Running head: HEALTH CONSEQUENCES OF DISCRIMINATION

Word count: 3167

Health Consequences of Prejudice and Discrimination

Tessa L. Dover, Jeffrey M. Hunger, & Brenda Major
Department of Psychological and Brain Sciences

University of California, Santa Barbara

To appear in: K. Sweeny & M. Robins (Eds.), The Wiley Encyclopedia of Health Psychology.

Author’s note:

Correspondence should be sent to Tessa Dover, Department of Psychological and Brain
Sciences, University of California, Santa Barbara, CA, 93106. (email: dover@psych.ucsb.edu).



HEALTH CONSEQUENCES OF DISCRIMINATION 2

Abstract
Discrimination and prejudice have substantial adverse consequences for the health and well
being of discrimination targets. Three major mechanisms through which discrimination and
prejudice undermine health include (1) the direct effects of unequal resource distribution and
healthcare quality, (2) the stress-related physiological consequences of encountering
discrimination or prejudice, and (3) the health-undermining behavioral responses to
discrimination or prejudice. In this entry, we present theory and evidence elucidating the
physical health consequences of discrimination and prejudice with a focus on these three
mechanisms. We also point to several moderators that exacerbate or attenuate the negative health
consequences of discrimination, and outline areas for future research.
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Prejudice and discrimination feature prominently in psychological research over the past
sixty years. Most of this research focused on understanding the causes of prejudice and
discrimination. It was not until the 1980s that research began in earnest to consider the
consequences of prejudice and discrimination for those who are their targets. Since then a wealth
of research has addressed the mental and physical health effects of perceived prejudice and
discrimination (for reviews, see Pascoe & Smart Richman, 2009; Williams & Mohammed, 2009;
Lewis, Cogburn, & Williams, 2015). This research has shown that prejudice and discrimination
can compromise the physical health of low-status, disadvantaged, and stigmatized groups in
multiple ways (Major, Mendes, & Dovidio, 2013; Williams & Mohammed, 2013; Lewis et al.,
2015). Below, we describe the different pathways through which prejudice and discrimination
can get “under the skin” to undermine physical health. We also highlight critical moderators of
how individuals cope with prejudice and discrimination that have implications for health.

Defining Terms

Discrimination and prejudice are related but distinct constructs, and can take several
different forms. Prejudice refers to negative attitudes toward a group. Prejudice can be explicit
(acknowledged by the prejudiced individual) or implicit (based on underlying associations that
may not be known or acknowledged by the prejudiced individual). Prejudice can also be “old-
fashioned” (hostile or overt) or more “modern” (subtle or disguised). Prejudice may or may not
be accompanied by poor treatment of the target group. Discrimination, in contrast, is behavioral.
It refers to poor or unequal treatment of individuals based on their group membership. Many
consider prejudice to be a pre-cursor to discrimination, though discrimination can occur at both
structural and interpersonal levels. For example, a policy may be discriminatory because it favors
one group over another, even though the policy cannot have “prejudiced attitudes” about a group.

Discrimination also takes several forms. Acute discrimination refers to a specific
incidence of discrimination, with discrete start and end points—such as being refused service
because of group membership. Pervasive discrimination refers to more chronic experiences of
group-based mistreatment, or the extent to which discrimination is experienced in day-to-day
life. Experienced and anticipated discrimination can also be differentiated. A large body of work
has assessed the health consequences of having experienced discrimination. A smaller but
growing body of research also assesses the health consequences of anticipating being the target
of prejudice and discrimination. Overall, this work suggests that the health consequences of
prejudice and discrimination stem not only from direct experiences of overt maltreatment, but
also from the extra cognitive and emotional demands that anticipating prejudice places on targets
as they navigate the social world.

A large literature has demonstrated the negative impact of discrimination and prejudice
on indices of mental health, including stress, depression, anxiety, negative affect, lower self-
esteem, and lower life satisfaction (see Pascoe & Richman, 2009). Mental health is a primary
component of overall health and well-being as well as a strong predictor of physical health. Due
to space concerns, the current entry focuses primarily on the consequences of discrimination and
prejudice for physical health. Indices of physical health reviewed here include self-reported
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health, mortality, cardiovascular, endocrine, and immunological functioning and reactivity,
health behaviors, treatment outcomes, and several other biomarkers.
Pathways to Poor Health: Mechanisms of Discrimination and Prejudice Affecting Health

Although the association between discrimination and poor health is well documented,
research understanding the mechanisms underlying this relationship is still in its infancy. Below
we differentiate between two types of mechanisms (see Pascoe & Richman, 2009, for a
discussion of this framework). Direct effects refer to the ways in which systemic inequality and
biased treatment erode health without any action or psychological input from the target (e.g.,
receiving poorer treatment by healthcare providers). Indirect effects refer to health-eroding
behaviors or psychological states that occur in response to perceived or anticipated
discrimination (e.g., the physiological stress response that accompanies exposure to
discrimination; increased alcohol use in order to cope with perceived prejudice).

Direct Effects: Systemic and Interpersonal Mistreatment

The first pathway through which prejudice and discrimination undermine health is direct.
By exposing targets to health-compromising environments and limiting access to resources
important to promoting health (e.g., education, low-cost healthy foods), both interpersonal and
institutionalized prejudice/discrimination can erode health for targets. Below, we briefly discuss
four domains in which discrimination and prejudice directly compromise health: housing,
education, employment, and healthcare.

In the housing domain, both institutionalized discrimination (e.g., ‘redlining’ policies or
using race/ethnicity as a consideration for mortgage accessibility) and interpersonal
discrimination (e.g., landlords idiosyncratically favoring White tenants over tenants of color)
have limited and continue to limit access to housing for targeted groups. Such segregation and
housing disparities directly affect the health of targets by determining access to good schools,
safe environments, healthy food, outdoor spaces, low pollution, police protection, and economic
mobility. In fact, Williams & Collins (2001) suggested that segregation and racialized housing
policy are primary contributors to Black/White health disparities in the United States.

Well-documented racial and ethnic disparities also exist in access to quality private and
public education. Moreover, teachers and administrators unequally allocate disciplinary policies
such as expulsions, suspensions, and other punishments that can hinder performance in school to
Black and Latino school children. Race-based school “tracking,” in which White students are
encouraged to take more advanced classes than their non-White counterparts is also common.
These often-subtle disparities can directly affect health outcomes over time as academic success
and educational achievement are strongly linked to health outcomes.

As with housing and educational discrimination, employment discrimination has shaped
and continues to shape the health of targets. Prejudice on the part of hiring managers related to
race, ethnicity, age, race, sexuality, and gender not only affect the ability to acquire the financial
resources for a healthy lifestyle, but also erects a substantial barrier to obtaining employer-
subsidized health insurance.
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The healthcare setting is another domain in which prejudice and discrimination directly
undermine health. Several large-scale studies have demonstrated that Black, Latino, and poor
individuals have less access to healthcare services than their White, Asian, and rich counterparts
(e.g., Smedley, Stith, & Nelson, 2002). Moreover, once targets of discrimination and prejudice
do gain access to the healthcare system, the quality of treatment, the nature of patient-provider
interactions, and the resulting treatment recommendations they receive are often poorer than
those of more advantaged groups. Medical conditions tend to be more accurately diagnosed and
aggressively treated among White, young, and male patients compared to equivalent Black,
older, and female patients — even with identical symptomology (e.g., Schulman, et al., 1999).

Healthcare providers also evince strong negative implicit attitudes toward racial minority
patients, overweight patients, and patients in other targeted groups, which may compromise the
care these groups receive. Levels of implicit bias among healthcare providers has been shown to
predict (1) their own behavior in clinical interactions (2) treatment recommendations, and (3)
their patients’ treatment outcomes. As such, health disparities likely result partially from implicit
and explicit prejudice among healthcare providers that translates into poorer treatment (for a
review, see Dovidio, Penner, Albrecht, Norton, Gaertner, & Shelton, 2008).

Indirect Effects: Stress

A second pathway by which experiencing or anticipating prejudice and discrimination
can undermine health is by heightening the experience of stress, precipitating a cascade of
neuroendocrine, immunological, and cardiovascular responses that can undermine health over
time (Pascoe & Richman, 2009; Major, Mendes, & Dovidio, 2013).

A large literature has examined the effects of perceived prejudice and discrimination on
cardiovascular reactivity. Exposing individuals to discrimination or to potential discrimination
against themselves or members of their group in the laboratory has been shown to lead to
increased cardiovascular reactivity among racial/ethnic minorities, women, and overweight
individuals. Discrimination has also been shown to activate the stress-responsive hypothalamic-
pituitary-adrenal (HPA) axis, the primary output of which is cortisol. This relationship is
complex, however, because both heightened cortisol reactivity and blunted reactivity have been
shown in response to discrimination, and under certain circumstances, both can be maladaptive.
Emerging research is also examining other biological systems that may be implicated in the
development of physical illnesses in response to discrimination. For example, both weight and
race-based discrimination correlate with oxidative stress, a pathogenic process implicated in
chronic conditions such as diabetes and hypertension (e.g., Szanton et al., 2012). Limited
research also suggests that experiencing prejudice and discrimination is associated with markers
of systemic inflammation such as C-reactive protein and interleukin-6 (e.g., Lewis, Aiello,
Leurgans, Kelly, & Barnes, 2010). Inflammation can precipitate the development of age-related
diseases such as cardiovascular disease and arthritis.

Indirect Effects: Health Behaviors

Experiencing or anticipating being the target of prejudice and discrimination can also

alter health behaviors that are essential to maintaining physical wellbeing. Contending with the
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stress of prejudice and discrimination is effortful and can tax cognitive resources necessary for
self-regulation. As a result, targets of prejudice and discrimination may experience diminished
capacity to engage in some health-promoting behaviors. In addition, people may engage in
behaviors that have negative health implications as a way of coping with the stress that
accompanies experienced or anticipated discrimination. Below we discuss four types of health-
related behavior that have been examined in response to prejudice and discrimination: eating
behavior, substance use, exercise/physical activity, and healthcare behavior.

Perceived weight-based, gender-based, and race-based discrimination are associated with
emotional eating and a host of disordered eating attitudes and behaviors (e.g., Moradi, Dirks, &
Matteson, 2005). Likewise, perceiving race-based discrimination during adolescence is
prospectively associated with poorer eating habits (e.g., greater fast food consumption) as an
adult. Experiencing or anticipating prejudice and discrimination may contribute to unhealthy
eating behaviors by: increasing cortisol production, which can spur a drive for high fat and high
sugar foods; by decreasing the ability to engage in self-control; and by leading individuals to
consume highly palatable (but unhealthy) foods to cope.

Adults reporting discrimination on the basis of race/ethnicity, gender, weight, and sexual
orientation are more likely to meet diagnostic criteria for a substance use disorder such as
nicotine, alcohol, or drug dependence. This relationship also emerges among adolescents. For
example, in a longitudinal study of African-American youth, greater reports of race-based
discrimination at baseline were associated with more alcohol and marijuana use over time
(Gibbons et al., 2010). Likewise, lesbian, gay, and bisexual (LGB) youth also report higher
levels of substance use than their heterosexual counterparts; the odds of LGB youth engaging in
substance use are 190% higher than heterosexual youth, presumably a result of minority stress
(Lick, Durso, & Johnson, 2013).

There is also evidence that individuals alter their physical activity in response to
perceived prejudice and discrimination, although this may depend on the target group. Research
in the weight domain shows that experiencing weight-related criticism among adolescents and
weight-based discrimination among adults is related to a greater motivation to avoid exercising
in public as well as less physical activity. In the race domain, however, this relationship is more
inconsistent. Some researchers found no relationship between perceived discrimination and
physical activity; others found a negative relationship; while others still found a positive
relationship. Whereas racial and ethnic minorities may engage in increased physical activity to
cope with stress associated with perceived discrimination, overweight individuals likely avoid
physical activity in an attempt to limit their exposure to the stigma prevalent in this domain (see
Bastos, Celeste, Silva, Priest, & Paradies, 2015; Borrell et al., 2013).

In the healthcare domain, patients from targeted groups often report low levels of trust in
their healthcare providers and in the healthcare system in general. This lack of trust, perhaps in
response to the health care biases evident among healthcare providers, can in turn impede patient
adherence to treatment plans and reduce the likelihood that disadvantaged individuals seek
medical care. Targets of discrimination and prejudice perceive greater levels of discrimination in
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the healthcare system compared to their non-targeted counterparts, and perceptions of
discrimination are associated with greater healthcare avoidance (Burgess et al., 2008).

Beyond any actual bias held by their healthcare provider, members of targeted groups
may experience discomfort in intergroup interactions where discrimination or prejudice is
deemed possible. As such, targets of prejudice and discrimination may experience stress,
discomfort, and cognitive impairment in their clinical settings — all of which may have negative
implications for physical health.

Moderators of the Effect of Discrimination & Prejudice on Health

Not all potential targets of discrimination and prejudice experience, anticipate, and
perceive the same amount of unfair treatment. Nor do discrimination and prejudice affect all
members of disadvantaged groups equally. Several key moderators of the discrimination-health
relationship have been identified, many of which exacerbate or ameliorate the health
consequences of discrimination and prejudice by affecting an individual’s perceptions of or
ability to cope with the stress of discrimination and prejudice. As such, most of the moderators
identified by researchers have their effects on the indirect pathways—by moderating how much
stress discrimination and prejudice elicit, or by moderating how individuals behaviorally cope
with that stress.

As is typical of research on stressors in general, people who have more social support
(i.e., networks of friends or family that can lend tangible or emotional resources to the target)
tend to have more healthful responses to discrimination than those with less social support . This
is theorized to occur because those with wider and more helpful social connections have
additional coping resources to draw on when experiencing discrimination and prejudice, thus
lessening the stress of experiencing discrimination or prejudice.

An individual’s coping style can also moderate the effect of discrimination and prejudice
on health. Those who engage in active, problem-focused coping strategies (i.e., dealing with the
stressor “head-on’’) may experience fewer negative consequences of discrimination than those
who engage in more passive coping strategies (i.e., avoiding or ignoring the stressor). However,
some recent work has pointed to the limits of active coping styles as well (see, e.g., Brody, Yu,
Chen, Miller, Kogan, & Beach, 2013).

Group identification (the extent to which one feels strongly connected to one’s group)
also influences responses to discrimination and prejudice. Several correlational studies point to
group identification as a buffering factor for mental health. This research suggests that feeling
connected to one’s group makes discrimination less distressing and less likely to lead to
depression (e.g., Mossakowski, 2003). However, experimental work suggests that group
identification can also exacerbate the extent to which group-based discrimination is stressful. For
example, Eliezer and colleagues (2010) found that for women high in gender identification,
reading about sexism resulted in a more sustained cardiovascular threat response and anxiety
compared to women low in gender identification.

Beliefs about fairness also shape how individuals perceive and cope with discrimination
and prejudice. Specifically, the negative effects of discrimination on physical health tend to be
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more pronounced for Black Americans and women who believe the world was fair compared to
those who believed the world was generally unfair. Dover, Major, Kunstman, and Sawyer
(2015) found that Latino individuals who were treated unfairly by a White peer exhibited a
maladaptive cardiovascular profile only when they generally saw the system as fair (vs. unfair).
When Latinos believed the world was unfair, they responded to discrimination with an adaptive
cardiovascular response. Research in this area suggests that believing that the social system is
unfair can potentially buffer individuals from the stress of acute experiences of discrimination
and prejudice.
Conclusion

The health implications of prejudice and discrimination are clear: a large body of work
has documented the numerous direct and indirect pathways through which discrimination and
prejudice undermine the heath of targets. While important strides have been made over the past
decade to unpack the mechanisms through which discrimination can lead to poor physical health,
added research is clearly warranted. In particular there is a need for theoretically based research
that integrates multiple methods (e.g., experimental and intensive longitudinal designs) and
additional dimensions of prejudice and discrimination (e.g., discrimination-related vigilance)
with indicators of physical health that span levels of analysis (e.g., biological/physiological,
behavioral) to more accurately and adequately capture the health effects of prejudice and
discrimination. Moreover, additional emphasis should be placed on understanding the individual
and system-level variables that moderate how individuals cope with discrimination and
prejudice. Ultimately, this will foster a better understanding of these processes and allow
researchers, policy makers, and public health practitioners to create theoretically and empirically
supported interventions to ameliorate the undue health burden associated with prejudice and
discrimination.
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