlipidemia, 

diabetes and clotting risk.   Smoking cessation is also supported with the use of some 

antidepressants and nicotine substitutes if the patient is open to intervention.  While healthy 
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eating, exercise and stress relief are all encouraged, there is often a lack of formalized support for 

patients to make long-standing lifestyle changes.  In addition, many clinics and hospital systems 

have limited influence on improving the actual stressors in patients lives such as finances, food 

insecurity, access to healthy food, lack of affordable child care, lack of affordable housing, 

caregiver role strain, neighborhood safety, access to public spaces, affordability and/or proximity 

of exercise facilities, access to higher education, discrimination, housing segregation, and so on.  

 

The ethical imperatives underlying the current clinical guidelines for the prevention and 

treatment of cardiovascular disease subscribe to routine beneficence. But under the surface, one 

can see how the ethics and strategies are designed for a generic patient, not one belonging to a 

vulnerable or marginalized population. Therefore, we need not only new strategies but new 

ethics.  

Ethical Considerations 

Urban bioethics explores ethical issues related to medicine, science, people and the urban 

environment.  It challenges traditional bioethics to consider societal inequities, racial and socio-

economic disparities and the interests of family, community and society in working toward 

improving individual and population health (Blustein, 2004).  The principles of urban bioethics 

are ideal in the exploration of stress, coping and cardiovascular disease in African American 

women, particularly in the urban setting. 

 

To reiterate the paradox at hand, African Americans suffer from higher rates of almost 

every chronic disease including cardiovascular disease.  However, compared to Whites they have 

lower reported rates of psychiatric illness and lower rates of suicide according to the 2016 

NSDUH.   
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“But if blacks cope better with stress, there may be a consequential trade-off. 
Although effective coping may shield African Americans from the psychological 
sequelae of stress, the cumulative effects of high exposure to stress may take a 
heavy physical toll and leave them more vulnerable to a broad range of physical 
ailments.” (Geronimus, 1992; Williams et al, 1997)   
 
With the knowledge of phenomena such as John Henryism and the Sojourner Syndrome 

demonstrating the direct physiologic effects of stress and overexertion, it is imperative to re-

evaluate the practice guidelines for the prevention and treatment of cardiovascular disease in high 

risk populations, particularly African American women. 

 

With the bioethics principle of beneficence in mind, the information presented supports 

the argument  that clinicians have an ethical responsibility to screen for stress and stress factors 

among African American women with and without other CVD disease risk factors.  It is possible 

that young and middle-aged women with higher stress scores could receive intervention early 

enough to serve as a protective mechanism against cardiovascular disease and other chronic 

diseases in the future.  For women who already have primary risk factors for CVD such as 

hypertension and hyperlipidemia, it may be possible to mitigate the risk of future acute coronary 

syndrome events such as stable angina, unstable angina and myocardial infarction by screening 

for stress and providing the necessary interventions.   

 

Providing stress interventions is in compliance with the urban bioethics principle of 

agency, which states that if something can occur naturally, then it is permissible to take action to 

bring it to fruition.  In an equitable society, each individual would have the means and capacity to 

actively seek stress-relieving activities and would do so naturally but in an unequal society with 

vulnerable populations, institutions can help to facilitate access in order to restore agency to the 

individual.  Clinicians in concert with public health professionals have an ethical obligation to 

connect patients and/or help to create programs and activities for stress-relief in vulnerable 
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populations.  By taking a systems-based approach to stress relief, it may be possible to empower 

entire communities with healthy and effective coping mechanisms through the cultivation of 

individual agency.  Because each community is unique, it will be necessary to conduct focus 

groups and surveys to determine which programs and initiatives to implement.  Furthermore, 

many communities already have resources but patients and often clinicians are unaware of the 

resources available.  For example, if a patient’s preferred mode of exercise and stress relief is 

walking but they feel unsafe to walk their neighborhood alone, there may already be walking 

groups in the area that she could join and healthcare professionals should be plugged in, in order 

to make the recommendation. 

 

In keeping with the bioethics principle of justice, health care systems in collaboration 

with  clinicians, social workers and public health professionals have an ethical responsibility to 

help reduce health burdens by directly helping to decrease the stressors in patients lives.  This 

includes helping patients to find affordable housing when they are affected by housing insecurity, 

connecting them with affordable and healthy food options and affordable childcare, in addition to 

employment and educational opportunities.  A great example of a healthcare system actively 

connecting patients to fresh, affordable fruits and vegetables in response to the stress of living in 

an urban food desert is the Temple University Farm-to-Families program, which provides pre-

packaged fruit and vegetable boxes weekly at subsidized prices.  The Camden Super-Utilizer 

Program is a wonderful example of a healthcare system becoming directly involved in real estate 

to ensure stable and affordable housing for the most vulnerable members of their patient 

population.  Resources, such as rape crisis centers, are often underfunded due to funding agencies 

misunderstanding of the intersectional dynamics in crisis intervention among impoverished 

women of color, which often leads to frustration and burnout among counselors, who are often 

also women of color (Crenshaw, 1993).  This cycle of stress can be addressed through providing 
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an adequate and ethical allocation of governmental and private health care funding to addressing 

social determinants of health in communities of color and other vulnerable populations.  To 

address stress related to discrimination and microaggressions toward patients, health care 

institutions should consider adopting implicit bias testing and training for healthcare providers. 

 

The urban bioethics principle of social justice dictates that healthcare professionals have 

an obligation to push for policies that improve the health of their patient population and that 

should include the expansion of health insurance coverage for stress-relieving activities including 

but not limited to meditation courses, massage, yoga, and exercise classes.  In order to close the 

gap of health outcomes, activities that directly improve stress levels, mental and physical health 

should not be cost prohibitive to large swaths of the population.  Such gaps in access are evidence 

of the continued economic inequities of this society.  In the larger context of social justice, 

improving the health of vulnerable populations allows individuals to exercise a range of human 

rights including civil discourse and political participation, social engagement through 

employment, education and family life, in addition to economic prosperity. 

 

Proposed Interventions 

Based on the overwhelming evidence that there is an association between stress, 

maladaptive coping and the pathophysiology of heart disease, the following recommendations for 

cardiovascular disease prevention among African American women take into account the the 

identification of stress and stressors in addition to the ways in which clinicians and health systems 

are ethically obligated to alleviate this stress.  These interventions have the potential to eliminate 

the CVD health disparity between African American women and women of all other racial and 

ethnic groups. 
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Stress Identification 

Screening for stress is much different than screening for depression with a PHQ-9 or for 

anxiety with a generalized anxiety disorder scale (GAD-7).  It is not an attempt to make a 

psychological diagnosis; on the contrary, screening for stress allows the clinician to identify 

which stress factors are most significant in the patient’s life and the methods they are employing 

to both eliminate and cope with their stressors.  This is an important difference when developing 

methods to address stress among African American women. Because it does not pathologize the 

patient’s struggles, they may be more open to discussing options for intervention as opposed to 

diagnosing someone with depression and subsequently treating the “disease” process.  While this 

system of evaluating psychological coping is established as a clinical guideline in the DSM-V, 

many African Americans do not identify with mental health diagnoses due to the stigmatizing 

nature of these diagnoses in their community.  Assessing for trauma, experiences of 

discrimination, housing, food and financial security and safety are among the potential stress 

factors that should be screened.  Screening for stress at life milestones may help to standardize 

this process, such as ages 18, 21, 30 or every year during preventive visits.  

 

Current stress screening tools include the Behavioral Risk Factor Surveillance System 

questionnaire (BRFSS) developed by the National Institutes of Health that assesses physical 

activity, caregiving responsibilities, emotional support and life satisfaction, social determinants of 

health, industry and occupation, tobacco and alcohol use, physical and mental health conditions 

and firearm safety among other things.  This questionnaire is administered via phone interviews 

and has not been adopted in or adapted for the clinical setting. 

  

For women 30 and older, it may be worth considering the creation of a new CVD Risk 

Calculator that includes a measure of stress.  A possible way to measure stress objectively is to 
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measure baseline salivary cortisol levels or the inclusion of a scale that allows the patient to 

identify their level of stress on a scale of 1-10, with ten being completely overwhelmed without 

any solutions for a way out.  

 

The stressors mentioned in this thesis are commonly found among member of this 

population but do not necessarily apply to each individual; therefore, it is important to create 

stress screening tools that allow interventions to be tailored to the individual. 

 

Stress Reduction 

To reduce both stressors and stress levels, it will be necessary for health systems to 

implement formalized intervention strategies for both.  A two-prong strategy implementing both 

technology and social work services could be a solution for a population-wide reduction in 

stressors.  Providing access to social work services in every primary care office reduces barriers 

to information about housing and food assistance programs, educational and job opportunities, 

and legal and environmental services.  When clinicians have the ability to speak to social work in 

person during a patient encounter and potentially even provide a “warm hand-off” allowing the 

social worker to speak with the patient during the visit, plans can immediately be set in motion to 

reduce a source of significant stress.  In addition to immediate access to in person social services, 

local municipalities and/or health systems can use algorithms and artificial intelligence to tailor 

recommendations for each individual.  There may be resources that both clinicians and social 

workers are not aware of that could be of use to a patient.  With healthcare’s move toward 

electronic medical records and the utilization of technology to enhance care, it should not be 

considered beyond the realm of possibilities to incorporate algorithm-based softwares to connect 

patients and clients to resources such as educational scholarships, job training opportunities, 

affordable financial planning etc.  Such an approach would likely require a patient’s address or 
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zip code and information about their social stressors to provide a personally-tailored list of 

suggested resources. 

  

Addressing stress levels through positive coping strategies will require a multi-

disciplinary approach that includes individual and group psychotherapy/counseling, individual 

and group exercise and relaxation programs with the potential of utilizing augmented reality 

technologies in the future.  Just as health centers and health systems often have pharmacies to 

provide convenient access to medications, fitness and relaxation classes can be offered for 

convenience and covered by health insurance to increase access.  Some health insurance 

companies have already begun to cover gym memberships for their clients.  Finding 

psychologists and other behavioral health specialists is often difficult, as there is a nationwide 

shortage of mental health professionals.  Therefore, employing behavioral health specialists in 

primary care settings and possibly offering group counseling sessions for individuals looking to 

learn about healthy ways to cope with stress may increase accessibility of these services. In 

addition, providing safe spaces for women to exercise with other motivated individuals could 

serve as a solution for those who feel that walking and running in their neighborhood is unsafe.   

 

Spaces for meditation and prayer groups are another way to provide an introduction to 

healthy coping and to facilitate community building.  It is possible that in the next five years that 

there will be a widespread adoption of augmented reality glasses similar to the widespread 

adoption of smartphones since 2009.  This technology could be utilized to create these exercise, 

relaxation and psychotherapy groups virtually where individuals can participate from the comfort 

of their own homes.  As we know from the buffering hypothesis, social networks themselves can 

create a sense of belonging and safety that helps to counteract the negative effects of stress.  

Utilizing the group approach to healthy living may be the solution to stress coping among African 
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American women as they have already relied on extended kin networks for emotional support for 

centuries.  Clinicians can also suggest outside resources such as GirlTrek (http://girltrek.org) and 

Black Girls Run (http://blackgirlsrun.com) as avenues for connecting with other women who are 

interested in similar forms of physical activity. Without stigmatizing women, it is imperative that 

clinicians develop culturally-sensitive ways to address obesity.  If healthcare clinicians believe 

that obesity is culturally normative for African American women, they may overlook their weight 

gain and possible eating disorders.  As a result, treatment for eating disorders in this population 

may be postponed (O’Neill, 2003; West, 2005).  The challenge is to reduce obesity and its health 

consequences without creating negative body images and unhealthy eating patterns.  This requires 

culturally sensitive programs to meet the health needs of African American women (Alleyne & 

LaPoint, 2004; West, 2005).   

 

Finally, providing affordable integrative health resources such as massage therapy and 

acupuncture should be a part of the model for decreasing stress levels among vulnerable 

populations.  This can be accomplished if health insurance covers these services or if health 

systems and health centers offer these services at reduced out-of-pocket prices.  For example, 

some Federally Qualified Health Centers have partnered with local massage and acupuncture 

schools to bring students to their facilities to offer free massage and acupuncture 

services.  Organizations like Integrative Medicine 4 the Underserved are working to expand this 

ideological approach to patient care. 

 

Physiologic Management 

Based on the ethical principle of beneficence, the current model of cardiovascular disease 

prevention and management of primary risk factors is appropriate for all populations.  This 

includes the screening and treatment of blood pressure, cholesterol, diabetes, and tobacco use.  
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Therefore, this paper does not propose any recommended changes to the current physiologic 

management of cardiovascular disease. 

 

Conclusions 

African American women experience a unique constellation of stressors that contribute to 

acute physiologic changes and possibly chronic hypertension, inflammation and neurotransmitter 

imbalances.  In addition to stressors, the coping strategies employed by African American women 

either help to increase the development of cardiovascular disease risk factors - binge eating, 

physical inactivity, avoidance coping; or protect against them - leaning on extended kin networks, 

engaging in spiritual practice and church communities, in addition to new self-care movements 

including exercise, travel, yoga, meditation and more.   

 

Incorporating the bioethics principles of beneficence, justice, social justice and agency 

into the prevention and treatment of cardiovascular disease in African American women will 

require a systems-based, multi-disciplinary approach to care.  It will require the recognition of 

stress as a risk factor for cardiovascular disease, compelling institutions to address many of the 

social determinants of health.  Ultimately, addressing systemic and personal stressors and the 

coping strategies of patients is both a way to improve health outcomes of vulnerable populations 

and a way to elevate society as a whole.  
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APPENDIX A: STRESS SCREENING SURVEY 
 

What are your initials? _______ 
 
What is your age? _______ 
 
What is your sex? (Circle)       Male      Female      
 
What race/ethnicity do you most identify with? 

• Asian 
• Hispanic  
• Black/African American 
• Caucasian 
• Native American/Pacific Islander 
• Middle Eastern 

 
What is your zip code? _______________ 
 
What is your highest level of education? 

• Middle School 
• High School 
• Associates 
• Bachelors 
• Masters 
• Doctorate 
• Trade School 

 
What is your field of work? 
________________________________________________________ 
 
How many children do you have? 
________________________________________________________ 
 
What is your estimated annual income? 
________________________________________________________ 
 
What is your main form of transportation?  
 

• Walking 
• Bus 
• Car 
• Subway 
• Train 
• Bicycle 

 
	
	



 63 

Check your top 3 Stress Factors: 
• Finances 
• Work 
• Parenting 
• Community Gun Violence 
• Domestic Violence 
• Transportation 
• Health Problems 
• Caregiving 
• Time Management 
• Food Insecurity 
• Relationship(s) 
• Other	

__________________________________________________________________ 
 

 

Never Almost 
Never 

Sometimes Fairly 
Often 

Very 
Often 

Other 

In the last month, how often 
have you been upset 
because of something that 
happened unexpectedly? 

      

In the last month, how often 
have you felt you were 
unable to control the 
important things in your 
life? 

      

In the last month, how often 
have you felt confident 
about your ability to handle 
your personal problems? 

      

In the last month, how often 
have you felt things were 
going your way? 

      

In the last month, how often 
have you found you could 
not handle all of the things 
you had to do? 

      

In the last month, how often 
have you been able to 
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control irritations in your 
life? 

In the last month, how often 
have you felt that you were 
on top of things? 

      

In the last month, how often 
have you been angered over 
things that were outside of 
your control? 

      

In the last month, how often 
have you felt difficulties 
were piling up so high that 
you could not overcome 
them? 

      

Have you ever been 
unfairly stopped, 
threatened, searched, 
questioned or physically 
abused by police? 

      

 
 
Have you ever been in jail?  

• Yes 
• No 

 

Has an immediate family member ever been incarcerated i.e. parent, partner, child 
or sibling? 

• Yes 
• No 

 

Have you ever been unfairly discouraged by a teacher or advisor from continuing 
your education? 

• Never 
• Once 
• Twice 
• Other 

_____________________________________________________________ 
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As a child, did you experience: 
 

• A one parent household 
 

• A two parent household 
 

• The death of a sibling 
 

• Physical, sexual or emotional abuse 
 

• Excessive criticism 
 

• Witnessing a person die due to violence 
 

• Witnessing domestic violence 
 

• Not having enough food 
 

• Feeling unsafe in your home 
 

• Feeling unsafe in your neighborhood 
 

• Feeling unsafe at school 
 

How do you cope with stress? Often Sometimes Rarely Not at 
All 

Other 

Listen to Music      

Become aggressive i.e. pick fights 
     

Go shopping with a friend 
     

Use negative self-talk i.e. “I’m not good 
enough” 

     

Watch television, Go to a movie 
     

Yell at spouse, kids or friends 
     

Read a newspaper, magazine or book 
     

Drink a lot of coffee or tea 
     

Sit alone in the peaceful outdoors 
     

Drink a lot of alcohol 
     

Write stories, poetry or songs 
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Use curse words 
     

Attend an athletic event, play, symphony or 
lecture 

     

Take a sedating drug 
     

Go for a walk or drive 
     

Avoid social contact with others 
     

Exercise (swim, bike, jog) 
     

Try to anticipate worse possible outcomes 
     

Get deeply involved in some other activity 
     

Think about suicide 
     

Play with a pet 
     

Keep others from knowing how bad things 
are 

     

Smoke Tobacco 
     

Take a nap 
     

Binge eat 
     

Focus on next steps 
     

Get outdoors, enjoy nature 
     

Smoke marijuana 
     

Write in a journal 
     

Stop eating 
     

Practice deep breathing, meditation, muscle 
relaxation 

     

Chew fingernails 
     

Straighten up your desk or work area 
     

Overeat or undereat 
     

Make a plan of action 
     

Take a bath or shower 
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Become irritable or short-tempered 
     

Do physical labor i.e. gardening, painting 
     

Cry  
     

Make home repairs of refinish furniture 
     

Kick or throw objects 
     

Try to forget 
     

Buy something i.e. music, books, clothes 
     

Drive fast in your car 
     

Play a game i.e. chess, cards, solitaire, video 
games 

     

Pray 
     

Go to church 
     

Discuss situations with partner 
     

Use cocaine, crack, or heroin 
     

Hope a miracle will happen 
     

Discuss situations with close friends or your 
kids 

     

Talk to a professional 
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Physical Health 
 
What is your height? ________________ 
What is your weight? _______________ 
 
Do you have: 

• Frequently stuffy or watery nose, sneezing 
• An allergy to medications 
• Asthma or wheezing 
• Chronic bronchitis or emphysema 
• A frequent cough 
• Shortness of breath 

Have you ever: 
• Coughed up blood 
• Been treated for TB 
• Had a positive TB test 
• Been a smoker 
• Had lung cancer 
• Chewed tobacco 
• Used an e-cigarette 

Have you ever been told you have: 
• High blood pressure 
• To take blood pressure medication 
• A heart attack 
• To take medicine to lower your cholesterol 

Do you get: 
• Pains or heavy pressure in your chest with exertion 
• Episodes of fast heart beats or skipped beats 
• Night-time leg cramps 
• Leg pains from walking uphill or up stairs 

Do you have: 
• Varicose Veins 
• Any skin problems 

Are you troubled by: 
• Abdominal (stomach) pains 
• Frequent indigestion or heartburn 
• Constipation 
• Frequent Diarrhea, Loose Bowels 

 
Have you ever had or been told you have: 

• A stomach ulcer 
• Vomited blood 
• Black tar-like bowel movements 
• Gallstones, gallbladder problems 
• Yellow jaundice, hepatitis or any liver problems 
• Change in weight in recent months 
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Have you ever: 
• Had seizures, convulsions 
• Fainted or lost consciousness for no obvious reason 
• Temporarily lost control of hands or feet (paralysis) 
• Had a stroke or “small stroke” 
• Been temporarily unable to speak 

 
Are you troubled by: 

• Frequent back pain 
• Pain or swelling in your joints 
• Chronic pain in many locations 

• If so, how bad is the pain on a scale of 1-10 with 10 being the worst? 
1 2 3 4 5 6 7 8 9 10 

 
Have you ever: 

• Broken any bones 
• Frequently worried about being ill 

 
Have you ever had, or do you have: 

• Any problems with your urinary tract (bladder or kidney) 
• Loss of control of your urine 
• Trouble starting the flow of urine 
• To get up repeatedly to urinate at night 
• Blood in your urine 
• Pain or burning when you urinate 
• Vaginal bleeding between periods 
• Vaginal bleeding after menopause 
• A noticeable lump in your breast 
• Discharge from your nipples 
• A positive mammogram finding 

 
Have you ever been treated for or told you have: 

• Any sexually transmitted infection 
• Diabetes 
• Thyroid Disease 
• Cancer 

 
Have you ever had or do you have: 

• Radiation therapy 
• Hallucinations (visual or auditory) 
• Depression 
• Anxiety 
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APPENDIX B: 2015 CVD MORTALITY RATES BY RACE (PER 100,000) 
 
 

Ages  
40-
44 

Ages 
45-49 

Ages 
50-54 

Ages 
55-59 

Ages 
60-64 

Ages 
65-69 

Ages 
70-74 

Diseases of the 
Heart 

       

Non-Hispanic White 
(Both Sexes) 

29.7 53.5 93.7 143.9 214.6 305.9 478.4 

Non-Hispanic White 
(Men) 

41.3 75.5 135.5 209.5 310.3 426.3 644.9 

Non-Hispanic White 
(Women) 

17.9 31.4 52.5 80.6 124.9 195.3 332.8 

Non-Hispanic Black 
(Both Sexes) 

64.7 99.7 163.7 258.2 381.8 496.4 736.1 

Non-Hispanic Black 
(Men) 

87.7 130.8 222.4 351.1 533.3 689.6 978.3 

Non-Hispanic Black 
(Women) 

44.3 72.0 112 178.3 258.1 346.4 561.4 

American Indian (Both 
Sexes) 

33.5 50.3 95.7 131.7 197.1 256.3 414.4 

American Indian 
(Men) 

42.9 71.8 133.3 187.9 289.6 348.9 505.2 

American Indian 
(Women) 

23.8 28.4 59.1 79.1 112.8 189.5 336.4 

Cerebrovascular 
Disease 

       

Non-Hispanic White 
(Both Sexes) 

4.7 7.5 12.9 20.1 31.2 50.4 95.6 

Non-Hispanic White 
(Men) 

5.4 7.9 14.2 23.5 37 58.3 106.4 

Non-Hispanic White 
(Women) 

4.0 7.0 11.7 16.8 35.8 43.1 86.1 

Non-Hispanic Black 
(Both Sexes) 

11.9 19.8 31.1 49.1 78.0 109.2 176.2 
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Non-Hispanic Black 
(Men) 

14.8 24.2 37.3 62.1 99.5 139.2 218.4 

Non-Hispanic Black 
(Women) 

9.3 16.8 25.8 38.0 60.4 85.8 145.7 

American Indian (Both 
Sexes) 

* 9.4 12.6 18.2 26.3 49.7 93.8 

American Indian 
(Men) 

* * * 21.8 26.5 53.7 113.6 

American Indian 
(Women) 

* * * * 26.2 46.0 76.8 

 

CDC (2015) 15 Leading causes of Death https://www.cdc.gov/nchs/data/dvs/LCWK1_2015.pdf  

 

 


