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ABSTRACT
This historical study examined the slave narratives collected during the Depressive Era
by the Federal Writers’ Project (FWP) as sources to gain an understanding of the impact of the
social experience of slavery and the transition from slavery to freedom on the former slaves’
health outcomes and to identify possible factors that may help to explain differences in longevity
between Black and White populations.
Disparities in longevity among Blacks and Whites in the United States have existed since
the period of slavery. They therefore cannot be viewed in isolation from its history of slavery,
racism, and legal segregation. This study looks at a cohort population that share a common
ancestral descent from people historically indigenous to Sub-Saharan Africa and how diverse
causal paths of resilience become differentiated over time. By examining the institution of
slavery through the eyewitness accounts of those who experienced it, whose average age was 85
years old -- and among whom nearly one in every ten claimed to be 100 years old (Welds and
Grimke, 1839) this historical study utilizes the slaves narratives to reveal the day-to-day life of
former slaves, their handling of oppression, diseases, hopes, and fears in search of risk factors to
longevity that may explain the current health discrepancy between Blacks and Whites.
Results: The analyses of over 230 slave narratives and other source data revealed that
health disparities circumscribed the lives of former slaves and that their resiliency changed
across time as circumstances and situations changed and appear to be explained by the timing of
the influences of social inequalities, changes in resilient pathways which once served to insulate
them from the effects of racism, leaving the former slaves more vulnerable to the consequences
of health.
Conclusion: The disparities in health between Blacks and Whites appear to be more of a
social phenomenon as opposed to a matter of biology or genetics.
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CHAPTER I
SLAVE NARRATIVES: CONFESSION, INHIBITION, AND RESILIENCY
IMPLICATIONS FOR PREVENTION AND POLICY
Although constant improvement has been shown in the health status among the
population of the U.S, certain types of improvements and modifications in this domain
have been subjected to partiality and inequality on the basis of race, education, region,
and income. Recent studies have shown that the ethnic minorities of the United States
have higher rates of morbidity and mortality as compared to their non-minorities
counterparts. The landmark Institute of Medicine (IOM) report, Unequal Treatment:
Confronting Racial and Ethnic Disparities in Healthcare provides compelling evidence
in over 600 citations in the literature that there is constant discrimination based on race
and ethnicity in the healthcare domain (Smedley, Stith, & Nelson, 2002). According to
the IOM, the disparities that occur in the healthcare domain on the basis of race and
ethnicity are because of several factors, including social, cultural, genetic, biological, and
environmental factors. Research demonstrates that there is a strong relationship between
discrimination and disparities on the basis of race and historical and contemporary social
and economic disparity and unfairness. For instance, it has been found out that minorities
are most likely to get inappropriate cardiac medications, improper bypass surgery, or
getting an organ transplant. Additionally, several studies suggest that racial differences
determine the suitability of getting the proper cancer diagnostics tests along with its
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treatment. Moreover, the IOM report concluded that the different American racial
minorities “tend to receive a lower quality of health care than non-minorities, even when
access-related factors, such as patients’ insurance status and income, are controlled”
(Mayberry, 2000).
Health disparities reflect socio-economic disparities, disparities in the risk factors
associated with health, the degradation of the environment, along with the direct and
indirect products of bias and prejudice (Williams, 1999). For instance, research suggests
that African Americans have higher rates of death from various life-threatening diseases
such as brain diseases, HIV/AIDS, cancer, heart diseases, etc. as compared to other racial
minority groups in the U.S. (Smedley et al., 2003). The Health Resources and Services
Administration is considered to be the leading healthcare service agency, which is run by
the federal government. According to the Human Resources and Services Administration,
the disparity is “a population-specific difference in the presence of disease, health
outcomes, or access to care” (Carter-Pokras & Baquet, 2002, p. 430).
In 1946, the World Health Organization (WHO) had given a concise and precise
description of the term health in the introduction to it Constitution: “Health is a state of
complete physical, mental and social well-being and not merely the absence of disease or
infirmity” (WHO Preamble, 1948, p. 1). The WHO Constitution recognized “the
enjoyment of the highest attainable standard of health... as one of the fundamental rights
of every human being” (WHO, 1948, p. 1). In the ensuing decades, many have criticized
this description of the term health and the assertion of “health as a human right” (WHO,
1948, p. 8). According to Yach (1998), the author of Health and Illness: The Definition
of the World Health Organization and a former representative of WHO, “some considered
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the definition too inclusive and assert it should focus rather on the physical domain of
health based on the rationale that health and its achievement was best left to health
professionals and to the application of specific health and medical interventions” (Yach,
1998).
Minnelli, Degiacomo, and Schiantarelli (2002) believed that the definition did not
incorporate the necessary and essential dimensions, including spiritual, religious, and
ethical aspects of health. Still, a third concern described by Yach was that several
individuals believed that it was impossible for each and every person to be healthy. This
indicates that restrictions prevail in providing the most significant levels of health and
that the knowledge of science is inadequate and insufficient in context to the actual and
valid determinants of health and efficiency and usefulness of the interferences (Saracci,
1997). There are additional problems and issues, which come from these descriptions,
and hence, problems exist in calculating and estimating the health programs and its
implementation, which would concentrate on enhancement and improvement of health
among individuals and populations (Sigerist, 1941). The elimination of disparities and
differences that occur in health and healthcare has now become part of the national policy
and health promotion agenda of the U.S Government. In 2000, the U.S Department of
Health and Human Services (HHS) formally acknowledged U.S. health and healthcare
disparities in the development of its Healthy People 2010, initiative which has reducing
disparities in health as one of its two main goals. A 2005 midpoint outline of
development and advancement with achieving Healthy 2010 goals and objectives
revealed that a greater proportion of African Americans are expected to spend more years
of life in unhealthy states than Whites. Moreover, the report found that 38% of African
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Americans 65 and older are most likely to experience fair or poor health, 46% from
activity restriction, and 81% from a small range of chronic diseases (HHS, 2000).
Similar to the patterns found at birth, it is anticipated that White women between the age
of 65 or older would concentrate on living a healthy life. At the same time, it is predicted
that they are most likely to spend 40 percent of their remaining lives with activity
limitations. At the same time, it is estimated that White men are most likely to spend 35%
of their remaining lives with activity limitation; however, it is expected that older men
will spend a slightly greater proportion of their remaining lives with selected chronic
disease (78%) than older women (HHS, 2010).
The National Vital Statistical reports of 1999-2000 and 2001-2002 demonstrated
that the anticipated time free from activity limitations is 0.4 years for White men. In
White females age 65 and older, the probable time free from activity limitations is 0.5
years. At the same time, the likely years free of selected life-threatening diseases have
also experienced a decline. For older white males, it is 6 years, and for white older
females, it is 01 years. When comparing the unhealthy states between the two racial
groups, the elderly African American population encountered a sharp increment in the
probable years in good or better health and the probable period that is free from the
activity limitation as compared to their white counterparts. The anticipated time that is
free from activity limitation has experienced an increment of about 0.8 years in the
elderly African-American populations and 0.4 years for the elderly Caucasian population
(HHS, 2000).
According to HHS (2010), “Life expectancy and longevity are identical and refers
to the number of years that a people in a given country or population can expect to live”
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(p.1.). The life expectancy at birth for Black males is 69.5 years compared with 75.7
years for White males, for Black females 76.3 years compared with 80.8 years for White
females (CDC, 2000).
According to NCHS, “This country’s progress on race-related issues is often
measured by trends in major indicators of economic and social well-being, such as
income or percentage of people in poverty, but few indicators offer more dramatic social
commentary than the existence of large racial and ethnic differences in life expectancy.
Blacks continue to experience much poorer health than Whites, both before and after age
65, even though the Black-White gap has narrowed over much of the century. The most
recent data available from death certificates indicate that age-adjusted death rates for
Blacks are 33% higher than for Whites” (NCHS, 2003). The age-adjusted death rates for
other racial and ethnic minority groups are often lower than the comparable rate for
Whites. However, there is much misunderstanding and misreporting on this point
(NCHS, 2003).
Gaps in longevity among African Americans and Caucasians in the U.S. have
existed since the period of slavery. Randall (2006) argues that Black health disparities
cannot be viewed in isolation from the U.S history of slavery, racism, and legal
segregation. According to Weld (1839), the controversy over the health and mortality of
slaves and free Blacks can be traced to the abolitionist era, when critics of slavery
included charges of poor living conditions and poor nutrition as part of their attack
against the institution of slavery.
According to Segal (2005), it was estimated that more than twelve million
Africans were transported to America between the sixteenth and nineteenth centuries. Out
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of twelve million, 645000 Africans were transported to the United States (Boston, 1853).
Portuguese colonists brought 8 million African slaves to Brazil in 1549 and represent the
largest import of slaves from Africa (Teodoro, 1991). In the year 1860, the number of
African American slaves was about four million in the United States (U.S. Census, 1970).
According to Kent (2007), the 1790 census estimated that one-fifth of 3.9 million of
population of Americans were African American and were descendants of the African
slaves, who were brought to the United States during the eighteenth century. There were
slaves counted in nearly every state in the 1790 census with only Massachusetts and the
“districts” of Vermont and Maine, being the only exceptions. The slave trade was
determined to be illegal by 1808, continued for another twenty years. In the next 150
years, millions of white immigrants started to enter the U.S. The European immigration
laws condemned the entry of non-whites, and therefore, African immigrants settled in the
United States (Gibson & Jung, 2002).
This study examined the influence of social factors on individual and group
behaviors from a socio-historical and racial perspective to gain an understanding of the
possible role of cohort and period factors in longevity and reasons why African
Americans have a lower life expectancy than Whites. By examining the institution of
slavery as viewed and articulated by those who experienced it via the slave narratives,
this exploratory and historical study sought to highlight the potential explanatory power
of cohort and period factors in longevity and how diverse causal paths of resilience
become differentiated over time.
In the more than one hundred forty years since the passing of the Thirteen
Amendment of the United States that had officially eradicated slavery along with
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instinctive or unintentional servitude, little has changed with regard to the impact of
racism and prejudice on health disparities (Essah, 2003). Although the Amendment
concentrated on the abolishing of slavery as well as the reflex or involuntary servitude, it
did not abolish racism and discrimination of African Americans, which is still present in a
form or another.
To make sense of the meaning of the day-to-day experiences of former slaves, this
study includes major themes found in the theoretical and empirical literature that may
influence the health disparities found between the African-Americans and Caucasians. To
expand the discourse regarding the impact of slavery, this review of the literature presents
the socio-historical context of slavery, the sociopolitical forces and causal pathways that
help shape the health status of African Americans from different theoretical perspectives,
including theories of social dominance, social determinants of health, life-course
development, stereotyping, confession, inhibition, and resiliency to locate key concepts
that may give voice to the possible function of cohort and period factors in longevity
among African Americans.
A limitation of this study was that not all modern African Americans can be
verified to be descendants of former slaves. However, for purposes of this study, the
number of descendants of slaves among Black Americans is so much greater than the
number of African immigrants in terms of population measures of longevity. Moreover,
the distinction is not significant as modern African Americans share the day-to-day
experiences of being African American in a society that still has discriminatory
characteristics. Also, this study does not include direct interviews, which could
determine ancestry. Thus a comparison of archival data without actually tracing
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individual ancestry makes it impossible to infer that all modern African Americans have
slave heritage. Therefore, for purposes of this study, which was not based in statistical
comparisons of cohorts, comparing modern experiences to past experiences via archival
sources was reasonable.
The term “slave” is operationally defined as “a person legally owned by another
and having no freedom of action or right to property and forced to work against his will”
(American Heritage Dictionary of English Language, 2003). Within this framework, the
owner of the slave is known as the “master” or “mistress,” one who gives food, clothes,
shelter, and basic necessities of life to the slave. According to the online legal definition
of “slavery,” the term slavery is defined as “a civil relationship in which one person has
absolute power over the life, fortune, and liberty of another” (Fourth Edition Heritage
Dictionary of English Language, 2003, p.1). Excerpt extracted from the online Fourth
Edition Heritage Dictionary of English Language (2003) expands and refines the
definition of chattel slavery and puts the enslavement of Africans in North America into
context:
“Not all Africans were slaves in the legal sense. The first Africans in colonial
America was brought to Jamestown by a Dutch ship in 1619. These twenty
Africans were indentured servants, which meant that they were to work for a
certain period of time in exchange for transportation and room and board. They
were assigned land after their service and were considered free Negroes.
Nevertheless their settlement was involuntary. Some free Africans had bought
their freedom, some were the descendants of Jamestown’s first free African
servants, some had escaped their owner, and some had been freed or manumitted
by their owner. According to historical documents a slave owner could not free a
slave if doing so left the slave unable to pay his or her debts.” (Fourth Edition
Heritage Dictionary of English Language, 2003, p. 1).
The terms Black, African American, and Afro-American, frequently used
synonymously and have been present since the early nineteenth century; these terms
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emerged because of the intense arguments and wide-ranging political movements in the
North part of the United States, where the African-Americans had the status of citizens.
These movements concentrated on uniting and reviving the African heritage they had. In
the late 1970s and later, “African American” evolved into the most appropriate and
comprehensive race designation evidenced by a gradual process of inclusion in terms of
symbolic indicators (textbooks, history books, stamps, and holidays). As a categorical
descriptor, the name African Americans incorporates the different parts of the population
of the United States, who are called “Blacks” or “Americans, who come from Africa”
(Breslow,

2002). According to Eyeman (2002),

“The idea of the African American resulted from an identity struggle; it is not a
natural category, but a historically formed collective identity or shared sense of
fate that required articulation and acceptance by those whom it was meant to
represent”. (p. 16).
According to Breslow (2002), this existing label represents the historical ancestry
and a cultural, ethnicity, and geographical identities along with skin pigmentation, which
has been defined by the politics and policies of the United States.
ial distinction is not a biological one instead, it is a socio-political distinction given
societal credibility. The census, a federal mandate, began to be taken decennially in
1790. All censuses since the first survey in 1790 have included a question on race
(Gibson

& Jung, 2002); racial categories have extensively been used in the decennial

census. The usage is social rather than biological or natal (Gibson & Jung, 2002). From
1790 to 1850, the terms White and Black were the only categories.
Furthermore, Black was further classified as free or slave category. In the censuses of
1850 to 1870, 1890, and 1920, enumerators were given instructions to recognize and
detect Octoroons and Mulattoes in 1890 among the Black inhabitants (Bennett, 2000c).
-9-

The government defined an Octoroon as an individual of forth generation Black ancestry,
who has a great-parent of pure African descent and seven great-grandparents who were
not (Princeton University WordNet). In other words, if one had one-eighth of Black
ancestry and seven Caucasian great-grandparents, one was designated as an “Octoroon.”
According to Davis (1991), this description concentrates on representing the lengthy and
elongated encounter with slavery and later with Jim Crow segregation. In the South, it
was called the “one-drop rule”. According to this rule, an individual having a single drop
of “Black blood” is classified as a Black. It was also called “One Black Ancestor Rule.”
Other names included “traceable amount rule” and “hypo-descent rule” that was given by
few courts and anthropologists, respectively. The “hypo-descent rule” meant the
ethnically or racially mixed individuals are classified in the subordinate group (Davis,
1991). The data on race were mainly obtained by the observation of the enumerators in
the fifties along with direct talks in the sixties, self-classification, and recognition in
1970, 1980, and 1990 (Gibson & Jung, 2002).
From the census of 1990, about thirty million individuals were recognized as
Black. Estimates of 10 million people were reported in the other category in 1990; 97%
of persons marking the “other race” category were Hispanic (U.S. Census, 1990). While
many commonalities may be found between descendants of former slaves with modernday Blacks, especially in terms of historical legacy, geographic concentrations, and some
cultural patterns, caution should be exercised not to see them as a single or monolithic
group (Airhihenbuwa & King, 2002, p.1). It is necessary that the health risk factors and
outcomes are subjected to vigilant examination in terms of the differences found within
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the group based on age, location, the status of the migration, social and economic status,
and geographic location (Airhihenbuwa & King, 2002, p. 1).
SLAVERY AND UNITED STATES LAW
In the 1600s, slavery was widespread throughout the American colonies. Slavery
had been eliminated by the 1820s in the North. Still, it remained an integral part of the
economy in the South until after the Civil War (1861-1865). Table 1 reveals the
distribution of slaves in North America during the periods from 1600–1885.

Table 1. Distribution of Slaves in 1820
Source: Population Division U. S. Census Bureau Washington, DC 20233
Census
Year
1790

No. of Slaves

No. of
Free
Blacks

Total Blacks

Percent of
Free
Blacks

Total of U.S.
Population

Percent
Black Total

697,681

59,527

757,208

7.9

3,929,214

19.0

1800

893,602

108,435

1,002,037

10.8

5,308,483

19.0

1810

1,191,362

186,446

1,377,808

13.5

7,239,881

19.0

1820

1,538,022

233,634

1,771,656

13.2

9,638,453

18.0

1830

2,009,043

319,599

2,328,642

13.7

12,860,702

18.0

1840

2,487,355

386,293

2,873,648

13.4

17,063,353

17.0

1850

3,204,313

434,495

3,638,808

11.9

23,191,876

16.0

1860

3,953,760

488,070

4,441,830

11.0

31,443,321

14.0

1870

0

4,880,009

4,880,009

100%

38,558,371

13.0

Many reasons may be listed for the Civil War, chief among them the South’s
dependence on slaves, and the fundamental disagreement regarding federal control over
states’ rights to purchase and sell slaves. Although the United States abolished its slave
trade from Africa on January 1, 1808, slave trading continued unabated until 1860.
Although many Northerners wanted Southerners to change, they did not want to force
them to do so (Hahn, 2010).
-11-

In 1860, Abraham Lincoln, who was a staunch critic of slavery, was elected the
16th president of the United States. Concerned that slavery would become illegal, stating
that the states had the liberty to break away and become independent, seven states
affirmed that they were free from the United States before Abraham Lincoln’s
inauguration as the president took place on March 4, 1861; four additional states declared
their independence after the initiation of the Civil War at the Battle of Fort Sumter (April
12, 1861). To prevent the Southern states from seceding, in September 1862, Lincoln
declared that he would ensure that all slaves in the South are free and citizens of the
United States if the Confederate states did not rejoin the Union. The eleven Southern
states held their ground, ignoring President Lincoln. The slave owners had come to
depend on slave labor, in which many had tied up much of their wealth, and without
which they feared devastating economic loss (Hahn, 2005).
In January 1863, Lincoln had introduced the Emancipation Proclamation, which
concentrated on freeing all of the slaves in the Confederate States. However, it did not
include the Border States (Delaware, Maryland, Kentucky, and Missouri) slaves. The
Border States had remained with the Union. Many slaves escaped from Southern
plantations, and some joined the Union troops. In April 1864, the Thirteenth Amendment
was passed by the U.S. Senate. Still, it was defeated in the House of Representatives two
months later. After Lincoln won a second term, he sent the Thirteenth Amendment to the
state legislatures for approval on January 31, 1865. The House passed the bill in January
1865, by a vote of 119 to 56. On February 1, 1865, U.S. Secretary of State William
Henry Seward declared that the Thirteenth Amendment was law, making slavery illegal
throughout the United States for all time (Keller, 2010).
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However, it should be noted that the Thirteen Amendment in the Constitution of
the United States could not change the perception and outlook of the majority of the
population, particularly those in the South, where slavery had become part of their
society based on superiority and inferiority. Unfortunately, the Amendment alone did not
fail to bring about significant change in the fundamental beliefs of individuals who
considered slavery important and essential, nor did it readdress the perception and
outlook of those who thought that the racial differences and disparities can be used to
justify racism, discrimination, and oppression. Therefore, it became essential for the
federal government to introduce a set of laws that prevented racism and bigotry. The
following laws were enacted:


The Civil Rights Act of 1866), was passed to secure and safeguard the rights of
the freed slave against the Black Codes that were introduced in Southern states to
control and manage the labor, behaviors, and movement of African-Americans.



The Civil Rights Act of 1871 was implemented to provide security to the African
Americans from the mistreatments and cruelties practiced by Ku Klux
(www.NBRA.info). Despite 100 years of effort, the United States has only
recently redressed the most grievous of these abuses, and as demonstrated by the
Presidential elections in 2000 and 2004, their subtler forms are still under
consideration.



The Civil Rights Act of 1875, which guaranteed all Americans equal treatment
with regard to public accommodations (although enacted in 1875, it was rarely
enforced until updated in the 1970s (Kaczorowski, 2005).
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Civil Rights Act of 1957, which defined that the African-Americans also have the
liberty to vote.



The Civil Rights Act of 1960, which prohibited the obstruction of an individual’s
right to vote.



The Civil Rights Act of 1964, which was a more descriptive section of the
legislation, outlawed segregation of public places, schools, and employment by
race. It was later amended to apply to women under the auspices of the Equal
Employment Opportunity Commission.



The Civil Rights Act of 1968, has added additional federal enforcement
capabilities to the Civil Rights Act of 1986 in order to enforce action against
discrimination in housing; the act was further expanded in accordance to the
selling, rental and funding of housing and offered to provide protection to civil
rights workers.



The Civil Rights Act 1991, which strengthened some of the provisions under the
Civil Rights Act of 1964, concentrated on dealing with workplace discrimination
(The Politics of Judicial Interpretation: The Federal Courts, Department of Justice
and Civil Rights, 1866-1876, p. 1).

While the Thirteenth Amendment ended slavery as a legal institution, the passage of
subsequent laws was necessary to redress the residual effects of racism and oppression
that continue to impact African Americans even down to the present day. Even as
American Blacks gained political and economic influence and power, residual effects of
racism and oppression continued to affect them—often in more subtle ways, including
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the exacerbation of health disparities between Black and White Americans (Byrd &
Clayton, 2000).
The average lifespan of modern-day African Americans today is 72 years versus
78 for Whites. The 2008 census reveals that about 30 percent of the Black population
were teenagers, and 8 percent were from the elderly population. When comparing these
results to the non-Hispanic single-race White population, about 21% were teenagers, and
16% were from the elderly group age 65 or older.
The following tables introduce and illustrate the pattern of longevity for Blacks
and Whites for the period 1820-1990, along with life expectancy projection for 2050.
According to (Boyer, 2001), life expectancy information questions about mortality were
inquired from 1850 to 1990. Still, the essential statistics collection was in the hands of
state and local governments, were described as unequal or disproportionate. The State of
Massachusetts, in 1842, became the first state to commence full registration of births,
deaths, and marriages. Several states followed suit, but the Death Registration Area
formed in 1900 by the U.S. Bureau of the Census initially comprised of ten states along
with the District of Columbia. Not until 1933 did it cover the entire United States.
Table 2 reveals that in 1850 the average life expectancy of a slave at birth was
23 years. Life expectancy at birth for Whites was around age 38 and changed little
between 1850 and 1880—but then rose from about 40 years in 1880 to 52 years in 1900,
69 years in 1950, and 76 years in 1990.
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Table 2. Mortality in the United States 1850-1990
Source: Haines, M. “Fertility and Mortality in the United States” In R. Whaples (Ed.), EH.Net
Encyclopedia
Expectancy of Life
At Birth

At Age 10

At Age 20

Infant Mortality

Approx. Year

Rare
White

Black

White

Black

White

Black

White

Black

1850

38.4

23.0

47.3

39.5

216.8

1860

43.6

49.4

41.3

181.3

1870

45.2

50.6

42.5

175.5

1880

40.5

48.3

40.4

214.6

1890

46.8

50.4

42.2

150.7

1900

51.8

41.8

52.5

47.2

44.1

39.5

110.8

170.3

1910

52.7

43.1

53.0

47.9

44.5

40.1

106.1

161.9

1920

57.4

47.0

54.6

45.3

46.0

37.8

82.1

131.7

1930

60.8

48.5

56.3

44.8

47.2

36.6

60.1

99.9

1940

64.9

53.9

58.8

49.5

49.5

40.7

43.2

73.8

1950

69.0

60.7

61.5

54.5

51.9

45.2

26.8

44.5

1960

70.7

63.9

62.8

57.4

53.2

47.9

22.9

43.2

1970

71.6

65.2

63.3

56.8

53.7

47.3

17.8

30.9

1980

74.5

68.1

65.6

60.4

56.0

50.8

11.0

21.4

1990

76.1

69.1

66.9

60.7

57.2

51.1

7.6

18.0

The life expectancy at birth of Whites doubled that of the former slaves up to and
throughout the first five years following the emancipation of slavery in 1865. Anecdotal
evidence points to the fact that Blacks’ suffered a higher rate of mortality before 1850 to
the 1900s than Whites. Cutler, Deaton, and Lleras-Muney (2003) suggest that the lack of
improvement in mortality between 1820 and 1870 was due in large part to the greater
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spread of disease in newly enlarged cities. Nineteenth-century cities were unhealthy
places, particularly the largest ones. Former slaves took residence in the largest cities, and
death rates fluctuated by periodic epidemics and changes in the disease environment.
Mortality rates for Whites declined around 1870 as a result of rapid reductions in specific
infectious and parasitic diseases, including tuberculosis, pneumonia, bronchitis, and
gastrointestinal infections, as well as such lethal diseases as cholera, smallpox,
diphtheria, and typhoid fever (EH.Net Encyclopedia). Moreover, improvements in diet,
clothing, and shelter of the American population and improvements in public health and
sanitation, including better water supplies and sewage disposal accounted for the decrease
in mortality in the 1890s, when the largest cities instituted new public works sanitation
projects (such as piped water, sewer systems, filtration and chlorination of water) and
public health administration (EH.Net Encyclopedia).
Beginning in the 1900 census, life expectancy data were collected on Blacks as
well as Whites. Both life expectancy has increased, and infant mortality rates have
decreased significantly, narrowing the longevity gap between Blacks and Whites by a
span of 7 years at birth, 6.2 years for those already 10 years old, and 6.1 years for those
20 years old in 1990.
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Table 3. Ages of African American Slaves of Gender (1820-1860)
Source: U.S. Bureau of the Census Historical Statistics of the United States, Washington DC.
Year

Gender

Total Slave
Population

Percentage
50-59 years

1820

Male

788,028

1830

Male

1,012,823

4.2%

1840

Male

1,246,517

3.6%

1850

Male

1,602,534

4.1%

1860

Male

1,982,625

4.0%

1820

Female

750,010

9.4%

1830

Female

996,220

4.1%

1840

Female

1,240,938

3.6%

1850

Female

1,601,779

3.9%

1860

Female

1,971,135

3.9%

9.8%

Percentage over
60 years

Percentage unknown

4.2%

3.4%

0.1%
0.7%

4.2%

3.4%

Table 3 suggests slight signs of improvement in longevity and mortality for
Blacks in 1820 for the first 18 years when more than 9% of the slave population was
between the ages of 50 and 59. By 1860, only 4% of both sexes were between the ages
of 50 and 59. The periods 1850-1860 reveals about 4% of the Black population was
between the ages of 50-59, showing a 50% decrease in the mortality rate within 30 years,
noting a similar decline for both sexes over age 60. While infant mortality rates for both
Whites and Blacks had declined sharply by 1990, the Black rate remained more than
double that of Whites. Caution must be taken when interpreting the census data since
antebellum censuses suffered severe undercounting difficulties peculiar to slavery and
often excluded free slaves (Clayton, 1990).
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Table 4. Fertility and Mortality in the United States (1800-1999)
Source: U.S. Bureau of the Census, Historical Statistics of the United States (Washington, DC: G.P.O,
1975). U.S. Bureau of the Census, Statistical Abstract of the United States, 1986 (Washington, DC: G.P.O.,
National Center for Health Statistics, National Vital Statistics Reports.

White

Black

Life
Expectancy
Ratio

1850

39.5

20.3

58%

1860

43.6

181.3

1870

45.2

175.5

1880

40.5

214.8

1890

46.8

1900

51.8

41.8

81%

110.8

170.3

54%

1910

54.6

46.8

86%

96.5

142.6

48%

1920

57.4

47.0

82%

82.1

131.7

60%

1930

60.9

48.5

80%

60.1

99.9

66%

1940

64.9

53.9

83%

43.2

73.8

71%

1950

69.9

60.7

88%

26.8

44.5

66%

1960

70.7

63.9

90%

22.9

43.2

89%

1970

71.6

64.1

90%

17.8

30.9

74%

1980

74.5

68.5

92%

10.9

22.2

104%

1990

76.1

69.1

91%

7.6

18.0

137%

2000

77.4

71.7

93%

5.7

14.1

147%

Approx. date

Life Expectancy

White

Black

Infant
Mortality
Ratio

216.8

340.0

57%

Infant Mortality Rate

150.7

Although data in Table 4 reveal the life expectancy rate spiraled upward for both
White and Black populations, caution must be taken to resist the interpretation of
individual or group level data without considering the role of geographic, spatial, and
institutional contexts; for example, the effects of legal segregation or Jim Crow laws from
(1876-1965) had on life expectancy and mortality rates (Craigie & Hulbert, 1938).
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Considering a much-debated historical paper first published in American
Sociology Review based on 1930 census data, Robinson (1990) found that states with a
larger fraction of Blacks has low literacy levels and asserted this as a strong group-level
correlation. However, Robinson had fallen into the logical trap of using group-level data
to make individual predictive conclusions. Statistically, even a robust group-level
correlation between the percentage of Black population and the overall level of illiteracy
cannot be used to prove that Blacks are uneducated. In fact, the individual-level data
showed a weak correlation between being Black and being illiterate.
In an exhaustive new study, Subramanian (2009) made use of the data compiled
by Robinson on broader terms to demonstrate that group correlations were inadequate to
clarify the causality or individual outcomes. These researchers found that Jim Crow
education laws had strong effects on individuals and, therefore, on group literacy. States,
where segregation was legal, had higher rates of illiteracy among Whites and Blacks.
However, it was found more in Blacks. Subramanian cites in the Harvard School of
Public Health Focus Newsletter single-level analysis, whether at the group or individual
level, is inadequate to explain causality. Subramanian also asserts that individual
behaviors do not happen in isolation but in context, and suggested that a multilevel
perspective that incorporates both context and content is needed for the interpretation of
the data.
According to U.S. history, the policies of President Andrew Jackson (17671845), who was also a wealthy slaver owner, dominated this period, which was
characterized by national expansion and entrenchment of the slave system for
commercial and ideological reasons (ushistory.org/us/24.asp 2008). President Jackson
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was thought to be largely responsible for resolving the political and Constitutional
debate about the notions that “all men are created equal” and permanent Black chattel
slavery and dispossession of American Indians under the aegis of official national
government policy (O’Reilly, 1995).
The phrase “all men are created equal” comes from the opening of the United
States Declaration of Independence, written by Thomas Jefferson in 1776, which states as
follows:
“We hold these truths to be self-evident, that all men are created equal, that they
are endowed by their Creator with certain unalienable Rights, which among these
are Life, Liberty, and the Pursuit of Happiness. That to secure these rights,
Governments are instituted among Men, deriving their just powers from the
consent of the governed.” (Revised Statutes of the United States, 2d ed., 1878,
p.6).
According to the framers of the Constitution, King George of Great Britain did
not listen to the voice of fairness and consanguinity and therefore rejected that the fact
that the oppression and unpardonable and unjustifiable jurisdiction of Britain was
condemned and appealed that the Colonies, Free And Independent States; that they
release themselves from the loyalty and adherence to the Crown of Britain and that all
the political association between them and Britain is to be dissolved completed and
that, they are a free and independent state. Therefore, they have the rights to exercise
full power, the power to levy war, end peace, start trade and commerce and become
engaged in activities and things that other independent nations or countries have the
right to do (Revised Statutes of the United States, 2d edition, 1878, p. 6).
The majority of the Founding Fathers had slaves and they had different
perceptions on the abolishment of slavery (Berkowitz & Moran, 2010). All references to
equality by the Framers were dropped in the Constitution once those who had been
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“oppressed” by King George got their freedom; they were no longer interested in
promoting equality. It is for this reason; Lincoln’s Gettysburg Address starts with
“Fourscore and seven years ago.” By the time of that speech, Lincoln had come around
to understanding that the Constitution was flawed, so he began his speech by referring to
the date of the Declaration, which included a reference to equality. (Jordan, personal
communication, 2009).
The two decades between 1840 and 1860 were characterized by dramatic changes
in the social ideals and political lives of the Americans (Miller, 2010). In the last quarter
of the nineteenth century, medical professionals and scientists started to understand the
different sources of different diseases (Richter, 2008). Instead of generalized
improvement in medicine, public health, and health services as a result of the Civil War,
African Americans experienced higher mortality rates and poorer health outcomes, health
segregation, discrimination, and exploitation at all levels. High mortality rates for Black
slaves were associated with dysentery, typhoid fever, cholera, hepatitis, and worms. Most
of these diseases, as Savitt (1978), Kiple (1980), and others have pointed out, were
related to the terrible sanitation conditions in most slave quarters.
Understanding the anatomy of human subjects became an increasingly
important component of medical education on which greater emphasis was placed.
Savitt (1978) asserts that in several cases, doctors and medical professionals bought
Blacks in order to experiment with them. Savitt asserts medical schools in Kentucky,
South Carolina, Virginia, and other Southern states concentrates on the establishment of
hospitals or made arrangements with the local authorities of the area to offer treatment
to poor houses or city hospitals that had large wards for White and Black patients.
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College officials asserted that they had difficulties in filling the new beds in the new
infirmary because “the slave population of the city, and neighboring plantations, is
capable of furnishing ample materials for clinical instruction” (Savitt, 1982, p.335).
According to Washington (2006), by the time of the Civil War Blacks were
being used, almost exclusively in some venues for everything from vaccine to
experimental surgeries.
Furthermore, he asserts that early medical records have clearly identified the
African Americans as experimental targets, specifically in the southern states. Moreover,
Blacks were given different treatments because it was believed that they were inferior to
Whites, and they were lesser in aptitude, brains, sexuality, and sensitivity. For instance,
between the periods of 1845 to 1849, Dr. J Marion Sims, who was the pioneer of modern
gynecology, did not give any anesthesia to three African American women in Alabama
and they were operated on thirty times to attain the perfection of surgical technique to
treat vesicovaginal fistulas. During the same period, Dr. Thomas Hamilton, another
physician, experimented with the Black bodies by subjecting to high temperatures. The
test subjects were buried with their heads above ground in order to find a remedy for
heatstroke so that slaves are in labor for longer durations (Airhihenbuwa & King, 2002).
The Federal Writers Project (FWP) collection comprised over 2300 slave
narratives, although the exact number of narratives is unknown as several states reported
that they lost their narratives. The average age of the interviewees was at least 85, with 1
out of 10 over the age of 100. The 1930s census reveals that 9% or 11.9 million of the
United States’ population was Black. By 1990, 12% or 30 million of the U.S. population
was African American, roughly the same as in the 1900s
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(wiki/African_American#cite_note-27). Figure 1 reveals that in 1990, there were 8.2
million or 2.7% of the Black population was age 65 or older; also for the same period,
500,000 Blacks were over age 80.

Figure 1. Number of persons 65 years of age and older by race, 1990-2050.
Source: Age and Sex Statistic Branch Population Division Bureau of the Census
Washington, DC.
Figure 2 reveals in 1990 of the 31 million elderly people of all races, 28 million
were White; 2.5 million were Black; about 114,000 were American Indian; Eskimo, or
Aleut; and about 450,000 were Asian and Pacific Islander. There were 1.1 million elderly
persons of Hispanic origin in 1990.
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Figure 2. Number of persons 65 years of age and older by age and race in 1990.
Source: Age and Sex Statistic Branch Population Division Bureau of the Census
Washington DC.
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Figure 3. Projected number of persons 65 years of age and older by age and race
2050.
Source: Age and Sex Statistic Branch Population Division Bureau of the Census,
Washington DC.
Figure 3 reveals there were more than 600, 000 persons of races other than White
80 years and over in 1990. In 2050, there would be 79 million elderly Americans. While
the number of elderly Whites would more than double to 62 million in 2050, the number
of elderly Blacks would nearly quadruple to over 9 million.
The 1860 census reveals a total of 3,053,376 free and former slaves were age 80
and under age 90 (see Appendix B1-2). In contrast to the 1990 census of the 30 million
Blacks were counted in the census. Figure 2 reveals 6.3 million were over age 80.
According to the Department of Health and Human Services Administration on the Aging
(HHSA), almost 37.9 million Americans were aged 65 and over in 2007. The HHSA
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claims that African American persons made up 8.3% or 3.1 million of the older
population during this period and predicted that over the next four decades, the elderly
people between the ages 65 and older would be doubled and that of aged 85 and older
would be tripled.
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Figure 4. Statistical profile of Black older Americans Age 65+
Source: U.S. Administration on Aging, U.S. Department of Health and Human Services

Although Figures 1–4 show that the Black population is living longer given the
medical advances in healthcare, the question remains what factors account for the 7-year
disparity in Black and White longevity? The question becomes more poignant when
reviewing the 2050 projections for Blacks in contrast to that of Whites. At what point
could one expect parity between the two groups if at all. Figure 1 reveals in 1990 that 8.2
million Blacks were ages 65 or older; Figure 2 shows for the same period, 5 million
Blacks were age 65 or older; Figure 3 indicates 9.4 million Blacks were age 65 or older
during the same period, and Figure 4 indicates that 2.5 million Blacks were ages 65 or
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older. Although there are apparent differences in the data collection improvements in
health and life expectancy, it appears from these figures the disparities will continue.
Therefore, it is imperative that whatever issues that relate to the disparities between the
Whites and Blacks need to be fully explored.
Significance of the Research
It should be noted that racial and ethnic minorities frequently experience inferior
health outcomes and get low quality healthcare as compared to their White counterparts,
even when income, age, conditions, and status of insurance are similar. Ronzio, Pamuk,
and Squires (2004) assert that Blacks die younger and at higher rates from almost every
type of disease and cause of avoidable death except in the case of suicide than their White
counterparts. Furthermore, income inequality exists, which is the primary social variable
linked with the instant or unavoidable rates of death, and the link is robust:
Semmes (2006) asserts that “the destructive effects of oppression and exploitation on
health linger and are difficult to transcend when systemic attacks on the institutional
stability of a people persist” (p. 11). Existing literature indicates that the status of health
is inextricably associated with the quality of life and the personal happiness and welfare
is determined, in large measure, by factors such as historical factors, which add towards
the outcomes of the health of the individuals, families, and communities in general.
According to O’Rand (1996), African Americans face persistent material disadvantage
that affects the daily life chances of both current and future generations. Moreover,
O’Rand and other proponents of the cumulative disadvantage perspective have suggested
that exposure to earlier disadvantages continues to have an effect even when one controls
later characteristics. The concept of cumulative advantage was initially proposed by
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Merton (1998) in his work on stratification. Shuey and Wilson (2008) concentrated on
using the longitudinal data that was obtained from the Panel Study of Income Dynamics
and from the growth curve models. The data was used to analyze the usefulness of the
concept of a collective disadvantage as an explanation for the disparities found in the race
in life-course health (self-rated) in the United States. The authors were asked whether the
socio-economic resources evenly helped in the health of Blacks as well as Whites or
whether Whites have higher rates of return on different resources across the course of
life. The researchers found out that the relationship differed and dependent on the
socioeconomic indicator that was studied and investigated. It should be noted that
education also differentiates between the health provided to Blacks and Whites,
specifically at higher education levels, and this amalgamated with age (Shuey & Wilson,
2008). With respect to time, Blacks are more likely to experience an increment in health
disadvantage as compared to Whites, an outcome that cannot be satisfied by the
attainment of education (Shuey & Wilson, 2008).
Evidence shows that African Americans experience a disadvantage in health
compared to White Americans. Relative to Whites, African Americans exhibit higher
rates of mortality and infant mortality, higher rates of disability, more extended periods of
poor health and chronic illness, and are more likely to report fair or poor health (Clark &
Gibson, 1997; Haywood & Heron, 1999; Zsembik, Peek, & Peek, 2000). Research
suggests that racial disparities in health are the outcome of a long-term and cumulative
process of disadvantage that begins early in life. Hayward and Heron (1999) Warner and
Hayward (2006) assert the cross-generational accumulation of advantages and
disadvantages associated with both race and socioeconomic status is one mechanism for
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health inequality across the life course. Massey, Douglas, and Denton’s (1993)
explanation for the continued significance of race include the decreased ability of racial
minorities to translate socioeconomic resources into good health due to racial
discrimination that affects access to health care, social support, neighborhood context,
and levels of stress. Although there is a lack of consensus regarding the extent to which
early socioeconomic resources have a continuing influence on later outcomes, O’Rand
(1996) asserted that early life inequalities in educational attainment and other forms of
life-course capital affect subsequent income and wealth accumulation in an interactive
process. Moreover, O’Rand argued early life inequalities may place African Americans
at a persistent material disadvantage that affects the daily life chances of both current and
future generations and at a permanent and increasing disadvantage relative to Whites with
age. O’Rand stated that, “cumulative disadvantage occurs when a group of people
experience disadvantages in life as a result of cumulative experiences” (p. 235).
Essentially, O’Rand is stating the cumulative disadvantage perspective suggests that
exposure to early disadvantages continues to have an effect even when later experiences
balance out.
This study looks at a cohort population that shares a common ancestral descent
from people historically indigenous to Sub-Saharan Africa. The concept of cumulative
advantage has utility when examining the socio-historical experiences of African
Americans. Fredrickson (2000) asserts that “the slave regime left an enduring legacy of
attitudes and habits predisposing former masters and slaves to think and behave in certain
ways” (p. 117). In one of the few empirical studies, Jackson and Sellers (1996)
uncovered several findings on the effects of racism, defined as “perceptions and
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experiences of discrimination, on the physical and mental health of African Americans”
(p. 308). The initial cross-sectional analyses found that personal experiences of racism
and perceptions of discrimination had adverse effects on the physical and mental wellbeing of African American adults. Over time, however, those who reported experiencing
racism also counter-intuitively reported lower numbers of health problems, but also lower
levels of subjective well-being and higher levels of psychological distress. The authors
speculated that “over time a heightened awareness of differential treatment because of
race may serve as a buffer to better health care or greater determination, against these
everyday assaults of racism but at a psychological cost” (p. 308).
Project Aim
The slaves lived in a life that was full of cruelty and mistreatments that can only
be perceived from the narratives of that period. In terms of the daily aspects of
endurance, well being and happiness, their level of oppression, desperation, cruelty, and
mistreatment cannot be comprehended. This study sought to ascertain why the life span
of African Americans has not increased at the same rate as White life spans and identify
factors that may explain the health discrepancies in longevity that exist between Blacks
and Whites.
The slave narratives were utilized to search for reasons and/or explanations for
factors that might explain resiliency in health status and to try to understand why, despite
increased longevity for both groups, the difference in White and Black longevity
continues. A comprehensive examination of the slave narratives was conducted to
understand the common ways that have given rise to health disparities in the Black
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population despite the fact that the medical field has been continuously developed to
improve their health conditions.
Rationale
The 2008 U.S. presidential election brought the health condition of all Americans
to the forefront of the national policy debate when both candidates were forced to
confront the fact that although the United States invest in healthcare sector more than any
other developed countries, yet it inhabitants do not have good health (Preventdisease.com
June 3, 2009).
As the population comes to age, there would be a need for more resources to
provide care. There would be a need for hospitals, nursing homes, and other healthcare
facilities. Healthcare costs are a significant concern for the United States because
healthcare is not funded by the government health program as it is in Canada and
European countries. This compels Americans to pay for the health resources from their
own pocket (Rheult, 2007). In 2007, the national average cost for family healthcare
coverage was $2,973, which constituted approximately ten percent of the average income
of Blacks during that year (Rheult, 2007). The average income for Blacks in 2007 was
$32,025, nearly 25% less than that of Whites at $41,851. The poverty rate of 23% for
African Americans over the age of 65 is more than double the national average
(Administration on Aging, 2008).
According to Fiscella and Franks (1997), poverty, determines subsequent
mortality. Fiscella and Frank (1997) state the inequality that because of the income is
considered to be the most important social variable linked with the instant rates of death.
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This link is strong. The disparity in income and unequal access to healthcare and its
relationship to racial and ethnic disparities in health is a critical part of this examination.
The future health of the U.S. population, on the whole, would be impacted by its
achievement in devising culturally competent strategies and tactics that would
concentrate on improving the health outcomes of the minorities. It is expected that the
minority population would grow at an escalating rate, and if health differences continue
to exist, these disparities will allow the economic burden to increase.
Overall Approach
The overall approach of this study is to collect information from different primary
and secondary resources in order to ensure that the objectives of the research are met, and
the questions are addressed. The aim of the literature review is to provide an overview of
the information that would clearly define the objectives of the research, would address
the questions of the research, and would concentrate on providing analysis and evaluation
of the data in the results section of this study.
Research Question
What factors explain the health discrepancies in longevity that exist between
Blacks and Whites?
Research Objective
The research objective of this study was to examine the following theoretical
constructs and their possible influence on the following: (a) inhibition and confession, (b)
resiliency, (c) life-course theoretical perspective, (d) stereotyping, (e) social-dominance
theory, and (f) health disparities.
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STRUCTURE OF THE DISSERTATION
In this study, the researcher has sought to gain an understanding of the disparities
in health among African Americans in comparison to that of Whites. To accomplish this
goal, the researcher, through this study, considered the healthcare and treatment of slaves,
using the narratives as a foundational source in conjunction with other available records.
The structure of this examination is outlined below.
Purpose
This examination seeks to present and understand the reasons for the
extraordinary longevity of many ex-slaves despite life conditions that included
inadequate nutrition and shelter, and inhumane treatment.
Significance of the Issue. The American healthcare system has been unequally
distributed, and it disenfranchises individuals who are racial minorities as well as poor.
There is a need to give attention to this matter as it would influence the broader
population in terms of economics, society, and with respect to the social issues of that
community.
Project Aim. In this study, this researcher ascertains why the life span of African
Americans has not increased at the same rate as White life spans and attempt to identify
factors that may explain why health discrepancies in longevity exist between Blacks and
Whites and to try to understand why, despite increased longevity for both groups,
differences in White and Black longevity continue.
Rationale. The health of the population is considered to be the most significant
asset as it assists in meeting the demands of the society by fulfilling its goals, objectives,
aspirations, and innovation. In the year 2007, the costs associated with healthcare
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represented 17 percent of the U.S gross domestic product (GDP); the employee premiums
experience a rise of 5 percent. Simultaneously, the annual healthcare cost was $4700 per
individual (National Coalition on Health Care, 2008). Healthcare costs are predicted to
rise to 20% of the GDP and premiums to increase by 20% by 2017 (Truffer, Keehan,
Smith, Cylus, & Sisko, 2010).
Such increased costs will increase the healthcare gap between the wealthy and
poor, as well as between Whites and African Americans. After the abolishment of
slavery, the continuing impact of inadequate healthcare, nutritional deficiencies, and a
poor lifestyle has taken a toll on the health of African Americans. Although their
ancestors also suffered great health disparities, the longevity of ex-slaves in this study
seems to indicate their acquirement of resiliency that their descendants lacked.
Overall Approach. This part of the study concentrates on giving an explanation
of the historical research approach used with the study, including the recognition of a
historical problem and historical factors that may explain the relationship between the
core investigation synthesizing issues central to the subject. Consistent with this research
method, the approach involved six steps of investigation suggested by Busha and Harter
(1980), including but not limited to the exact and precise as well as the organization of
the evidence and corroboration of the genuineness and validity of information and
sources.
Structure of the Dissertation
The structure of the dissertation was designed to accomplish several objectives:
(a) to present the origin and context of slavery; (b) to establish the slave narratives as a
literary and historical source to extract the former slaves' testimonies about their

-35-

healthcare; (c) to examine the narrative for themes that may point to the role of protective
mechanisms such as resiliency, confession, and inhibition; and (d) to present the
longevity of modern day Blacks in contrast to the longevity of Whites.
Literature Review. The literature review reflects the most theoretical and
empirical research on the institution of slavery, life expectancy, and income inequality to
identify the relationship that the past has to the present disparities in health and
healthcare. The review of the literature also establishes the Slave narratives as a literary
and historical source (see chapter II).
Methodology. The methodologies, theories, and approaches employed to fulfill
the objectives of the literature review, as well as the rationales for employing them, are
described in this section. As such, this section provides an outline for conducting the
study and the reasons behind it; it would concentrate on giving insight on the research
methodology as well as the reasons for selection.
A wide range of sources was used in this historical study to gain knowledge of the impact
of the social experience of slavery on former slaves that may help to identify historic
factors that may explain the relationship that the past has to the present disparities in
health and healthcare (see chapter III).
Results and Presentation. This section of the paper would concentrate on
combining all preceding sections, which combines the most important and relevant data
that has been found in the literature in a planned and structured manner to assist in
presentation and discussion of the historical information that would deal with the research
question and its objectives (see chapter IV).
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Conclusion. This chapter would concentrate on providing a brief and concise
summary of the earlier chapters to understand and grasp the concept behind the research.
See chapter V.
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CHAPTER II
LITERATURE REVIEW
This research seeks to study and evaluate the health differences that are found between
African Americans and Whites in the United States and how this issue has impacted African
Americans since the Age of Slavery. The establishment of slavery set the United States on a path
of inequality that continues to negatively impact the personal and professional potential of African
Americans to the present day. Although detailed and comprehensive research into the Institution
of Slavery, the status of the health of American slaves during the eighteenth and nineteenthcenturies is not clear. To fill this research gap, this study reviewed slave narratives as historical
records that have explained the status of the health of the ex-slaves, the background of slavery, and
the former slaves' struggles towards the process of self-actualization. The following parts seek to
address the research question and its aim.
Slave Narratives
Before discussing the slave narratives, it is necessary to understand the meaning of the
term. This term incorporates literary or historical texts, which are diverse in genre and nature. The
expression narrative means narrating an account or story of a particular series of events, whether
fictional or real. Narratives generally have different types of aspects, including how the account is
being told, the background settings, and its construction (Georgetown University, 2007). In the
Colonial United States, the term narrative applied to wide-ranging memoirs or life histories or life
stories to highlight their factual nature, such as accounts of spiritual conversions, Indian captivity,
and criminal confessions.
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Heglar (2001) explained that fugitive slave tales often incorporated the term “narrative” in
their titles to reveal its truthful and accurate nature, originating the name “narratives of (ex)
slaves.” The online Britannica dictionary defines slave narratives as a “written account by an
escaped or freed slave of his or her experiences of slavery written or orally related by the slave
himself or herself” (Britannica Concise Encyclopedia, 1994-2010). Rawick (1972) asserts that
about sixty-five narratives of ex-slaves were printed in the form of books or pamphlets before the
start of the Civil War. The abolitionist movement assisted the former slaves to publish their
narratives. Rawick established the narratives as a literary subgenre and classified them into three
main categories: narratives that were written by actual former slaves who made efforts to free
themselves, narratives authored by amanuensis but correctly represent the narrator’s experiences,
and those that were ghostwritten by either an abolitionist or were a complete work of fiction.
Heglar (2001) had recognized the three essential historical stages: “the proto-slave
narratives of the colonial and early national periods, the antebellum slave narratives written
between 1830 and 1861, and the postbellum works published after the Civil War” (p.7).
Furthermore, he has classified the narratives on the grounds of development of the theme, length,
and authorship, classifying “self-authored, book-length, antebellum slave narratives as “classic”
slave narratives, which constitute a significant subgenre” (Heglar, 2001p.8).
Slave Narratives as Literary Sources
From 1760 to 1947, more than 200 book-length slave narratives were published in the
United States and England, and, according to Starling (2000), more than 6000 are known to exist.
Foster (1994) asserts that as the first well-established genre of Blacks writing, slave narratives
were testaments to the inhumanity of slavery and ammunition for the abolitionist cause, as well as
statements of pride and self-identification. Slavery existed in the United States from the late 16th
century. Still, the first known American slave narrative independently printed in the North
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American colonies, A Narrative of the Uncommon Sufferings and Surprising Deliverance of Briton
Hammon, a Negro Man, was not published until 1760.
In the following excerpt, Hammon tells of his deliverance through divine intervention,
explaining that it was due to the providence of God, who quenched all his fears and protected him
every night:
As soon as the Vessel was burnt down to the Water’s edge, the Indians stood for the Shore,
together with our Boat, on board of which they put 5 hands. After we came to the Shore,
they led me to their Hutts, where I expected nothing but immediate Death, and as they
spoke broken English, were often telling me, while coming from the Sloop to the Shore,
that they intended to roast me alive. But the Providence of God order’d it otherways, for
He appeared for my Help, in this Mount of Difficulty, and they were better to me than my
Fears, and soon unbound me, but set a Guard over me every Night. (Hammon, 1760, p. 55)

This study utilizes such narratives as literary sources that give voice to the health
discrepancies that the particular ex-slaves experienced. As forms of literary discourse, the
conditions under which a significant number of slave narratives were written and published as
autobiographies and biographies have been especially problematic for many historians. A
significant source of contention is that although many former slaves wrote their own narratives,
those who were illiterate dictated their stories to abolitionists.
Slave Narratives as Historical Sources
As historical sources, slave narratives document the lived experience of slavery from the
eyes of those who experienced it, revealing their struggles, sorrows, hope, and personal victories in
a story-telling format. Efforts to document the individual and collective story of the African
American struggle for freedom and human rights in the 18th, 19th and early 20th centuries have
been undertaken by various individuals, institutions, and research projects.
The first systematic efforts to interview former slaves appear to have begun in the 1920s at
Fisk University in Tennessee under Paul Radin and Charles S. Johnson and at Southern University
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in Louisiana under John B. Cade. Cade (1935) described his interviews with ex-slaves and later
conducted over four hundred interviews with former slaves in 13 states; they have never been
published, and appear to be unavailable.
The most extensive set of interviews conducted under the auspices of a government
institution was that undertaken from 1936 to 1938 by the Federal Writers’ Project (FWP), a unit of
the Works Progress Administration (WPA). Both the FWP and its parent organization, the WPA,
were New Deal relief agencies created by the administration of President Franklin D. Roosevelt.
The goal of the WPA was to employ a significant number of unemployed people living on relief
during the Great Depression until the economy recovered sufficiently to provide jobs for them.
The FWP hired “out-of-work” writers in 17 states to interview ordinary people to record their life
stories. Initially, only four states involved in the project (Florida, Georgia, South Carolina, and
Virginia) focused on collecting the stories of people who had once been held in slavery. Federal
authorities organized teams of interviewers in 17 states to gather the recollections of over two
thousand former slaves, most of who were born during the Civil War, to provide first-hand
accounts of their experiences on plantations, in cities, and on small farms (Hill, 2001). According
Escott (1988), most of FWP interviewers were White Southern women without any interviewing
experience. Escott noted as such, they often failed to pursue essential topics, and many asked
leading questions designed to confirm their preconceptions. Escott asserts that on July 30, 1937,
the national director of the FWP, Henry G. Alsberg, sent a memorandum to the interviewers
containing several suggestions and a list of 20 categories of sample questions that required to be
used. Although interviewing was already well advanced in some states, Escott also asserts that
Alsberg urged state workers to “take the greatest care not to influence the point of view of the
informant” and emphasized that “all stories should be as nearly word-for-word as is possible”
(Escott, 1988, p. 319).
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Alsberg’s sample questions, which were to be used “only as a basis, a beginning,” covered
three main areas: the conditions of life as a slave, including work, food, clothing, religion,
resistance, care of the sick, and relations with one’s owners; experiences during the Civil War and
Reconstruction, including contact with the Union army or the Ku Klux Klan, first knowledge of
freedom, school attendance, and land; and, later patterns of life, including family history and
religious activities. Among the questions were the following:
Did the slaves have a church on your plantation? … Did the slaves ever run away to the
North? Why? … What do you think of voodoo? … What medicine (herbs, leaves, or roots)
did the slaves use for sickness? How did slaves carry news from one plantation to another?
What happened on the day news came that you were free? What did your master say and
do?
Escott (1988) argues that the tone and even the content of the interviews reflected the
White supremacist values of the 1930s and that the interviewers often patronized or insulted the
ex-slave interviewees, reconstructing their speech in the crudest “plantation style,” referring to
them as “old darkies” or as “auntie” and “uncle.”
The FWP produced a variety of written interviews, some of which were brief, filling only
between one and five pages, while others went into considerable depth. Approximately 2,300
narratives as well as one thousand related documents and other “non-narrative materials,’’
primarily newspaper advertisements of slave auctions and runaways and state laws and bills
pertaining to slavery, were among the materials collected from the states for permanent storage in
the Library of Congress (Hill, 2001). Rawick (1979) discovered additional FWP records and
several other oral history materials that had never made it to Washington, D.C. Rawick (1979)
asserts the narrative of interviews with ex-slaves from Mississippi, which had purportedly been
suppressed for political reasons, appear in Volumes 2 to 17 of The American Slave: A Composite
Autobiography. The value and character of the narrative as a historical source continues to be
debated among literary scholars. Henige (1982) argues that “the Slave Narrative collection present
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problems beyond the general issue of reliability and accuracy of recollections of the past. Henige
(1982) attributes these problems to the fact that those interviewed were extremely old and most
were living in conditions of abject poverty during the Depression years of the 1930s. Moreover,
Henige states that not only had more than seven decades elapsed between Emancipation and the
time of the FWP interviews but that most informants had experienced slavery only as children or
as adolescents.
Blassingame (1975) expressed concerns about the power dynamics of the interview
process, questioning whether the interviewers were able to elicit candid responses from their
informants and accurately record their responses. Henige (1982) argues that some informants,
mistaking the interviewer for a government representative who might somehow assist them in their
economic plight, replied to their questions in a flattering and calculatedly exaggerated manner in
an effort to curry the interviewers’ favor.
Many scholars ignored interviews conducted by WPA Federal Writers’ Project with former
slaves in the late 1930s. Blassingame (1972) excluded the 2300 narratives in his now-classic study
The Slave Narratives based on authentic first-hand testimonies revealed that the adult slaves
presented two very different behavioral types depending upon their social environment: when in
the company of Whites, the submissive and obedient, but in their own quarters were far more
assertive. Blassingame discounted the accuracy of the narratives written by the WPA based on the
stereotypical view of slaves, which tended to depict them as either as submissive “Sambos” or as
dangerous revolutionaries like Nat Turner. According to Historian Norman Yetman (2001) and
others the interviews in the Slave Narrative Collection present problems beyond the general issue
of reliability and accuracy of recollection of the past. Escott (1997) cites that the creators of the
collections of slave narratives did not set out to obtain a random sample of the slave population or
even of the former slaves who were still alive (p.12). Rawick (2001, p14) points out that many
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scholars ignored the 2,300 interviews conducted with former slaves in the late 1930s by the WPA
Federal Writers’ Project and concludes more weight was often given to White sources: The
“masters not only ruled the past in fact” but also “ruled its written history.” Henige (1982) cites
age as a problem with the reliability of the narrative text. Escott (1979), on the other hand,
acknowledged that aging does not necessarily impair an older person’s recall while stating that
their testimonies should be viewed with a grain of salt yet concluding that there is no direct
empirical evidence that supports age and memory loss. Schaie (1974), Kahn, Zarit, Hilbert, and
Niederehe (1974), as well as Kallman (1956) argue that intellectual function actually improves
with age.
Differences of opinion about the slave narratives affect both external and internal aspects of
their utility, comprehensiveness, accuracy, and reliability as a historical source. If the depiction of
slavery can be reduced to the ramblings of poor men and women too old to remember the trauma
of slavery, their stories can be viewed as folklore versus history (Charles, 2009).
Social Status
One’s social status prior to the Civil War was determined by whether one was designated as
a slave. Slaves had almost no rights under state laws; they did not have the right to marry, govern
their children, learn to read and write, worship as they pleased, testify against White people in
court, or sell their labor. The master set the terms of the relationship between himself and his
slaves. As such, slaves were entirely subject to their owner’s will—with their labor obtained
through force and their physical beings regarded as the property of their owner. Having been
considered “chattel” or “movable property” since the dawn of slavery, they could, among other
possibilities, be bought, sold, traded, given as a gift, or pledged for a debt by their owner, usually
without any recourse to personal or legal objection or restraint (Black’s Law, Sec. C, 2010). The
current social status of Blacks reflects the long-standing racist belief from the days of slavery that
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they are indeed inferior. “Racism encompasses an ideology of the superiority of one group over
another. It reinforces and justifies individual and institutional discrimination towards an oppressed
group” (Jackson & Seller, 1996, p. 307). According to the Oxford English Dictionary, racism is
the belief that there are characteristics, abilities, or qualities specific to each race, discrimination
against or antagonism towards other races.
The myth of the genetic inferiority of African Americans’ can be traced back to when the
first slave boat arrived on the shores of North America in 1619. Again, the myth of the genetic
inferiority of people of African ancestry espoused by William Shockley in 1956 not only
legitimatized slavery but also tried to biblically sanction it.
Racism continues to exist on every level in the 21century. Consider a lengthy e-mail
written by a third-year student and an editor on the Harvard Law Review, by the legal blog
abovethelaw.com on April 30, 2010. In that email, Grace wrote that she thought Blacks might be
genetically inferior to Whites: “I absolutely do not rule out the possibility that African Americans
are, on average, genetically predisposed to be less intelligent,” she said (Grace’s comment came
following a private dinner conversation about affirmative action and race).
On June 8, 2010, a Republican candidate running for Governor Tim James, who is also the
son of the former Governor of Alabama Fob James, opposed the current law to have the written
exam for a driver’s license in 12 languages. In a highly publicize infomercial Republican Tim
James states,
This is Alabama if you want to live here we speak English, and if I am elected Governor,
the test will only be given in English. The implied statement of “we” excludes anyone
whose language is not considered English.
According to (Patrick, 2004) the highly charge remark is a fundamental axiom of
sociolinguistics bias against a language or dialect that stands in for bias against its speakers.
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Hersh’s (2008) study on skin color reveals that discrimination has a negative effect on
wages of people of darker skin and found that Hispanics and African Americans in the U.S. earn
less than Whites with comparable observable characteristics. Hersh’s study also revealed that there
is also evidence that the effects of Hispanic ethnicity and African American race differ by skin
color, with darker skin tone associated with inferior economic outcomes. Hersh concludes that the
findings indicate that discrimination based on skin color is the most likely cause of the wage
penalty experienced by immigrants with darker skin color.
According to the research literature, Smedley and his colleagues, Stith and Nelson (2003),
cite disparities are found to arise from historic and social context in which ethnic and racial
minorities receive inferior healthcare reflecting broader socioeconomic disadvantages among
minorities and societal discrimination. Williams and Jackson (2005) cite, among other factors,
racial discrimination as a potential source of health disparities. The racial context is highly
important to this study in that the consciousness and attitudes of the majority of the populace
during antebellum and postbellum periods, reflected an uninformed understanding that did not
acknowledge that all humans share the same traits and characteristics, is embedded in the
prevailing views of modern society.
For the purpose of the census, the three-fifths compromise is found in Article 1, Section 2,
and paragraph 3 of the United States Constitution: a clause of the Constitution prior to the
enactment of the Thirteenth Amendment specified that slaves and bonded servants be counted as
“three-fifths of a man” (Imhoff, 2009). Research has revealed that the three-fifth ratio had more to
do with how much representation each state would have in Congress, based on the number of
slaves and therefore, how much power each region would have in Congress. Southern
representatives to the Constitutional Convention argued for counting slaves fully in their states’
populations because of the greater the population of their states, the more representatives and the
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more power they would have in Congress. Although there was a calculated reason for the use of
the term three-fifth of a man about African American slaves, the connotation has far-reaching
implications for future generations post-slavery.
As slavery was a profitable institution, Southern capital was primarily invested in slaves
and land. Because the average price of a field hand had reached around $1,000 by 1860, slavery
ensured the labor force necessary for a plantation economy. In l860, the South grew over a billion
pounds of cotton, a crop that represented two-thirds of all U.S. exports. Following the Civil War,
the South went bankrupt, and an estimated four million African Americans assumed the
responsibility of freedom as nationalism emerged.WikiSource African-American Slave
Descendants Litigation (2005).
With the passage of the Thirteenth Amendment on January 1, 1863, and thereafter, newly
freed slaves became unemployed, as slaves had been considered “employed” rendering free labor
compensated only with shelter, clothing, and food. The ex-slaves were not only unemployed and
feared for their lives but were not allowed to vote, own land, or live in the areas that they had come
to know “as home.” Additionally, they were intentionally kept uneducated, separated, and poor.
One hundred years later, the last “Jim Crow” law which legalized segregation between Whites and
Blacks beginning in the 1880s was deleted from the law books in 1950 followed by the Supreme
Court 1954 decision in Brown v. Board of Education of Topeka, Kans., declaring separate facilities
by race to be unconstitutional but not from the minds of both Blacks and Whites (Woodward,
1966).
Since the end of slavery, Blacks have been limited to living in neighborhoods where
poverty, inadequate education, and crime are the norm. Social status is a multidimensional
construct that includes both ascribed status (status attached to the individual at birth based on
biological or group attributes) and achieved status—status gained through access to opportunity
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and the exercise of individual volition (Alvin & Wray, 2005). According to Adler et al. (1994), the
most commonly studied ascribed forms of status were those pertaining to gender, race/ethnicity,
and age. Research on achieved status typically focuses on socioeconomic status, defined as
“income, education and occupational status.” Alvin and Wray argue although achieved socioeconomic status factors contribute to different health status, they have not been found to fully
explain health differences by race or ethnicity.
The concept of social status, which dates back beyond recorded human history, was a
significant factor in ancient China, Egypt, Greece, and the Roman Empire, and is recorded in the
Bible (Marina Museum, 2007). Slavery can be traced back to antiquity when conquered peoples
were subjected to slavery to fulfill the economic interests of their conquerors (Marina Museum,
2007). Evidence of the social status and inferiority of slaves can be traced back to the 4th Century
BC Sumerian symbol for slaves, which indicated that slaves were foreign and thus different from
their masters (Marina Museum, 2007). Further evidence in terms of thinking of and treating slaves
as inferior is found in the records of Roman history (Marina Museum, 2007). Interestingly, the
conquered were, in most instances, the same race as the conquerors, European Caucasians.
(Sheldon, 2009). All the same, slaves in the Roman Empire were “not regarded as fully human or
equal in any way to their masters,” not given their own living quarters, and viewed as human tools.
(Sheldon, 2009, p. 1).
Western cultures have assumed the intellectual and biological inferiority of African
Americans. Rogers (1961) cites that,
The precursors for these beliefs are found in ancient scientific theories that established the
hierarchical and discriminatory classification of mankind based on race that still exist
today. African Americans’ former status as slaves is a status that no other ethnic group
currently shares even though every ethnic group at one time in history were slaves. (p.35).
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In fact, the word slave was derived from the word Slav, an ethnic group of Europeans
captured by Germanic tribes and put into slavery (Rogers, 1961). However, when African
Americans are mentioned, they are generally associated with slavery and servitude, a circumstance
that is reserved only for them (Rogers, 1961). It is this unique association between Blacks and
slavery in the minds of American Whites that underlies and establishes the inferiority of Blacks as
both a social condition and a racial status in the United States.
Gates (2008) asserts that descendants of former slaves as well as those with African
ancestry, faced and continue to face a different series of social status stigmas and circumstances
than their slave forebears. Gates states that the modern-day African American ethnic group is
essentially two classes, a small middle class, and a vast underclass that lives close to or in poverty.
The underclass suffers from a lack of education, skills, and opportunities, and is subjected to
significant social stigma. Even though Blacks in the United States today have more rights than
their ancestors, they are not afforded the same opportunities as White. This fact is most readily
apparent in the income disparity that persists between Black and White households, as detailed in
the following Figure 5. The following gives a brief definition of “Underclass unemployed, (e)
criminal recidivists (in and out of jail) (PBS, 20007).
Defining the “Underclass”


Single female-head households



Welfare dependent



Marginally educated (high school dropouts or less).



Chronically unemployed



Criminal recidivists (in and out of jail).
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Figure 5. Comparison of household income of Blacks and Whites in the United States, 1968
vs. 1995.
(Source: The Urban Institute)
While Figure 5 shows the growing income gap between Blacks and Whites in the United
States in demographic terms, Figure 6 illustrates how the Blacks underclass has tripled in size
since 1980.
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Figure 6. The increasing Black underclass.
(Source: The Urban Institute)
The core purpose of this study was to elucidate factors contributing to the health status of
former slaves and explain the reasons why these particular people lived to such ripe old ages. On
the eve of the Civil War, the economic value of slaves in the United States was $3 billion in 1860
currency, more than the combined value of all the factories, railroads, and banks at the time. After
the Civil War, Blacks were no longer considered commodities in the economic system, which
continued to be dominated by Whites; the de-commodification of their labor served to eliminate
any interest in their well-being and welfare (wikipedia).
Samond (1975) postulates the first relief census taken by Federal Emergency Relief
Administration (FERA) revealed that more than two million Black Americans or 17.8% of the
Black population had nearly doubled that of the White population (9.5%) on relief in 1933.
Samond concludes that by 1935 almost 30% or 3,500,000 Black men, women, and children were
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on relief, and another 200,000 Black adults were working on WPA projects (Born in Slavery: Slave
Narratives from the Federal Writers’ Project, 1936-1938). This meant that from the end of the
Civil War until the passage of the Civil Rights Acts of the 1960s and affirmative action programs, a
large minority of Blacks had to secure proper nutrition and acquire adequate medical care while
living in a state of abject poverty (Samond, 1975). Research on cardiovascular health in the
United States contains details of two studies that contend that poor nutrition and stress - stemming
back to the days of slavery may help explain Blacks-White differences in longevity.
In one study, Sweet (2008) explains how nutrients and hormones present in the womb can
profoundly shape a fetus’s development, in part by silencing specific genes. Research has proven
that such intergenerational impacts of environmental factors could help explain racial health
differences can persist into later life to impact adult health, a process known as “fetal
programming” (Kuzawa & Sweet, 2008, p. 4) asserts that, “a pregnant African American mother’s
experience of well-documented stressors, including social forces such as discrimination and
racism, could have lingering effects on diseases like hypertension, diabetes, and heart attacks in
her children” (Kuzawa & Sweet, 2008, p. 4). They (2008) argue that social forces, rather than
genes, may underlie the racial inequities in the numbers and rates of heart attacks and strokes.
Social Status and Health
The experience of slavery and the post-slavery years continues to resonate today on every
level—medically, psychologically, economically, and politically. Link and Phelan (1995) assert
that social, political, and economic factors as the “fundamental” causes of disease that affect
behavior, beliefs, and biology. Modern epidemiological research has expanded its area of focus to
search for causal influences on health to social pathways and transitions and their institutional
contexts. To understand more fully the determinants of risk factors in population health and health
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outcomes and the social paths that may lead to health disparities, the concept of life course and
health disparities is explained in the following segment of the study.
Health status is inextricably linked to the quality of one’s life, and personal well-being is
often determined, in large measure, by historical forces that affect the health outcomes of
individuals, families, and communities at large. Quality of life in this context, according to Epp
(1986), implies the opportunity to make choices and gain satisfaction from living. This view of
health recognizes freedom of choice and emphasizes the role of individuals and communities in
defining what health means to them.
Social status and its impact on health have been the subject of study by many researchers.
Swell (2005) asserts that “experiencing anger in social interactions is indicative of feeling
dissatisfaction concerning perceptively unfair social conditions, social events, and/or social
behaviors” (p.3). Shatan (1975) contends that stress leads to an increase in the degree of
helplessness brought on by the inability to change one’s place in the world as a result of factors
outside of one’s control. In a longitudinal study, (Russell, Cooper, Frone, & Pierce, 1999) found
that stress is related to and associated with areas connected to family life, depression, and anxiety,
as well as hypertension. Several researchers believe that people increase their alcohol use to
relieve tension or depression caused by exposure to stress and to things that cause stress.
Geronimus (2001) conceptualizes a framework referred to as ”weathering,” and posits that the
health of African Americans is subject to early health deterioration as a consequence of social
exclusion. Moreover, Geronimus states that the stress of living and working in a “race-conscious”
society slowly wears down Black people from all walks of life, citing stress eventually erodes
health, a gradual process that [is called] “weathering” (p. 134). Geronimus, Hicken, Keene, and
Bound (2006) conclude that the long-term stress of living in a White-dominated society “weathers’
Blacks,” and that racism, whether real or perceived, can have an immediate impact on a person’s
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health status. Geronimus asserts that racism, real or perceived, can have an immediate impact on a
person’s health. A 2006 study published in the Journal of Social Science and Medicine found that
African Americans who sensed discrimination at work reported high levels of on-the-job stress
compared with African Americans who did not feel discriminated against (Geronimus, .Hicken,
Keene, & Bound, 2006). Moreover, (Geronimus et al., 2007) cite that African Americans were
also especially likely to have high blood pressure. Syeda (2004) contends that the underlying link
between economic inequality and health is that economic inequality generates a sense of social
deprivation that contributes to poor health by exposing the most relatively disadvantaged
individuals to higher psychosocial risk factors. Kaplan (1999) has demonstrated links between
health determinants, including neighborhood context and health, in such areas as mortality, low
birth weight, depression, cancer, and cardiovascular disease. Pearlin (2000) asserts that the degree
to which people engage, form relationships, and leverage resources can be traced to surrounding
social structures, how people fit into these structures and the economic realities that these
structures present. House, Landis, and Umberson (1988) assert that variation in neighborhood
organization may promote or impede social interaction—a critical determinant of health status.
Researchers are beginning to understand the causal pathways through which Gallo and
Matthews (2003) argue that social context contributes to health disparities. Social context refers to
the specific social structures in which an individual is embedded: household, neighborhood, and
social network (Van Haitsma, 1989). Moreover, these researchers cite that low socioeconomic
status may predict enhanced emotional and physiological reactivity to stress due to a deficiency in
psychosocial resiliency and limited opportunities to replenish resource reserves. Gallo and
Matthews further assert that social/environmental conditions influence psychological states and
subsequent physiological stress reactions by creating social isolation and the loneliness that it
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engenders. Loneliness has been linked to cardiac activation, decreased cellular immune function,
and increased release of stress hormones (Glaser et al., 1984).
According to Geronimus et al. (2008), people vary in their ability to cope with
environmental challenges based on genetic, developmental, and experiential factors, including the
long-term effects of early-life stress, which may predispose people to overreact physiologically and
behaviorally. Geronimus et al. (2008) also argue that the social environment affects health by
challenging the individual’s ability to respond to environmental stimuli and changing their
psychological states. Sterling, Sterling, Eyer, and Kiecolt-Glaser (1984) assert when a person is
challenged by the environment, a large set of interacting physiological systems must accommodate
each other, changing in different ways to maintain function in a dynamic response termed
allostasis.
The term allostatic load, coined by Bruce McEwen to refer to the physiological costs of
chronic exposure to the neural or neuroendocrine stress response, is used to explain how frequent
activation of the body’s stress response, an essential tool for managing acute threats, can, in fact,
damage the body in the long run. Geronimus et al. (2006) found that Blacks of all ages have higher
allostatic load scores than Whites that cannot be entirely explained by individual socio-economic
status, suggesting a pathway through which the cumulative impact of social and economic
adversity can profoundly affect health. For example, they found that Blacks aged 18 to 24 were
almost 50% more likely to have a higher allostatic load score than Whites of the same age. By
ages 55 to 64, the Blacks-to-White relative odds ratio rose to 2.31, indicating that Blacks were
more than twice as likely as Whites to show the physiological effects of high-effort coping.
Massey and Denton assert (1998) that social forces such as discrimination, segregation, and
urban inequality have a direct impact on neighborhoods affecting social interaction by shaping how
people perceive their circumstances and influencing where and with whom they live—even
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shaping available resources. According to Massey (1998), these conditions can engender social
isolation by limiting the number and types of relationships people form as well as the frequency of
their interactions.
According to Cockerham (2007), social class or social status is the single most potent
variable, and the strongest predictor of health, disease causation, and longevity. Cockerham asserts
that to qualify as a causal path, a social variable must influence multiple diseases through multiple
pathways that are reproduced over time and involve access to resources. Within this context,
Cockerham explains that the living environment reflects the quality of housing, air, and water;
access to essential utilities (e.g., electricity, gas, and heating); neighborhood facilities (e.g., grocery
stores, parks, and libraries); and personal safety living conditions represent a category of structural
variables about the difference in the environment in which people live and work.
Healthcare of Slaves. Fontenot (1994) asserts that a lack of source material has long been
a major problem for scholars trying to uncover slaves’ viewpoints citing that there is no known
comprehensive study on the early medical treatment administered to enslaved Africans, reflecting
that it is a neglected area of medical history. Scholars point to many reasons why this is so, which
include a paucity of data, poor medical records, and illiteracy during the time. Therefore, the task
of uncovering slaves’ perspectives on healthcare is a very difficult one, given the fragmentary
evidence available and the lack of candor by the majority of ex-slaves who contributed to the WPA
narratives.
A few notable works exist on the subject of the medical care of slaves. Covery (2008).
compiled, classified, and analyzed the substances (materia medica) referenced in the slave
narratives as remedies. Postell (2008) completed the first contemporary work on the subject of
slave medical care. Postell concluded that slaves mostly had the same health status as Whites, an
assertion with which most scholars disagree. However, some contemporary historians have
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suggested that many slaves were well cared for. Postell proposed that plantation owners provided
the same care for the slaves as they did for their families and concluded that Whites were
benevolent in providing medical care for slaves, who they viewed as financial investments. Other
authorities contend that slaves were active participants in their own healthcare, and seldom relied
solely on the benevolence of White plantation owners. Despite the controversy over the accuracy
of his observations and conclusions, historians continue to reference Postell’s study.
Savitt (1978) is among the most cited works on the subject. In his case study of Virginia,
Savitt states that while both White and Black communities in the South faced illness, some of the
diseases experienced within the slave community resulted from the racially oppressive system of
slavery. Savitt asserts that while conditions varied from one plantation to another, in many cases,
overwork, lack of proper nutrition, and unsanitary living conditions directly contributed to the
slaves’ susceptibility to disease and the spread of disease. Savitt estimates that waste removal
occurred only once a year on average, even though decaying food scraps and human waste were
breeding grounds for mosquitoes and flies. Mosquitoes transmitted yellow fever or malarial
parasites to humans. In contrast, the frequent presence of human excrement in the drinking water
led to epidemics of cholera, dysentery, diarrhea, typhoid, and hepatitis.
Additionally, exposure to raw sewage led to the proliferation of parasitic worms that could
be found in the lungs, liver, blood vessels, gall bladder, and intestines. Savitt writes that slave
children were particularly susceptible to worms, as “children playing in the dirt inevitably picked
up worm larvae as they put fingers in their mouths” (Savitt, 1978, p. 60). Savitt concluded that
despite their poor conditions, the enslaved were active participants in their own medical care in
antebellum Virginia rather than idle recipients.
Unlike modern physicians, doctors practicing in the early half of the 19th century lacked
the scientific knowledge to treat many diseases effectively. According to the Wellness Directory of
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Minnesota, the number of medicines available to regular physicians in the 1800s was just starting
to grow. There were probably fewer than 100 medicines used. The pharmacopeia of 1820
consisted mainly of herbal medicines, with few inorganic compounds, such as calomel (mercury)
a, favorite among regulars. This fact is evidenced by the nearly one hundred reference letters in
the Carmichael Collection [the original text is reproduced in Appendices A 1-7], which were
written by slave owners detailing the medical practice of James, Edward, and George Carmichael
over 11 years. The Carmichaels were physicians as well as slave owners who operated a medical
practice in Fredericksburg, Virginia. Providing healthcare for slaves constituted a significant part
of the medical practice of the Carmichaels during the antebellum years.
Although the slaves were not the authors of these letters, the letters provide second-hand
accounts of their pain and discomfort through their owners or overseers; for example, William
Jackson, Jr. informed Carmichael that a small 8-year-old girl had a “violent pain in the head” (see
Appendix A1). Burwell Leavell wrote of a slave man who was in “considerable pain” and “cannot
Rest well” (see Appendix A2). Jane Mitchell described her “servant girl” as having an ulcerated
leg and complaining of a “most excruciating [sic] pain” and being in “great distress.” George
Banks desired a prescription from the Carmichaels for an 18-month-old slave child. He wrote, “it
has dysentery for 3 or 4 weeks proceeding we think from worms—in this time it has discarded
more than 20 worms principally from the stomach” (see Appendix A-3).
According to the Carmichael letter collection, Southern families often possessed their own
medicine chest filled with popular remedies for bleeding and for inducing vomiting and purging.
Masters and mistresses performed a variety of healthcare procedures on their slaves before
summoning a physician. In November 1827, Charles R. Battaile wrote,
I have a very sick woman who was taken a few days since, with fever, pain in the head, and
slight delirium, but constant pain since she was taken: it commenced with an ague[sic].
She also complained of a sore throat, but that is not very evident. I bled her for cold, gave
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her a dose of Calomel and castor oil, also blistered but without any abatement as yet of
symptoms. (See Appendix A-4.)
Caring for the ill slaves and dispensing medicine was also an essential role for women on
the plantation. Isabella Herndon, the family “doctriss” (see letter in Appendix A-5), administered
cathartics, teas, oils, salts, and calomel to various sick slaves, and even made suggestions about
courses of treatment in the letters to the Carmichaels. The correspondence of Elizabeth Withers,
another plantation mistress, also shows that she took an active role as a caregiver to her family’s
slaves (see Appendix A-6).
If the home remedies did not yield positive results, the Carmichael letters demonstrate that
slaveholders either sent their slaves to the Carmichael office with notes explaining their complaints
or summoned physicians to their plantations to treat their ill slaves. Slave owners often wrote to
the Carmichaels for emergency services. A slave woman facing complications during labor was
one of the more common reasons to obtain the Carmichaels’ services. The Carmichaels treated
male slaves for ailments that the slaveholder worried would affect the slave’s ability to work. For
example, F. S. Stoel sent his slave Israel to the Carmichaels, pleading for medicine to cure him
quickly as Israel was his “best hand to the Plow and I am about to seed Wheat, and am now
loosing by his improvidence” (see Appendix A-7).
The Carmichael collection includes a comprehensive list of the most frequent medical
complaints (see Appendices C1-5) requiring treatment. Although the list is not included as an
appendix, the collection also includes definitions of the terms as well as the medical cures or
recommended remedies for the list of complaints.
Fett (2002).writes that enslaved African Americans were not dependent on White
healthcare providers but looked after their own healthcare needs. Fett explains that slaves had “a
storehouse of healing knowledge” that they used to assert some control over their lives (p.10).
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According to Fett, the transfer of slave medical knowledge was facilitated by personal contact
between individuals, word of mouth, the publicity surrounding slaves who were set free for
revealing cures, the services of slave healers, and newspapers and medical journals in which
Whites wrote of slave treatments and acknowledged the source of information.
As mentioned in a previous segment, the slave health deficit deepened during the
Jacksonian and antebellum periods between 1812 and 1861, refuting the mythology of the
“contented well-care for a slave” (Byrd & Clayton, 2000, p. 253). African American longevity,
mortality, and fertility showed only slight signs of improvement for the first 18 years. It then
deteriorated after 1830 (Byrd & Clayton, 2000, p. 253).
According to Byrd and Clayton (2000)., although the morbidity and life expectancy
statistics from the mid-19th to the early 20th century are incomplete and not standardized,
estimates compiled from a variety of sources for the period from 1850 to 1860 indicate that 280 to
320 African American children per 1,000 died before their first birthday.
According to the online American history textbook, Life under Slavery, a major contributor
to the high infant and child death rate, was chronic undernourishment. Slave mothers were not fed
well and suffered high rates of spontaneous abortions, stillbirths, and deaths shortly after birth.
Half of all slave infants weighed less than 5.5 pounds. Infants and children were badly
malnourished. Most infants were weaned early, with three or four months of birth and then fed
gruel or porridge made of corneal; around the age of three, they began to eat vegetables, soups,
potatoes, molasses, grits, hominy and cornbread. This diet lacked protein, niacin, calcium,
magnesium, and vitamin D, and as a result, slave children and adults often suffered from night
blindness, abdominal swelling, swollen muscles, bowed legs, skin lesions, and convulsions (Byrd
& Clayton, 2000, p. 253).
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The health of Blacks in slavery was affected by living, dietary, and work conditions.
Understanding the social context or the specific social structures in which an individual is
embedded: household, neighborhood, and social network of slavery is extremely important to this
study. According to Van Haitsma (1989), an individual’s household is the most immediate level of
his or her social context. High mortality rates for Black slaves were associated with dysentery,
typhoid fever, cholera, hepatitis, and worms. Most of these diseases, as historian Todd Savitt and
others, pointed out, were related to the terrible sanitation conditions in most slave quarters. The
notion that the slaves were fed well and comparable medical care was provided is not supported in
the literature, but strikingly appears in a large percentage of the WPA narratives.
The following segment explores theoretical concepts that appear as themes in the narratives
and provide the foundation in which to build a conceptual framework for future research on
discrepancy is Blacks’ and Whites’ longevity. Beyond the household, the next level of social
context is the social network of exchange.
CONFESSION AND INHIBITION
Researchers Smyth, Stone, Hurewitz, and Kaell (1999) found that written and anonymous
disclosure of not only traumatic events but also the emotions aroused by the events could reduce
physician visits and improve health perceptions; for example, Pennebaker and O’Heeron (1984)
have demonstrated that normal individuals who detail their past traumatic experiences decrease
their autonomic reactivity and subjective experience of distress, stimulate productive behavioral
change, enhance their immune function, and improve their physical health over time, while
suppression of emotional thought decreases immune functioning. Petrie, Booth, Pennebaker,
Davison, and Thomas’s (1995) studies have shown that individuals who have experienced
childhood trauma and not discussed it makes more physician visits than those who have disclosed
their trauma. In a study of 200 corporate employees, researchers found that the reporting of
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objective health problems, including cancer and hypertension, was significantly predicted by the
experience of an early trauma; whether or not they were spoken about the trauma added to the
predictive power (Pennebaker, 1989). Reviewing several correlation and experimental studies,
Pennebaker and O’Heeron (1984) found that not confiding significant experiences is associated
with increased rates of disease, rumination, and subjective distress.
According to Pennebaker (1989), individuals experience two overlapping processes when
they face traumatic experiences: inhibition and confrontation. In this study, the term confrontation
is synonymous with the meaning of “confession.” Pennebaker explained that the opposite of active
inhibition is confrontation, defined as actively thinking and/or talking about significant
experiences and acknowledging relevant emotions. Pennebaker argued that if individuals hold
back substantial thoughts and feelings associated with an event, they are not likely to process the
event entirely.
Pennebaker (1989) claims evidence that victims under stress are sometimes strategic in
their self-presentation, even among intimates. Research has shown that a lack of opportunities to
communicate distress may intensify the strain of the victimization (Silver & Wortman, 1980).
According to Silver and Wortman, if victims maximize their chance for personal adjustment by
openly expressing their distress, they may risk alienating their social network. This suggests that
victims face a difficult choice in deciding what to reveal about their victimization and how they are
coping with it to potential support providers (Silver & Wortman, 1980). Jourard (1971) argues that
self-disclosure of upsetting experience serves a fundamental human motive and explains
confronting the trauma helps reduce the physiological work of inhibition. Jourard further explains
by talking or writing about previously inhibited experiences, individuals translate the event into
language, and once encoded linguistically, they can more readily understand, find meaning in, or
attain closure of the experience.
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During slavery, former slaves were inhibited from sharing their feelings towards their slave
masters’ in fear of violence or even death. Instead, the former slaves engaged in self-disclosure of
their personal experiences, sharing trauma with others in their social network as a means of coping
as well as a means of emotional support. Within the contextual framework of the social structures
in which an individual is embedded beyond the household, there is the social network of exchange
(Van Haitsma, 1989). Van Haitsma explains the following:
Relevant network characteristics include its overall size, its quality, and the nature of the
links, the character of the ties binding network of the members is also important. Strong
ties, such as those of kinship, typically carry greater obligation for mutual support than do
those of friend or neighbor.
In anticipation of a potential act of violence towards plantation members, the former slaves
developed a unique way of communicating or coded language to transmit information within their
social network.
According to Tobin and Dobard (1999), the messages themselves were part of a language
that held meaning only for people who had somehow learned it from any of many teaching
methods – in worship services, through storytelling or in secret sessions with elders.
Moreover, the formers slaves maintained different forms of communications including the
drum and song, and one that has come to light only recently is the Underground Railroad Quilt
Code. According to Williams (1999), the first message in the Quilt Code was, “The monkey
wrench turns the wagon wheel toward Canada on a bear’s paw trail to the crossroads.” Slaves who
knew the code would know this phrasing as well as the four symbols within it: the Monkey
Wrench, the Wagon Wheel, the Bear’s Paw and the Crossroads. And each of the four symbols is a
quilt square pattern.
Slaveholding families and white supervisors had no reason to suspect anything unusual
about slave women making quilts, either for white families or for themselves.
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According to Escott (1979), the most formidable problem encountered in using the slave
narratives is the problem of candor: Confession, as well as inhibition (the withholding of
thoughts), operate at two different ends of the spectrum. For example, in Chapter III in the
Narrative of the Life of Fredrick Douglass, the researcher highlights the role of “inhibition” and
confession seemingly used in the following excerpt as a protective measure and against the insult
of violence.
Fredrick Douglass describes Colonel Lloyd’s home plantation, where he grew up. Colonel
Lloyd’s wealth was so great that he had never even seen some of the hundreds of slaves he owned.
One day, the Colonel meets a slave traveling on the road. Lloyd, without identifying himself, asked
the slave about his owner and how he was treated. The slave responded that his owner is Colonel
Lloyd, and that he was not treated well. Several weeks later, the slave was chained and sold to a
Georgia slave trader for the offense to Lloyd.
The fear of retaliation by former slave owners working with the WPA interviewers played a
role in deciding whether the ex-slaves confessed or gave testimony of their experiences as slaves
withheld the thoughts about it. The narratives were recorded in the Deep South during the late
1930s, when ex-slaves lived under a system of segregation nearly as oppressive as slavery. The Ku
Klux Klan was gaining strength as an organization, and the Civil Rights legislation of the 1960s
were decades away when the former slaves were interviewed. Speaking their mind could have had
severe repercussions for the ex-slaves after the printed text of their interviews was released. Being
poor, old, and dependent on a system in which they were ordered to “remember their place (Escott,
1979). Escott explains the following:
The former slaves could not afford to alienate local White people or agents of the federal
government, which might provide them with vital relief or an old-age pension. All the
rules of racial etiquette had to be observed, and the informant had to give priority to
appeasing his interviewer rather than telling the truth about the past.
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Escott (1978) implies that a wide variety of opinions is expressed throughout the narratives,
although the ex-slaves did not speak with a single voice. Several slave narratives are remarkable
for their candor. Some were eager to assure the interviewers that they had been happy and well
cared for as slaves. Others insisted that they hated slavery and that—hungry as they often were in
freedom—they did not long for “dem olden times.” Some described good masters and mistresses;
others described unspeakable cruelties. Evidence of Escott’s (1978) contention is found in the
statement of Reverend Ishrael, who stated:


“I ain’t tellin’ White folks nuthin’ ‘cause I’m skeer’d to make enemies.” Jennie Patterson
seconded that sentiment when she told Escott; “Even now in dis new day an’ time” she
carefully rationed what she told White folks. Martin Jackson, who stated, “Lots of old
slaves closes the door before they tell the truth about their days of slavery. When the door
is open, they tell how kind their masters was and how rosy it all was.”
Excerpts from the Mississippi WPA Slave Narratives, Born in slavery: Slave narratives

from the Federal Writers’ Project, 1936-1938 many of which were lost or stolen, suggest the range
of slave responses:


George Washington Miller (b. 1856), Clay County, Mississippi:
“I liked being a slave, our White folks .were good to us. I had rather be a slave. . I wish I
wuz still in slavery.”



Adam Smith (b. 1839), Tate County, Mississippi:
“When I was three or four years old my mother was whipped to death by the mistress with
a cowhide whip.”



Henry Walton (b.1852), Marshall County, Mississippi:
“I’s heard dat some White folks wuz mean to der niggers, but our Old Masta and Miss
wasn’t.”



Minerva Evans (b. 1840s)., Harrison County, Mississippi:



“Give me freedom, or give me death.”
Belle Caruthers (b. 1847), Marshall County, Mississippi:
“When you is a slave, you ain’t got no mo’ chance than a bullfrog.”
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Virginia Harris (b.?).Coahoma County, Mississippi:
“I seed slavery from all sides. I’se seed ‘em git sick and die an’ buried. I’se seed ‘em sole
[sold] away from der loved ones. I’se seed ‘em whipped by de overseers, an’ brung in by
de patrol riders. I’se seed ‘em cared fo’ well wid plenty ter eat an’ clo’se ter keep ‘em
warm, an’ wid good cabins ter live in.”



Rosa Mangum (b. 1831), Simpson County, Mississippi:
“My White folks was good to me. I had a heep better time when I growed up than folks
does now. . . . Shucks I was a heep better off.”



Fanny Smith Hodges (b.?), Pike County, Mississippi:
“Slavery Days wuz bitter, bitter, an’ I shall never fo’git the sufferin. . . . My Marster was
mean an’ cruel an’ I hates him, Hates him. . . . I knows it ain’t right to hev’ hate in de’
heart, but God Almighty, it’s hard to be forgivin.”

No single narrative captures the full range of slave opinion, the following excerpt of Jane Sutton
spoke more plainly still. Comparing her current need to what she thought to be better antebellum
days, she told a WPA interviewer:


Jane Sutton (b. 1853), Harrison County, Mississippi,
“I wish I could go back dar now.. . . I’se telling you de truf, Miss, I’se havin’ a harder time
now dan I ever had in slavery times.”
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Table 5. Race of Interviewer and Ratings of Food
Source: Paul Escott (1979) Slavery Remembered: A Record of Twentieth-Century Slave Narratives. University of
North Carolina Press. Chapel Hill, N.C., United States

Ratings of Food
Good

White Interviewers
(%)

Black Interviewers
(%)

(N = 506)

(N = 165)

72.1

46.1

Adequate

9.7

22.4

Inadequate

9.1

18.8

Bad

3.0

1.2

Same as master

6.1

11.5

Table 6. Race of Interviewer and Attitude Towards Master
Source: Paul Escott (1979) Slavery Remembered: A Record of Twentieth-Century Slave
Narratives. University of North Carolina Press. Chapel Hill, N.C., United States. Note. The former
slaves ranked their masters not on an absolute scale but relative to harsh slave owners about whom
they had heard. Thus, a good master typically was one who “didn’t whip much.”

Attitude toward master
Very favorable

White Interviewers (%)

Blacks Interviewers (%)

(N = 795).

(N = 267).

9.2

6.7

Favorable

64.2

52.8

Unfavorable

19.6

18.7

Very unfavorable

6.4

20.2

Ambivalent

0.6

1.5
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Table 7. Race of Interviewer and Decision to Stay with or Leave Master at End of War
Source: Paul Escott (1979) Slavery Remembered: A Record of Twentieth-Century Slave Narratives.
University of North Carolina Press. Chapel Hill, N.C., United States

Attitude toward master

White Interviewers (%)

Black Interviewers (%)

(N = 816).

(N = 248).

Left during war

4.4

13.3

Left immediately

6.6

11.3

Left within one year

28.5

26.2

Left, time uncertain

9.9

13.3

Stayed one to five years

14.4

11.7

Stayed several years or

25.0

15.7

Stayed, time uncertain

9.9

5.6

Left but returned

1.3

2.8

The utility of the slave narratives has been the subject of debate among scholars as the
WPA narratives have limitations that may bias conclusions, as illustrated in the aforementioned
tables and figures. Differential reaction to questions is evident in the ratings and may be a result of
interviewers’ bias, social styles, and personality of the interviewer. Escott (1979) argues that one
of the weaknesses of the interviewing process is that it did not require the interviewers to utilize
scientific principles in terms of planning the questions, fulfilling their goals, and engaging in
random sampling. The process basically consisted of the interviewers contacting ex-slaves about
whom others had told them and asking them to talk about their experiences. From this perspective,
their narratives have a lower level of reliability and validity than they would have if they had been
collected in a scientific manner.
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Another defect in the manner in which the slave narratives were collected that impacted the
processes of confession and inhibition is that most of the interviews were conducted with former
house servants, who had been enmeshed in their masters’ activities. Serving as house servants had
afforded them a level of privilege and treatment that differed from field slaves and some freedom
from the oppression of being a slave in that they had less strenuous work, were given better food
and clothing, and generally slept somewhere in or near the master’s house, thus softening their
exposure to the harsh realities of everyday slave life.
Table 8 illustrates the occupation of the slave narrative interviewees.
Table 8. Occupations of Slave Narrative Interviewees
Source: Paul Escott (1979) Slavery Remembered: A Record of Twentieth-Century Slave Narratives. University of
North Carolina Press. Chapel Hill, N.C., United States

Occupation

Percentage

House servant

32.7

Field hand

22.0

Artisan

2.2

None or children’s chores

42.1

Escott (1979) also observes that irrespective of why these slaves had been selected to serve
as house servants, their special positioning put them into proximity with Whites on a different level
than their field-slave counterparts. Escott pointed out that the slave narratives were also
constricted by the interviewees’ ages because most had been children while serving as slaves, as
shown in Table 9.
Escott (1979) He further explained,
A closer look at the years of birth of the former slaves illuminates this problem. Almost
one-fifth of the informants were less than five years old in 1865, so young that they could
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have had very few personal memories of slavery. Their information probably came in large
part from their parents. Twenty-two percent were still so small at emancipation that they
would not have entered the workforce, and another 25 percent were no older than fifteen.
On the other hand, 34.4 percent of the former slaves had been born before 1851, and most
of these had experienced the difficulties of adult life under slavery (p.16.).
Table 9. Year of Birth of Slave Narrative
Source: Paul Escott (1979) Slavery Remembered: A Record of Twentieth-Century Slave Narratives. University of
North Carolina Press. Chapel Hill, N.C., United States

Year of birth

Percentage

Before 1851

34.4

1851-1855

25.8

1856-1860

22.7

After 1860

17.1

The following narratives illustrate Escott’s (1975) contention that the majority of those
interviewed were house servants of a younger age at the time of their enslavement, a characteristic
that had the potential to skew their responses and recall of events. According to Escott, those
interviewees who had been house servants and/or children while they had been enslaved were
more likely to have had fond (or at least neutral) memories of their enslavement, their masters, and
Whites. An example of this possibility is found in the following slave narrative excerpt.
Ex-slave Rachel Sullivan was 82 at the time of the interview. The following is Rachel’s
response when asked about the work she performed.
“And what did you do on the plantation, Auntie?”
“I wus a nu’s gal, ‘bout ‘leben years old. I nu’sed my Auntie’s chillun, while she nu’sed de
lady’s baby whut come from Russia wid de Marster’s wife—nu’sed dat baby fum de
breas’s I mean. All de White ladies had wet nusses in dem days. Her master had just
returned from Russia, where he had been ambassador. Her baby had the czarina for a
godmother.”
“And so you used to look after you aunt’s children?”
“Yas’m. I used to play wid ‘em in de big ground wid de monuments all around.”
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The narrative verifies Rachael’s class status as a house slave and authenticates the view that
they often thought of themselves as part of the masters’ family. Rachael’s tone conveys a boast in
her response to the interview by stating that she played freely with the children of the family. Only
a house slave could have such a privilege. The subtle tone of racism expressed by the interviewer
can be heard as she called Rachael ‘‘Auntie’’ a slave name handle still in use 55 years after the
emancipation of the slavery.
History has shown that slave owners in the United States sought to subjugate their slaves
entirely physically, mentally, and spiritually through brutality and demeaning acts (Thomas, 1843).
African Americans were able to maintain their human dignity by building communities and
families. Historically, people of African descent frequently used music to counter this
dehumanization, boost their morale, and toughen themselves psychologically (Sullivan 2001).
Enslaved Africans chose not to succumb to the slave masters’ demands and retaliated by
choosing to utilize whatever they could to sustain their existence. An example of the humiliation
slaves had to endure was the forced eating of juba, a stew containing a week’s leftovers from the
plantation owner’s house, at times poured into an animal feeding trough for consumption. In
protest and for mental fortification, African Americans sang songs a form of confession to steel
themselves against the debasement of eating juba, such as the following:
Juba this and Juba that
Juba killed a yella’cat
Get over double trouble, Juba…
Juba up, Juba down,
Juba all around the town.
Juba for Ma, Juba for Pa.
Juba for your brother-in-law
These verses are an example of the hidden meanings often hidden within the lyrics of early
African American songs. The words of the first stanza describe the eclectic nature of the slop
made from “this and that” and express the expectation of proper food symbolic of hope once
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slavery (“trouble”) has ended. As shown by this example, music became a way for slaves to
remain connected to their African heritage while protesting their bleak condition.
Negro spirituals have functioned as a strong psychological aspect of Black culture
developed during slavery that reflects cultural underpinnings (Spencer, 1990). Spirituals
represented a means of coping and expression, communication, and transference of historical
context into song. In essence, spirituals encouraged slaves to claim as much personal control as
possible and solidified their determination to rise above domination. The central theme in African
American spirituality, whether Christian or not, was that of striving towards freedom by escaping
from slavery (Gayraud, 1998). This basic tenet is evidenced in the content and titles of their
spirituals, such as
“O Freedom,” “We’ll Never Turn Back,” “Steal Away,” and “Climbing Jacob’s Ladder.”
Epstein argued that the psychological impact of slavery on African captives paved the way
for cultural adaptation through song as a means of coping as well as remembering and
communicating hope and strength. The songs conveyed the experiences of slaves who
were prohibited from reading and writing under the law (Link & Phelan, 1995).
Life-Course Development
The Life Course Development theoretical principle is introduced in this segment as a
framework for understanding human development and aging and why people react differently
when exposed to disease and/or protective factors, as well as the links between social conditions
and risk and protective factors in the social environment. This perspective emphasizes the role of
inequalities in health and disease across the entire lifespan, from birth to death. It considers social
pathways in identifying links between social status and health.
The first principle of the lifespan perspective on social status and health is that social status
can affect health at any point from birth (or even before) until death (Settersten, 2003). The social
status of Africans in America can be traced to the late 1400s. Black slaves traveled to North and
South America with French, Portuguese, and Spanish explorers throughout the 1500s (Settersten,
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2003). The first Black African slaves in the American Colonies arrived as indentured servants in
Jamestown in the colony of Virginia in 1619 (Settersten, 2003). Slaves and indentured servants
were considered personal property, and they or their descendants could be sold or inherited like
any other property. Human chattel viewed as the property was mainly governed by laws of
individual states. No matter the their country of origin, many early immigrants were indentured
servants, people who sold their labor in exchange for passage to the New World, and housing on
their arrival (Congress, 2001). Most indentured servants had a contract to work without wages for
a master for four to seven years, after which reportedly became free. Blacks brought in as slaves,
however, had no right to eventual freedom.
As previously stated, multiple life-cycle periods of relevance (e.g., childhood, adolescence,
midlife, and old age) and issues involved in the timing of influences on social inequalities over the
lifespan. In contrast, with the first life course principle which pertains to social status, a class
system was imposed. Two classes of slaves existed and performed specific functions for their
slave owners, depending on whether they were a field slave (upper class) or a house slave (lower
class).Oracle Education Foundation (2008). For example, differential treatment was given to house
slaves as field slaves were provided with the bare minimum of clothing and fed once a day. The
sole purpose of field slaves was production; they worked in the fields from sunrise to sunset, and at
harvest time, they toiled 18 hours a day. Women worked the same hours as the men, and pregnant
field slaves were expected to continue to work until their child was born. House slaves usually
lived more comfortably than field slaves. Oracle Education Foundation (2008). A house slave’s daily
routine included caring for the house, the yard and gardens, cooked meals, cared for children of
their master, and drove carriages. They usually had better food and were sometimes given the
family’s used clothing. Their living accommodation was also better than those of field
slaves.Oracle Education Foundation (2008) In some cases, the slaves were treated like the slave-73-

owners’ children even though it was illegal, some house slaves were educated by the woman in the
family. House slaves acted as the slave master’s spy on occasion and would report back to the
slave master on runaway plans, and even who was slacking in the field when they should be
working.
An example of the class system and two generations of house slaves is revealed in the
following narratives. This narrative of Julia Rush highlights the class distinctions and division of
labor and privileges afforded to house slaves. For example, a house slave received two sets of
clothing; the field slave would only receive one collection of clothing. The division of labor is
clearly outlined as the field slave had a quota to meet each day, or they could expect to be
whipped. As previously mentioned, house slaves were treated differently. In this narrative, not only
do you see the house slave serving in the role of a Forman over the field slaves, you also learn that
there are two generations of slaves on the slave plantation of different class status. Julia served as a
house slave while her mother and three sisters served as a field slaves. This narrative gives voice to
the concept of life course and the role of social class. It is also important to note the majority of
the WPA narratives reflect interviews with former house slaves – see Table 8.
Slave Narrative: Julia Rush was 109 at the time of the interview. The following is a
summary of the work she performed.
As a child Mrs. Rush served as playmate to one of the Colonel’s daughters and so all that
she had to do was to play from morning till night. When she grew older she started
working in the kitchen in the master’s house. Later she was sent to the fields where she
worked side by side with her mother and three sisters from sunup until sundown. Mrs.
Rush says that she has plowed so much that she believes she can “outplow” any man.
Instead of the White overseer usually found on plantations the Colonel used one of the
slaves to act as foreman of the field hands. He was known to the other slaves as the
“Nigger Driver” and it was he who awakened all every morning. It was so dark until torch
lights had to be used to see by. Those women who had babies took them along to the field
in a basket, which they placed on their heads. All of the hands were given a certain amount
of work to perform each day and if the work was not completed a whipping might be
forthcoming.
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The following is a description of clothing from Julia Rush.
Colonel De Binien always saw that his slaves had sufficient clothing. In the summer
months, the men were given two shirts, two pairs of pants, and two pairs of underwear. All
of these clothes were made of cotton, and all were sewed on the plantation. No shoes were
worn in the summer. The women were given two dresses, two underskirts, and two pairs of
underwear. When the winter season approached, another issue of clothes was given. At
this time, shoes were given. They were made of heavy red leather and were known as
“brogans.”
The following is a description of family from Julia Rush.
Because of the cruel treatment that she received at the hands of some of her owners [??]
Mrs. Rush says that the mere thought of slavery makes her blood boil. Then there are
those, under whom she served, who treated her with kindness, whom she holds no malice
against.
According to Setterson (2003), the second principle of the lifespan perspective is a
corollary to the first, and refers to the potential importance of the timing of the influences leading
to social inequalities. Early adversity may be overcome by later improvements in social
circumstances, but may nonetheless leave the individual more vulnerable to the consequences of
health. After the Emancipation Proclamation formally abolished slavery, the federal government
and its army commanders were responsible for providing food, shelter, and clothing for a
population that had no exposure to or understanding of the responsibilities that freedom required in
terms of caring for themselves and generating an income (Kohl, 2004). Following the Civil War,
sharecropping arrangements kept black southerners poor and bound to the land, while the rise of
Jim Crow made for strict separation of the races and denied blacks access to a citizen’s basic
protections and privileges—voting, education, a fair wage, and legal recourse. This represented the
start of a new series of problems for ex-slaves. Not fully understanding the context of what was
happening to them, many freed slaves remained with their masters, as they had no education or
resources to start a new beginning (Harrison, 2007).
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Movement of African- Americans out of the Southern United States to the north, midwest
and west from 1910 to 1930 is referred to as the Great Migration (Mintz, 2007). Hoping to escape
tenant farming, sharecropping, and peonage, 1.5 million Southern Blacks moved to cities (Mintz,
2007). Confined to all-Blacks neighborhoods, African Americans created cities-within-cities
during the 1920s. Some historians differentiate between the First Great Migration (1910–40),
numbering about 1.6 million migrants. Access to housing became a major source of friction
between Blacks and Whites during this massive movement of people. The Great Migration of
African Americans created the first large, urban Black communities in the north. Many cities
adopted residential segregation ordinances to keep Blacks out of predominantly White
neighborhoods. During the 1910s and 1920s, Chicago’s Black population grew by 148%;
Cleveland’s by 307%, and Detroit’s by 611% (Mintz, 2007). The largest was Harlem, in upper
Manhattan, where 200,000 African Americans lived in a neighborhood that had been virtually allwhite fifteen years before.
The Second Great Migration, from 1940–1970, also led to drastic changes in the geography
of urban life; 5 million or more people moved from Texas and Louisiana to California, where there
were jobs in the defense industry (Mintz, 2007). From 1965–1970, 14 states of the South,
especially Alabama, Louisiana, and Mississippi, contributed to massive net migration of Blacks to
the other three census-designated regions of the United States. For instance, In New York, Harlem
could not hold the influx of migrants, and large new black colonies began to transform the old
Jewish and Italian neighborhoods of Brooklyn. According to Anderson (1982) city governments
sought to control these changes with the construction of public housing. In the 1950s and early
1960s, federal funds and local politics combined to produce massive high-rise housing projects
came to represent the worst aspects of ghetto life—the concentration of poverty, misery, crime,
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blocked opportunity and inept government that became synonymous with the word “ghetto” in the
1960s (Brown, 1965).
According to Fitzpatric and LaGory (2000) the ecological landscape in which people live
matters and determine access to resources and choices, influencing obtainable lifestyle options and
shape health-related practices, beliefs, and behaviors. The health of inner-city residents is
significantly worse than in other places in the United States. In the inner city, the circumstances of
poverty and minority status are exacerbated by segregation; the spatial concentration of these two
characteristics apparently intensifies the disadvantages of low income and minority status.
The prior life-course development of former slaves provided little help in coping with their
new-found freedom, and skills those ex-slaves would have to learn. Lacking the ability to read or
write or the skills to navigate the terrain of a country foreign to them, their emancipation was a
double-edged sword. They and their descendants had to educate themselves, learn trades, secure
housing, and learn the customs of a country that they did not know, as well as provide for their
own healthcare, all of which may have led to greater health disparities.
When one compares migration trends today with the slave population by states, as shown in
Table 10, a striking similarity exists.
Table 10. Total Slave Population in US 1790-1860 by State
Source Historical Census from the University of Virginia, Geospatial and Statistical Data Center

Census
Year
All States

1790

1800

1810

1820

1830

1840

1850

1860

694,207

887,612

1,130,781

1,529,012

1,987,428

2,482,798

3,200,600

3,950,546

Alabama

-

-

-

47,449

117,549

253,532

342,844

435,080

Arkansas

-

-

-

-

4,576

19,935

47,100

111,115

California

-

-

-

-

-

-

-

-

Connecticut

2,648

951

310

97

25

54

-

-

Delaware

8,887

6,153

4,177

4,509

3,292

2,605

2,290

1,798

Florida

-

-

-

-

-

25,717

39,310

61,745

29,264

59,699

105,218

149,656

217,531

280,944

381,682

462,198

Illinois

-

-

-

917

747

331

-

-

Indiana

-

-

-

190

3

3

-

-

Georgia
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Iowa

-

-

-

-

-

16

-

-

Kansas

-

-

-

-

-

-

-

2

Kentucky

12,430

40,343

80,561

126,732

165,213

182,258

210,981

225,483

Louisiana

-

-

-

69,064

109,588

168,452

244,809

331,726

Maine

-

-

-

-

2

-

-

-

103,036

105,635

111,502

107,398

102,994

89,737

90,368

87,189

Massachusetts

-

-

-

-

1

-

-

-

Michigan

-

-

-

-

32

-

-

-

Minnesota

-

-

-

-

-

-

-

-

Mississippi

-

-

-

32,814

65,659

195,211

309,878

436,631

Missouri

-

-

-

10,222

25,096

58,240

87,422

114,931

Nebraska

-

-

-

-

-

-

-

15

Nevada

-

-

-

-

-

-

-

-

157

8

-

-

3

1

-

-

11,423

12,422

10,851

7,557

2,254

674

236

18

Maryland

New Hampshire
New Jersey
New York

21,193

20,613

15,017

10,088

75

4

-

-

100,783

133,296

168,824

205,017

245,601

245,817

288,548

331,059

Ohio

-

-

-

-

6

3

-

-

Oregon

-

-

-

-

-

-

-

-

Pennsylvania

3,707

1,706

795

211

403

64

-

-

Rhode Island

958

380

108

48

17

5

-

-

107,094

146,151

196,365

251,783

315,401

327,038

384,984

402,406

Tennessee

-

13,584

44,535

80,107

141,603

183,059

239,459

275,719

Texas

-

-

-

-

-

-

58,161

182,566

Vermont

-

-

-

-

-

-

-

-

292,627

346,671

392,518

425,153

469,757

449,087

472,528

490,865

-

-

-

-

-

11

4

-

North Carolina

South Carolina

Virginia
Wisconsin

Since 1965, scholars have noted a reverse migration referred to as the “New Great
Migration,” which gathered strength through the last 35 years of the 20th century. The data
encompasses the movement of African Americans back to the South following de-industrialization
in Northeastern and Midwestern cities, the growth of high-quality jobs in the “New South,” and
improving racial relations. From 1995-2000, Georgia, Texas and Maryland were the states that
attracted the most Black college graduates, many citing that they moved back because of family
and kinship ties. Many of the projects that were erected to house African Americans are still
standing and have housed second and third generations’ descendants of former slaves.

-78-

In July 2007, the U.S. Census Bureau reported the following data: 40.7 million people lived
in the United States, of which 13.5% of the civilian non-institutionalized population was Blacks.
In 2004, the majority of Blacks lived in the South (54%). In comparison, 67% (198.3 million) of
the United States population was non-Hispanic White: 34% lived in the South. The ten states with
the largest Black population in 2007 were New York, Florida, Texas, Georgia, California, Illinois,
North Carolina, Maryland, Virginia, and Michigan. Louisiana is no longer in the top 10, as a result
of the Hurricane Katrina disaster. Combined, these 10 states represented 58% of the total Black
population. Of the ten most significant places in the United States with 100,000 or more people,
Detroit had the most substantial proportion of Blacks (83%), followed by Philadelphia (44%)., and
Chicago (38%). The 2007 census data reveals that 24.5% of African Americans, in comparison to
8.2% of non-Hispanic Whites were living at the poverty level. The unemployment rate for Blacks
in 2007 was twice that for non-Hispanic Whites (8% and 4%, respectively). This finding was
consistent for both men (9% compared with 4%) and women (8% compared with 4%).
Life-course development in the context of this study represents a complex series of
interplays among behavioral, psychological, biological, social, and risk factors that are related to
individuals’ health outcomes during their lifespan (Sørensen, Weinert, & Sherrod, 1986). The
preceding narratives and demographic trends described the challenging path that that ex-slaves had
to traverse to adapt to a society that was decades or generations ahead of them on a cultural,
educational, and psychological plane, and that for decades inhibited their forward progress. Some
were better able to learn the lessons of freedom and the nuances of the culture in which they now
lived. For example, many ex-slaves participated in a web of secrecy to become educated; some
were assisted by their owners and learned how to read and write (Williams, 2005).
By taking the preceding into account, one can understand the decades of sub-standard
living, nutritional deficiencies, educational shortcomings, unemployment, and other problems
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faced by persons with African ancestry as they attempted to assimilate into American society.
Race stratification serves as a basis for the distribution of social privileges and resources; it has
clear beneficiaries and clear victims (American Sociological Association, 2003). The social status
of Blacks in the United States as described in this section provides an understanding of how a lack
of social status led to the health disparities borne out by statistics, affirming the life-course
perspective on social status and health in that social status can affect health at any point from birth
(or even before) until death.
Blacks’ socio-economic status, combined with the social structure, their psychosocial risk
factors, limited opportunities, negative media reinforcement, and the challenges that they have had
and continue to face, have all negatively impacted disparities in healthcare, nutrition, stress, birth
weight, and educational performance and led them to feel helpless over many factors in their lives.
Social inequalities still exist, although in much more subtle forms. Positive role models in terms
of societal roles are primarily limited to athletes and entertainers due to the lack of business role
models compared to those of Whites. However, the recent election of the first Black president may
significantly impact African Americans’ collective identity and social status.
In a 1979 study, the Carnegie Institute found that social status determined a child’s future
more than intelligence. Thus, each generation of the descendants of slaves increasingly fell behind
the equality curve, as shown by the following example: Consider Bobby and Jimmy, two secondgraders, who pay attention in the classroom, do well, and have nearly identical IQs. Yet Bobby is
the son of a successful lawyer; Jimmy’s infrequently works as a custodial assistant. Despite their
similarities, the difference in the circumstances to which they were born makes it 27 times more
likely that Bobby will get a job that by the time he is in late his 40s, which will pay him an income
in the top tenth of all incomes in this country. Jimmy has about one chance in eight of earning
even a median income.
-80-

Now, three decades later, the projected inequality of fates of Bobby and Jimmy’s secondgrade successors is even greater. As healthcare becomes increasingly more expensive, Blacks are
less able to obtain consistent healthcare, which has been a problem for generations. The
debilitating effects of generations of African Americans receiving sub-standard healthcare, being
exposed to higher levels of stress, and losing ground in a system that does not support them are
important factors in understanding why there is a gap in longevity between Blacks and Whites.
Health Disparities
Population-specific differences in the presence of disease, health outcomes, and access to
healthcare are referred to as health disparities (HHS 2000). The 2002 IOM report, Unequal
Treatment: Confronting Racial and Ethnic Disparities in Healthcare, reveals that disparities in
healthcare exist even when controlling for gender, condition, age, and socio-economic status.
According to the IOM (2002), racial and ethnic disparities in healthcare are the result of biological,
genetic, social, cultural, and environmental factors; differences in rates of access, utilization, and
prescription of healthcare services; and specific health behaviors that occur within the context of
broader historical and contemporary social and economic inequality. For example, minorities are
less likely to be given appropriate cardiac medications, undergo bypass surgery, or receive kidney
dialysis or transplants. Also, several studies have found significant racial differences in who
receives appropriate cancer diagnostic tests and treatments. Minorities also are less likely to
receive the most sophisticated treatments for HIV infection, which could forestall the onset of
AIDS. In contrast, they are more likely to receive certain less-desirable procedures, such as lowerlimb amputations for diabetes and other conditions.
The reference book African Americans: Encyclopedia of Public Health asserts that public
health and medicine have historically reflected the racial inequities of American society as
manifested in discrimination in medical care, research ethics and applications, professional
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education, and ideas regarding disease etiology. The encyclopedia explains that antebellum
physicians gave different treatment to Blacks due to their belief that Blacks physiology was
inferior to Whites and that Blacks differed concerning intelligence, sexuality, and sensitivity to
pain.
According to Breslow and Cengage (2005), the belief in the subhuman qualities of the
“Black race” was responsible for Blacks being used as subjects in excruciating medical
experiments. This tragic legacy of unethical race biology research in the 1800s was evident in the
infamous Tuskegee syphilis study, in which 399 Black men in Alabama unknowingly participated
in an experiment from 1932 to 1972 to determine the health consequences of untreated syphilis,
even though there were known treatments for the disease during this period. Kiple and King
(1981) found that many plantation physicians relied heavily on sugar-coated pills that they referred
to as “nigger pills,” based on the premise that slaves were inclined to have more confidence in
tasty remedies.
In the FWP narratives, several of the ex-slaves referred to other useless medications, such
as flour pills and “blue mass” or “blue moss” pills. In one narrative, former slave
Rebecca Fletcher recalled that taking “blue mass” pills made slaves sick:
“Old misis used to give us blue mass pills when we needed medicine, it shodid make us
sick. We had to get sick to get weill, old misis said.”
According to the 2002 Centers for Disease Control and Prevention (CDC) National Vital
Statistics Report, almost 282,000 African Americans died in 2000, reflecting an age-adjusted death
rate thirty percent higher than that of the non-Hispanic White population. The CDC revealed that
at birth, the average life expectancy for African Americans was 71.8 years, compared to 77.4 years
for Whites. Life expectancy at birth was 68.3 years for Black males, compared with 74.8 years for
White males, and 75 years for Black females, compared with 80 years for White females.
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Figure 7. Percentage of adults age 18-64 with any chronic condition or disability (2005).
Note. Adults are considered to have a chronic or disability if they reported that a disability or,
chronic disease kept them from working full-time or limited housework or other daily activities, or
if they reported having diabetes or sugar diabetes, high blood pressure, asthma, bronchitis,
emphysema, or other lung conditions, heart disease, heart failure or heart attack—source:
Commonwealth Fund Healthcare Quality Survey (2006).
Recent studies have confirmed that despite steady improvements in the overall health of the
U.S. public, racial and ethnic minorities experience higher rates of morbidity and mortality than nonminorities. A 2005 report illustrated in the following figure that 48% of Blacks are most likely to
suffer from a chronic condition or disability as compared with 40% of Whites who are most likely to
suffer from a chronic disease or disability.
When reviewing the slave census data in comparison to Whites, during the 1800s,
relatively few slaves lived into old age. Although many historical demographers have found that
slaves had longer life expectancies than Southern Whites, others believe the findings should be
viewed with caution because the ages of the slaves recorded in plantation books may be inaccurate.
Referring to the 1850 census, Stampp (1956) noted that the average age of the White
population was 25.5 years compared to 21.4 years for African Americans (Parish, 1989) and
concluded that the data did not support the belief that African Americans lived longer than Whites
Savitt (1956).
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Stampp (1956) found when examining the 1850 Virginia mortality census and death
registers in four counties, he found that more slaves died of old age than Whites, and concluded
that this fact applied to other sections of the South for the same time frame. According to a
summary written by McBride (1998), historians have found that U.S. slave mortality rates were
higher on rice than cotton plantations and that the Caribbean and South American sugar plantations
had the highest mortality rates. The high mortality rates for slaves could be associated with a
number of factors, including disease. Historians attribute the difference in life expectancy and
mortality rates between slaves and Whites to differences in the quality of life. Stampp (1956)
found that poor living standards, such as poorly heated living quarters, greater exposure to the
elements, heavier labor, vitamin and mineral deficiencies, and inadequate medical care resulted in
higher mortality rates for slaves than Whites. Stampp concluded that dietary deficiencies led to
decreased resistance to most major diseases.
Researchers reveal that racial and ethnic minorities tend to receive a lower quality of
healthcare than non-minorities, even when access-related factors such as patient insurance status
and income are controlled (Smedley, Stith, & Nelson, 2002). These reports indicate that the
sources of these disparities are complex; rooted in historic and contemporary inequities; and
involve many participants at several levels, including healthcare systems, utilization managers,
healthcare professionals, and patients (Smedley, Stith, & Nelson, 2002).
Minorities are more likely than Whites to have had negative experiences with the American
healthcare system. Nearly one of six African Americans (15%), one of seven Hispanics (13%),
and one of ten Asian Americans (11%) feel that they would receive better healthcare if they were
of a different race or ethnicity, compared with one of one hundred (1%) of Whites (Collins, Kriss,
Doty, & Rustgi, 2008). Racial and ethnic disparities are, with few exceptions, consistent across a
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range of illnesses and healthcare services. In some cases, differences in treating heart disease,
cancer, and HIV infection partly contribute to higher death rates for minorities.
In their study reported in the article “Unequal Treatment Confronting Racial-Ethnic
Disparities in Healthcare,” van Ryan and Burke (2000) surveyed 193 physicians to assess their
perceptions of 843 patients (57% White and 43% African American) following post-angiogram
hospital visits. Physicians were asked to rate their patients on a variety of personal characteristics
such as intelligence, self-control, educational level, pleasantness, rationality, independence, and
responsibility. Also, the physicians were asked to rate their feeling of affiliation toward the patient
and their perception of the patient’s degree of social support, tendency to exaggerate discomfort,
the likelihood of complying with medical advice, the possibility of drug or alcohol abuse, and
other characteristics. Van Ryan and Burke also surveyed patients and assessed their
fragility/sickness, depressive symptoms, social assertiveness, feelings of self-efficacy, and
perceived social support. These variables, along with information about the physicians’ age, sex,
race, and medical specialty, were entered into logistic regression analyses to control for the impact
of these variables on physicians’ assessment of patients.
The results supported the researchers’ hypothesis that patient race and socio-economic
background influence physicians’ perceptions, even when controlling for differences in patient
socio-economic status, personality attributes, and degree of illness. The physicians rated their
African American patients as less intelligent, less educated, more likely to abuse drugs and alcohol,
more likely to fail to comply with medical advice, more likely to lack social support, and less
likely to participate in cardiac rehabilitation than their White patients. Furthermore, they perceived
African American patients two-thirds as likely as Whites to be the kind of people whom they could
consider friends (Van Ryan & Burke, 2000).
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Van Ryan and Burke also found a significant interaction of race and socioeconomic status
in that low socio-economic status. Black patients were rated as less pleasant and less rational than
Whites. Van Ryan and Burke argued these studies lend support to the hypothesis that physicians’
diagnostic and treatment decisions are influenced by the patient’s race, that these influences are
complex, and that both patient and provider gender may significantly influence physicians’
perceptions. They did not, however, elucidate the mechanisms by which these attitudes, biases,
and stereotypes may result in differences in clinical treatment or the degree to which these attitudes
might affect the outcome of patient care (IOM, 2002).
The 2002 IOM report found that although it is reasonable to assume that the vast majority
of healthcare providers find prejudice morally abhorrent, several studies show that even wellmeaning people who are not overtly biased or prejudiced typically demonstrate unconscious
negative racial attitudes and stereotypes. A comparative factor provides an indication of the social
inequalities and disparities in health care in the United States among Blacks themselves that is
provided by the Center for Disease Control and Prevention. In a study that analyzed health
character comparisons between U.S. born Blacks and foreign born Blacks in Table 11, it was found
that in excess of 67% of foreign-born Blacks assessed that their health as being classified as
excellent and or very good that is considerably higher than what U.S.-born Blacks indicated (52%;
CDC, 2005). In terms of other areas, 11% of foreign-born Blacks indicated that they had some
type of affliction that limited them from performing some kind of activity, while 20% of Afro
Americans reported a limiting problem in this area.
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Table 11. Health Character Comparisons
Source: Center for Disease Control and Prevention (2005) U.S. Department of Health and Human Services.
Washington, D.C., United States.

Selected health characteristics

Total
Populati
on

U.S.-born Foreignnonborn
Hispanic
nonblack
Hispani
c black

U.S.born
nonHispanic
white

Number in
thousands
29,992 1,539

All
217,211
178,932
persons.........................................
..............
Age-adjusted percent distribution (standard error)
Total……………………………………………
……………….
Respondent-assessed health
status
Excellent
…………………………………………………
…..
Very
good…………………………………………
………….
Good…………………………………………
…………………
Fair to
poor……………………………………………
…….
Activity limitation status
Not limited or
unknown…………………………...…
Limited………………………………………
………………..
Unable to perform major
activity…………….…
Limited in kind/amount of major
activity……
Limited in other
activity………………………………

100.0

100.0

100.0

100.0

38.3
(0.19)

27.5
(0.36)

37.8
(1.59)

40.0
(0.22)

28.9
(0.14)

24.9
(0.34)

29.6
(1.91)

29.4
(0.15)

22.6
(0.12)
10.3
(0.09)

29.1
(0.31)
18.6
(0.33)

22.7
(1.30)
9.9
(0.70)

21.3
(0.14)
9.2
(0.10)

84.1
(0.11)
15.9
(0.11)
4.7
(0.06)
6.1
(0.06)
5.1
(0.06)

80.0
(0.28)
20.0
(0.28)
8.3
(0.17)
7.0
(0.16)
4.7
(0.12)

88.6
(0.71)
11.4
(0.71)
3.9
(0.47)
4.4
(0.53)
3.1
(0.41)

84.5
(0.12)
15.5
(0.12)
4.3
(0.06)
6.1
(0.07)
5.2
(0.06)
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Interval since last physician
contact
Less than 1
year…………………………………………
1 to less than 2
years……………………………….…
2 to less than 5
years………………………………….
5 years or
more……………………………………….…

79.7
(0.11)
9.5
(0.07)
7.7
(0.06)
3.1
(0.04)

79.1
(0.26)
10.5
(0.18)
7.4
(0.16)
3.1
(0.10)

79.4
(1.15)
10.3
(0.86)
7.1
(0.53)
3.2
(0.53)

80.0
(0.12)
9.3
(0.08)
7.7
(0.07)
3.0
(0.04)

Minorities generally rate their health as poorer than Whites. Non-Hispanic Blacks are the
most likely of all races examined to report they are in fair or poor health, with nearly 20% of nonHispanic Blacks reporting this compared with 11% of non-Hispanic Whites. Varied factors affect
individual health status. Income, which is related to education as an aspect of social status, is also
a factor in health disparities as one’s wealth impacts diet, healthcare, and affordability of
medicines, living standards, and related areas. As pointed out by the example of Bobby and Jimmy
in terms of education in the prior section, life-course development and educational attainment and
progress are essential variables in health disparities. Black immigrants, on average, have higher
educational attainment than their U.S. African American counterparts, with 17.3% completing
college as compared with 10.8%; on average, African Americans earn 57 cents of every dollar than
their White counterparts earn; 19.1% receive welfare assistance; and 24.4% fall below the poverty
line, as compared to 8.2% of Whites.
As clarified by (Barry, 2004) in his following answer to the question, “Who are these
descendants of slaves?” Barry replies:
All African Americans are affected by the legacy of slavery . . . “we are tied psychically as
a nation to the White definition of Blacks and that definition is exacting”. “If you are
Blacks, you are of the descendants of slaves, whether you have slave ancestry or not”. It
does not matter if in fact your Blacks ancestors never were slaves or if your ancestry is
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White than Blacks. It does not matter what other races may be bundled into your status as
Blacks. It does not matter in the sense that you are included in the stereotype that evokes a
combination of antipathy and guilt from the still dominant, White society.
During the 1920s and 1930s, many Whites put forth unfounded scientific assertions to
support their contention that “Blacks as a race were physically, intellectually, culturally, and
morally inferior to Whites.” Such mental positioning in the United States prolonged the idea that
ex-slaves were not equal to Whites in society, and thus further contributed to healthcare disparities.
Bringing this forward into the present, the dramatic improvements in healthcare and the overall
health of the United States over the last two decades illustrates the divide in healthcare delivery for
African Americans. Formal acknowledgment of health and healthcare disparities in the United
States was made by the Department of Health and Human Services when it launched a study in
2000 to define and identify the sources of and ways to overcome healthcare disparities.
Statistically, African Americans comprise 12% of the U.S. population, but are 40% less
likely to have either employer-provided or private health insurance, and are therefore more likely
to be covered by publicly funded healthcare such as Medicaid. Black families are usually found in
high-density urban areas, where they are confronted with issues such as overcrowding,
unaffordable housing, higher crime rates, and limited access to resources. Differences attributed to
race with regard to socio-economic status, neighborhood conditions, income, and medical care are
all contributing factors to disparities in health and illness. Chadiha and Brown (2002) have

discrimination, poverty, substandard housing, poor neighborhood conditions, and lack of insurance
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Bias in Healthcare
Empirical support for the presence of bias among healthcare providers is limited, but
increasing. Some researchers suggest that differences in care may result from conscious or
unconscious biases on the part of physicians and other healthcare providers. In one study on bias,
Schulman, Berlin, Harless, Kerner, & Sistrunk, (1999) assessed physicians’ recommendations for
management of chest pain after they viewed vignettes of patients (actually actors) who complained
of symptoms of coronary artery disease. Patients varied only in the race category (Black or
White), sex (male or female), age (fifty or seventy years), level of coronary risk, and the result of
an exercise stress test. Schulman et al. (1999) found that physicians were less likely to recommend
cardiac catheterization procedures for women (odds ratio = 0.6, suggesting that they were 40% less
likely to be recommended for catheterization) and African Americans (odds ratio = 0.6), again
suggesting that they were 40% less likely to be referred for catheterization than Whites and men.
This indicates that doctor stereotyping impinge directly on minority patient outcomes.
The following section of this study focuses on stereotypes in the context of historical
racism, prejudice, bias, and oppression from several theoretical perspectives. Both classical and
contemporary works have produced genuine insight into these complex and interrelated problems.
Context of Stereotypes. African Americans have struggled against racial stereotypes for
centuries. In colonial America, in an attempt to justify slavery, the White slaveholding class
considered Blacks genetically inferior to Whites, with some still holding this stereotype even
today. No single theory can fully explain the mechanism by which stereotypes and stigma are
internalized, the extent to which they affect health outcomes or their impact on individual and
group identity. Critical to understanding the mechanism by which stereotypes are internalized is
the context in which they occur. A review of the current literature on stereotypes is undertaken in
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this section to determine how descendants of enslaved Africans or cohort population in the United
States internalize stereotypes and the extent to which stereotypes affect their health outcomes.
In 1979, Henri Tajfel and John Turner developed social identity theory, which explains how
individuals define themselves by their group membership and assert that this social identity is part
of their self-concept. Social identity theory is based on the following four central ideas:
1.

Categorization: Turner et al. (1862) explained that just as individuals categorize objects in
order to understand them, they categorize people (including ourselves) to understand the
social environment.

2.

Identification: Individuals identify with groups with which they perceive that they belong.
Such identification carries two meanings. Sometimes individuals think of themselves as
“us” vs. “them” or “we” vs. “they,” and at other times they think of ourselves as “I” vs. “he
or she” or “me” vs. “him or her.” Part of individual identity is based on group
memberships.

3.

Social comparison: Festinger (1954) asserts that in humans, there exists a drive to evaluate
his opinions and abilities by comparison with the views and abilities of others. Both
opinions and abilities have a substantial impact on his behavior. Moreover, Festigner
states, “people tend to move into groups of similar opinions and abilities, and they move
out of groups that fail to satisfy their drive for self-evaluation” (p.124). These tendencies,
according to Festinger, create a status structure, held in place by both higher and lower
groups because it allows everyone to evaluate themselves within their own group. In lower
groups, there might be greater pressures to conform because they would seek stronger
support within themselves.

4.

According to Eyerman, Alexander, Seidman, (2002) Collective memory is “a shared
remembrance that develops throughout time” (p.6). “It is a memory that is held by a group
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of people that is passed on from generation to generation “(p.6). “Collective memory
represents individual identity negotiated within a collectively shared past and provides the
individual with a cognitive map within which to orient present behavior” (p.6).

“Slavery,

whether or not directly experienced, defines a Black individual’s identity as an African
American; for the majority of those of African descent, it is why they live in the United
States” (p.6). It is within this identity that direct experience, the identification “former
slaver” or “daughter of slaves,” became available as a collective and shared memory to
unite all Blacks in the United States. Singh et al. (1994) define collective memory as a
memory accepted and publicly given credence by relevant group membership and that
evokes an event or situation that is (a) laden with a negative effect, (b) represented as
indelible, and (c) regarded as threatening a society’s existence or violating one or more of
its fundamental cultural presuppositions.
Social dominance theory explains how social groups are organized hierarchically and how
the dominant group tends to receive a disproportionate amount of society’s assets. In contrast,
subordinate groups receive most of society’s liabilities. Status hierarchies convey the notion that
each individual occupies a position along the social status continuum that he or she has earned and
therefore deserves. According to Pratto and Sidanius (2006), stereotyping and prejudice results
from cognitions (thoughts, beliefs, and expectations) about people based simply on their group
membership. Pervasive direct and indirect experiences of discrimination (treating people
differently based on their group affiliation) and stigmatization place an individual’s sense of
identity under constant attack.
While racial discrimination concerns how groups are treated, racial stigma concerns how
people are perceived. Stigma is defined as a social process characterized by exclusion, rejection,
blame, or devaluation resulting from an adverse social judgment about a person or group’s
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characteristics that others treat as deviant. Stigmatized individuals are commonly the targets of
stereotyping, prejudice, and discrimination (Biernat, Dovidio, 2000). Labeling theory (Lemert,
1951) maintains that when a group or society labels another individual or group deviant, meaning
that the group or individual possesses characteristics that “deviate” or differ from the group/social
norm, the dominant group creates a binary opposition between those labeled “deviant” and those
considered “normal.” The separation of groups into “deviant/not deviant” or “us/them”
oppositions not only strengthens the dominant group and marginalizes the deviant group but also
creates what sociologists call a self-fulfilling prophecy (Lemert, 1951).
Merton (1957) utilized the self-fulfilling prophecy construct to explain how a belief or
expectation, whether correct or not, affects the outcome of a situation or the way that a person or
group will behave. According to the concept of the self-fulfilling prophecy, once deviant
individuals or groups are labeled as such, they will internalize this label and begin to believe it
themselves. Thus, “deviant” individuals or groups will fulfill the prophecy that the dominant
group has constructed for them.
Resiliency
After years of focusing on pathology, social scientists have begun the task of identifying
the strengths, resources, and talents of individuals and families. Resiliency has been defined as the
ability to cultivate strengths, returning to “original form or position after being bent,” and
reparation of one’s self after hardship. The Merriam-Webster Dictionary defines reliance as “an
ability to recover from or adjust easily to misfortune or change.” Genero (1998) views resiliency
as a relational issue rather than an individual characteristic.
According to Walsh (1996), being resilient includes more than merely surviving; it also
encompasses the ability of individuals “to heal from painful wounds, take charge of their lives, and
go on to live fully and love well” (p.263). In their review, Hawley and DeHaan (1996) found three
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common themes in the resiliency literature: hardship, buoyancy, and wellness. Others have cited
differences between the resiliency found in individuals and the resiliency found in families. Walsh
explained that “a focus on family resilience seeks to identify and foster key processes that enable
families to cope more effectively and emerge hardier from the crisis of persistent stresses, whether
from within or from without” (p.263). Hawley and DeHaan contend that “resilient families
respond positively to these conditions in unique ways, depending on the context, developmental
level, the interactive combination of risk and protective factors, and the family’s shared outlook”
(p.4).
Rutter (1987) recognized that resiliency changes in people across time as circumstances
and situations change; at one time, a person may respond to a stressful event successfully, but the
same event at another time may produce disheartening results. Rutter advocates the use of
protective mechanisms rather than resilience and postulates that there are four main processes for
developing protective mechanisms: “reduction of risk impact, reduction of negative chain
reactions, establishment and maintenance of self-esteem and self-efficacy, and opening up of
opportunities” (p. 316). These and other protective mechanisms are facilitated and maintained
through strong family relationships, the Black church, and a healthy and mobilized community.
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CHAPTER III
METHODOLOGY
In order to understand the subject matter, a broad number of areas were addressed. In
consideration of these complex variables, the following sets forth how the research aims were
accomplished.
Research Philosophy
To address the how, what, why, and when, as well as understand the process entailed in
conducting historical research and relationships of the past to the present, several theoretical
approaches have been employed as part of the overall research philosophy. Saunders (2006)
defines research philosophy as “an overreaching term … [that] … relates to the development of
knowledge and the nature of that knowledge” (p. 112).
Research Approach
The overall approach to this study was a mixture of literature review. It included a
systematic analysis of primary data sources to identify the core elements of history verified
through eyewitness accounts and the interpretation of historical events that were expected to point
to the former slaves handling of health discrepancies and the relationship that these events have to
the present.
Types of Research
The historical research method was utilized to include techniques and guidelines germane
to the methodology governing this type of research to ensure the authenticity and historical
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reliability of the sources reviewed. Busha and Harter (1980) detail six steps for conducting
historical research that should be followed to achieve a reliable result: (a) the recognition of a
historical problem or the identification of a need for specific historical knowledge; (b) the
gathering of as much relevant information about the question or topic as possible; (c) if
appropriate, the forming of hypotheses that tentatively explain relationships between historical
factors; (d) the rigorous collection and organization of evidence, and the verification of the
authenticity and veracity of information and its sources; (e) the selection, organization, and
analysis of the most pertinent collected evidence, and the drawing of conclusions; and (f) the
recording of the findings in a meaningful narrative. Jørgensen (1998) and Thurén (1997) Core
principles of source criticism were used to evaluate primary, secondary, and tertiary sources:
According to Jørgensen (1998) and Thurén (1997) these principles and definitions should
be used as a guide when conducting historical research: (a) A primary source is defined as a
source that is closest to the person, information, period, or idea being studied; it is more reliable
than a secondary source, that is more reliable than a tertiary source and so on; (b) Human sources
may be relics (e.g., a fingerprint) or narratives (e.g., a statement or a letter). Relics are more
credible sources than narratives. The closer a source is to the event which it purports to describe,
the more one can trust it to give an accurate description of what really happened; (c) If a number
of independent sources contain the same message, the credibility of the message is strongly
increased; (d) The tendency of a source is its motivation for providing some kind of bias;
tendencies should be minimized or supplemented with opposite motives; (e) If it can be
demonstrated that the witness (or source) has no direct interest in creating bias, the credibility of
the message is increased.
The slave narratives represent an invaluable source to look at U.S. history through an eye
witness accounts of slavery. In search of determinants of health, the following areas were explored
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in the narratives: (a) the slave and the master, (b) interpersonal relationships, (c) slave character,
(d) healthcare, (e) nutrition, (f) food and shelter, (g) experience of the Black family under slavery,
(h) living and working conditions on the plantation, (i) slave punishment, (j) survival techniques
among slaves, (k) slave music and religion, and finally, (l) hierarchy in the plantation.
According to Easterby-Smith, Thorpe, and Lowe (2002), other research approaches can
complement those discussed in the previous section. Specifically, they refer to inductive and
deductive research, which can be utilized to uncover the opinions of other researchers and experts
by sampling and/or utilizing varied sources of information to formulate and/or understand issues,
conditions, or circumstances. The combining of diverse types of research methods is
recommended by Saunders, Robson, and Remenyi, who all contended that it can improve the
quality of the information obtained.
Inductive and deductive research was used to provide a means of examining and comparing
views in a manner that might result in a new and/or improved understanding of the discrepancy in
the health status of Whites’ and Blacks’. Saunders (2006) describes the following advantages of
inductive research: (a) It provides an understanding of the meanings attached to varied events by
people; (b) it aids in formulating and obtaining an enhanced knowledge of the content of the
research; (c) it is a more flexible methodology in that it permits for changes to be made in terms of
the research emphasis as data is uncovered; and (d) it allows the researcher to be an essential part
of the process, thus allowing the researcher to be less concerned with generalization(s).
In contrast, Saunders (2006) describes the following advantages of deductive research: (a)
It utilizes scientific principles and techniques to arrive at an understanding of meanings; (b) it
allows movement from theory to data; (c) it collects data quantitatively; (d) it uses controls to
ensure the validity of data; (e) it is a highly structured approach; (f) it allows the researcher and the
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research to remain independent; and, finally, (g) its process consists of research collection that
utilizes large scales in terms of calculations and/or deductions.
Another approach that was utilized was exploratory research. Saunders (2006) cites
Robson in arguing that exploratory research is a valued means of discovering what is and has
occurred, seeking new insights as opposed to standard views, asking questions, assessing
phenomena in a different light, and clarifying problems. Saunders lists the following ways in
which exploratory research can be conducted: (a) through conducting a literature search, (b).
through interviewing and/or obtaining the views and opinions of experts on the subject in person
and/or through their published works, and (c) through conducting focus group interviews.
Primary Research
Primary research entails direct interaction with the subject through administering surveys
or questionnaires, engaging in observation, or conducting interviews. This study involved
historical as well as contemporary research that required the collection of data over 475 from a
broad range of primary sources inclusive of the eyewitness accounts of slavery from former slaves
to fulfill the research objectives.
Research Limitations
As previously reported in a prior segment, the interviews in the Slave Narrative Collection
present problems beyond the general issue of reliability and accuracy of recollection of the past.
The creators of the collections of slave narratives did not set out to obtain a random sample of the
slave population or even of the former slaves who were still alive. In fact, they used no scientific
principle of selection at all. Moreover, two major questions surrounding the use of the slave
narratives may compromise the findings: first, whether the interviewers were able to elicit candid
responses from their informants, and second, whether what the informants said was accurately
recorded.
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CHAPTER IV
RESULTS AND PRESENTATION
The extensive research conducted as part of the literature review sought to uncover
information to address the research question and objectives.
Research question what factors explain the health discrepancies in longevity that exist
between Blacks and Whites?
1. Information relevant to the research questions were sorted into descriptive groupings to
yield insight about slave life and analyzed for content and context.
2. Research objective
The research objective of this study was to examine the following theoretical constructs
to identify correlations among them:
1. Inhibition and confession
2. Resiliency
3. Life-course theoretical perspective
4. Stereotyping
5. Social dominance theory
6. Health disparities
In statistical terms, the life expectancy for Blacks has more than tripled since 1850, yet
disparities still exist. In comparison, life expectancy for Whites has not quite doubled. For
example during the antebellum and post antebellum the average Black had been expected to live
to age 23 and the average White to 39.5, these averages have increased to 71.7 to 77.4,
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respectively. This study attempted to compare this information with respect to the research
question and research objective, as well as current health disparities.
Research Question
Table 2, presented in a prior segment, shows that life expectancy in the United States was
ranged from 23 to 47 years for Blacks to 38.4 to 48.5 for Whites between 1850 and 1930.
Although two-thirds of the former slaves interviewed for the slave narratives were 85
years old with one third over the age of 100 years old no pattern of longevity can be deduced
from these factors because there are no reliable records to correlate the slave narrative sampling
with the overall slave population. The fact that the life expectancy during Jim Crow eras in
1930’s for Blacks was 48.5 compared to 1850 is quite telling in that they were almost double the
purported life expectancy rate calculated at age 23. This fact is even more striking in that
Blacks during slavery and attests to their resiliency in the face of the limited medical care as
borne out by the following slave narratives:
Ex-Slave Jennie Kendricks was interviewed 8 May 1937, and was born in 1855, which
made her 82 at the time of the interview (Works Project Administration, Volume IV, Part
3 (2008) pg. 1-7). In response to a question about the type of medical attention provided
According to Jennie Kendricks, she has lived to reach such a ripe old age because she has
always been obedient and because she has always been a firm believer in God.
“whenever there was sickness, a doctor was always called. As a child Gussie was rather
sickly, and a doctor was always called to attend to her. In addition to the doctor’s
prescriptions there was heart leaf tea and a warm remedy of garlic tea prepared by her
grandmother”


Ex-Slave Henry Wright was 99 at the time of the interview (Works Project
Administration, Volume IV, Part 4 (2008) pg. 193-205) After the Civil War:
“When freedom was declared he says that he was a very happy man. Freedom to him
did not mean that he could quit work but that he could work for himself as he saw fit to.
After he was freed he continued working for his master who was considerably poorer
than he had ever been before. After the war things were in such a state that even common
table salt was not available. He remembers going to the smokehouse and taking the dirt
from the floor which he later boiled. After the boiling process of this water which was
now salty was used as a result of the dripping from the meats which had been hung there
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to be smoked in the ‘good old days’’ (Works Project Administration , (2008) pg. 193205). In response to a question about the type of medical attention provided --Henry
replied if a “Nigger come down sick,” the family doctor was promptly called to attend
him and, if he was bad off, the Major “sat up” with him, or had one of his over-seers do
so. Besides having to take care of the young children, these older slaves were required to
care for those slaves who were ill. Mr. House employed a doctor to attend his slaves
when their cases seemed to warrant it. If the illness was of a minor nature he gave them
castor oil, salts or pills himself. Then, too, the slaves had their own home remedies.
Among these were different tonics made from “yarbs”(herbs), plasters made from
mustard, and whisky, etc. Most illnesses were caused by colds and fevers. Mr. Wright
says that his two brothers and his sister, all of whom were younger than he, died as a
result of typhoid fever. He attributes his ripe old age to sane and careful living. In any
case he says that he would rather be free than be a slave but—and as he paused he shook
his head sadly—“In those days a man did not have to worry about anything to eat as there
was always a plenty. It’s a lot different now”


Margaret Green was 81 at the time of the interview. (Works Project Administration,
(2007 Georgia Part 2 ebook 22166). In response to a question about the type of medical
attention provided -- Margaret was asked who attended the slaves when they were sick.
“Marse Cooke’s son was a doctor,” she replied, “and he ‘tended anybody who was bad
sick. Granny Phoebe was the midwife at our plantashun and she birthed all the babies.
She was old when I was a little gal, and she lived to be 105. Marse Cooke never let any
of his slaves do heavy work ‘till dey wuz 18 years old.” Margaret’s father went to the war
with “Marse Cooke” as his body servant, and her mother went also, to cook for him!



Ex-slave Julia Rush was 109 at the time of the interview. (Works Project Administration
Volume IV, Part 3 (2008) p. 229-232). In response to a question about the type of
medical attention provided -- Julia Rush replied,
There was very little illness on the plantation where Mrs. Rush lived. Practically the only
medicine ever used was castor oil and turpentine. Some of the slaves went to the woods
and gathered roots and herbs from which they made their own tonics and medicines.



Ex-slave Narrative: Amanda Mc Daniel was 80 years of age at the time of the interview.
(Works Project Administration Volume IV, Part 3 (2008) p. 229-232) In response to a
question about the type of medical attention provided –
Mrs. McDaniel says that she has reached such an old age because she has always taken
care of herself, which is more than the young people of today are doing, she added as an
afterthought.” All the serious illnesses were handled by a doctor who was called in at
such times. At other times Mr. or Mrs. Hale gave them either castor oil or salts.
Sometimes they were given a type of oil called “lobelia oil.” At the beginning of the
spring season they drank various teas made out of the roots that they gathered in the
surrounding woods. The only one that Mrs. McDaniel remembers is that which was
made from sassafras roots. “This was good to clean the system,” says Mrs. McDaniel.
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These narratives demonstrate the ex-slaves’ exceptional understanding of the political
situation and the resiliency to respond in a manner that protected their tenuous positions. When
one considers the oppressive conditions under which they lived as slaves and the difficulties that
they faced while transitioning to life as “free” individuals in oppressive conditions often worse
than slavery, one marvel at their ability to adapt and survive. As these narratives demonstrate, the
quality of medical care alone cannot account for the longevity of over 2300 formers slaves who
gave testimony in the WPA slave narratives. According to Sewell (2005) and Russell, Cooper,
Frone, Pierce, (1999) stress over modern concerns such as income, the ability to support one’s
family, to maintain a roof over one’s head, to purchase adequate food, social status, and related
areas has a debilitating effect on individual health outcomes. On an elementary level, the need
for food, shelter, and health needs were met by those who had a vested interest in keeping them
healthy enough to work to and contributed to their wealth.
“In view of the fact that the life span of a slave from initial purchase to death was only
seven years and some former slaves managed to live longer in the absence of adequate medical
care, diet, and other factors, their resiliency is remarkable.” In addition, the former slaves had the
responsibility of supporting themselves while rapidly adapting to and understanding the cultural
nuances of a society outside of which they had lived and of which they had been deprived of any
information for generations, leading them to experience high levels of stress. An article
appearing on the Website BET.com, as well as other resources, describes how the dimension of
social status and specific policies have limited Blacks’ access to healthcare. The article argues,
“Simply put, the stress of living and working in a ‘race-conscious’ society slowly wears down
Black people from all walks of life … Stress eventually erodes health, a gradual process that …

-102-

[is called] … ‘weathering.’” A study published in The American Journal of Public Health (2006)
found a link between discrimination and health stated “… there is still substantial consistency
among the studies … that discrimination can be associated with poorer health overall, including
problems with depression, high blood pressure, and heart disease.”
Researching the stress associated with modern living and unequal access to healthcare,
Syeda (2004) argued that the underlying assumption regarding the link between economic
inequality and health is that economic inequality generates a sense of social deprivation, which
contributes to poor health by exposing the most relatively disadvantaged individuals to higher
psychosocial risk factors. Syeda’s contention that stress is a health-debilitating factor is
supported by Pearlin, (2000) House et al.(1988) and a number of other researchers. KiecoltGlaser et al., (1984) also found that social isolation and social/environmental conditions
influence psychological states and subsequent physiological stress reactions. Geronimus et al.
found that Blacks of all ages have higher allostatic load scores than Whites that cannot be
entirely explained by individual socio-economic status, which suggests that the cumulative
impact of social and economic adversity can profoundly affect health.
The slave narratives, as well as other sources, support the fact that stress and health disparities
circumscribed the lives of former slaves. With that said, however, it appears that the former
slaves regulated their emotions through the use of various coping mechanisms such as inhibition,
confession, and use of symbolic forms of communications among their social network.
Moreover, it appears that their resiliency changed across time as circumstances and situations
changed and which appears to be explained by the timing of the influences of social inequalities,
changes in resilient pathways which once served to insulate them from the effects of racism,
leaving the former slaves more vulnerable to the consequences of health.
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Research Objective
The research objective was to investigate several theoretical areas to attempt to explain
the health discrepancies that exist between Blacks and Whites. To make sense of the meaning of
the day-to-day experiences of former slaves, this study includes major themes found in the
theoretical and empirical literature that may give influence the health disparities found between
the African-Americans and Caucasians. To expand the discourse regarding the impact of slavery,
the following segments examines the sociopolitical forces and causal pathways from different
theoretical perspectives that help shape the health status of African Americans, including theories
of social dominance, social determinants of health, life-course development, stereotyping,
confession, inhibition, and resiliency to locate key concepts that may give voice to the possible
function of cohort and period factors in longevity among African Americans.

Inhibition and Confession
The life of a slave required developing the ability to inhibit oneself from performing,
thinking about, and accomplishing basic actions that most take for granted, such as being able to
read, write, and speak one’s mind. Slavery required a race of people to accept their lot in life and
develop ways of coping with events utterly foreign to them. The fear of retribution undoubtedly
plays a crucial role in the inhibition of thought and confession made to WPA interviews. At the
time that the narratives were published, the ex-slaves may have feared that they would face
negative repercussions from such forces as the Ku Klux Klan, forces that even the use of Black
interviewers could not overcome.
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Resiliency
An exciting and resounding theme throughout this examination has been the ability of
Blacks to advance to their current circumstances despite withstanding inhumane treatment under
slavery, decades of segregation, and many forms of discrimination. The resiliency that they have
demonstrated represents strength and the will to not just survive but succeed. Walsh argued that
such resiliency, which has been physical and mental as well as spiritual in nature, demonstrates
the ability to heal from painful circumstances and move on. The following slave narrative
demonstrates such resiliency:


Ex-slave Narrative: Walton Young, AKA Mammy DinkWalton Young was 96 at the time
of the interview. (Works Project Administration Volume IV, Part 3 (2008) p. 229-232)
Events after the Civil War: “At the time that the slaves were freed it meant nothing in
particular to Mrs. When asked about her longevity Walton replied naturally for one of
her age, the shadows are lengthening. “Mammy Dink” has never had a child; all her kin
are dead; she is 96 and has no money and no property, but she has her memories and,
“thank Gawd,” Mrs. Davis—her guardian-angel, friend and benefactress. The Davis
family was devoted to the faithful old servant. A week ago she developed a severe cold
and was sent to the hospital. She passed away Saturday night—the old body had given
out. The funeral service was conducted yesterday afternoon from St. Philips colored
church in Girard. She was buried in a churchyard cemetery, two or three miles out, on
the Opelika road. The White people who were present wept at the departure of one who
was both servant and friend.
Resiliency, a definitive trait demonstrated by these ex-slaves, has become part of Black

culture, as the ability to take on, weather, and survive adversity is part of African American
history. The fully understand developmental pathways and trajectories that may account for the
extraordinary coping skills in the presence of stress analysis of the Afrocentric Paradigm is
required; According to Mazama (2003 Afrocentricity is best understood as a paradigm consisting
of three distinct, but related aspects, the affective/cognitive/conative, structural, and functional
dimension of group attitudes and beliefs.
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Life-Span Theoretical Perspective
Application of lifespan theoretical perspective provides a useful means of understanding
the different mental paths different groups take in terms of their experiences, and those passed on
by parents and family. The theoretical framework helps one understand why people react
differently when exposed to disease and/or protective factors, as well as the social conditions that
link the effects of risk and protective factors to the social environment. Input at an early age by
families is a critical aspect of one’s development, as it provides one with belief systems and
specific skills for interacting within society. The same holds true for Whites, as evidenced by the
generations of Southerners. They supported segregation due to family teaching and influence.
Stereotyping
Stereotyping that leads to prejudice is based on limited to little contact with the
stereotyped group, typically being reliant on external reports and/or second-hand information.
Stereotyping remains an issue for Blacks in the United States, one that leads to racial profiling.
Tajfel and Turner explained that in the context of a society that categorizes ethnic groups, the
media presents Blacks as thugs, drug dealers, athletes, singers, and entertainers, which
contributes to public perceptions in a process that involves the following steps:


Categorization



Identification



Social comparison

Moreover, both Blacks and the general public maintain a collective memory of Blacks as
slaves, resulting in a negative image of African Americans as being lower on the social ladder.
Collective memory also contributes to the positioning of Blacks in the minds of the population
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concerning their positioning in society. As children mature, they maintain these images, thus
accounting for why generations pass before stereotypes are overcome.
Social Dominance Theory
Social dominance theory explains how groups within a society are organized in a
hierarchy and why the dominant group tends to be the recipient of the largest share of the
society’s assets while subordinate groups receive an inordinate share of its liabilities. Pratto, and
Sidanius (2006). According to the social dominance theory, subordinate groups receive lowerquality education and jobs and have fewer choices regarding such factors as housing.
Social Status
The experience of slavery and the post-slavery years continues to resonate today on every
level—medically, psychologically, economically, and politically. Social, political, and economic
factors now are acknowledged to be “fundamental” causes of disease that affect behavior,
beliefs, and biology. The prevailing views of society embedded in the consciousness and
attitudes of the majority of the populace during slavery, which reflected an uninformed
understanding that did not acknowledge that all humans are equal, continue to resonate today.
Throughout the centuries, Blacks have been limited to living in neighborhoods where
poverty, inadequate education, and crime are the norm. The underlying assumption of the link
between economic inequality and health is that economic inequality generates a sense of social
deprivation, which contributes to poor health by exposing the most relatively disadvantaged
individuals to higher psychosocial risk factors. Although achieved socio-economic status factors
contribute to different health status, they have not been found to fully explain the health
differences by race or ethnicity.

-107-

Health Disparities
This study has consistently found that social status, stereotyping, life-course
development, social dominance, resiliency, inhibition, and confession have all been contributing
factors to health disparities. This is confirmed by the IOM report, Unequal Treatment:
Confronting Racial and Ethnic Disparities in Healthcare, Institute of Medicine (2002), which
revealed the significance of the healthcare disparities faced by Blacks in the United States.
Specifically, the IOM found that racial and ethnic disparities in healthcare are the result of
biological, genetic, social, cultural, and environmental factors; differences in rates of access,
utilization, and prescription of healthcare services; and specific health behaviors that occur in the
context of broader historical and contemporary social and economic inequality.
The inequalities faced by African Americans reflect contextual factors that operate on
multiple levels and range from overt and covert racism, various forms of oppression, and other
environmental sociopolitical features. These features include disparities in healthcare that Blacks
have experienced and continue to experience from before birth to death. These disparities
contribute to the remaining disparities in longevity as compared with Whites.
Moreover, these factors operate within a social context that has formulated an unofficial
policy that denies minorities’ equitable healthcare within a for-profit healthcare system in which
money rules.
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CHAPTER V
RESULTS AND PRESENTATION
This study examines historical data regarding the social experience of slavery, including
the transition from slavery to freedom, utilizing the slave narratives in conjunction with other
contemporary records to understand the potential role of cohort and period factors in longevity
and reasons why African Americans have a lower life expectancy than Whites. Life expectancy
and longevity both refer to the number of years that a people in a given country or population can
expect to live.
The goal of this study was to investigate factors which that might explain the health
discrepancies which continue to exist between Blacks and Whites. Black health disparities and
unequal access to healthcare cannot be viewed in isolation from the U.S history of slavery,
racism, and legal and de facto segregation. The controversy over the health and mortality of
slaves and free Blacks can be traced to the abolitionist era, when critics of slavery included
charges of poor living conditions and poor nutrition as part of their attack against the institution
of slavery.
The prevailing thought that all men were not created equally gave way to the belief that
ownership of another human being was not in any way a violation; in fact, the ownership’ has its
roots in the erroneous interpretation of Bible scriptures. Thus laying the foundation the
prevailing racist philosophy that articulates the belief that Whites’ are superior in thought and
biology and the weaker race African Americans and the indigenous people of America, the
American Indians were both inferior.
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The slave regime left an enduring legacy of attitudes and habits predisposing former
masters and slaves to think and behave in specific ways. The belief about the inferiority of nonWhite continues to be articulated in subtle forms today. Within this context, prejudice and
stereotyping, may serve as potent stimuli and affect choice making decisions (Charles, 2009).
The Schulman cardiovascular study (1999). in the New England Journal of Medicine showed
such an effect, as did a study by Michelle van Ryan and J. Burke on “Physicians’ Perception of
Patients” in the Journal of Social Science and Medicine (March 2000). The results of empirical
research supported the hypothesis that physicians ‘perceptions of patients were influenced by
patients’ sociodemographic characteristics.
Throughout this study, social class or social status repeatedly appear in education as the
most powerful predictors of health, disease causation, and longevity. Epidemiological studies
have concluded that social, political, and economic factors are “fundamental” causes of diseases
that affect behavior, beliefs, and biology. For example, Syeda (2004) contends that the an
underlying link between economic inequality and health is that economic inequality generates a
sense of social deprivation that contributes to poor health by exposing the most relatively
disadvantaged individuals to higher psychosocial risk factors. Moreover, Syeda (2004) states that
low socioeconomic status may predict enhanced emotional and physiological reactivity to stress
due to a deficiency in psychosocial resiliency and limited opportunities to replenish resource
reserves.
Several correlational and experimental studies found that keeping significant traumatic
experiences private (or hidden) is associated with increased rates of disease, rumination, and
subjective distress. Pennebaker and O’Heeron (1984) Stone, Hurewitz,and Kaell (1999) have
demonstrated that normal individuals who detail their past traumatic experiences decrease their
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autonomic reactivity and subjective experience of distress, stimulate productive behavioral
change, enhance their immune function, and improve their physical health over time, while
suppression of emotional thought decreases immune functioning. Chadiha and Brown (2002)
have concluded that the prolonged negative impacts of racism in the United States, societal
discrimination, poverty, substandard housing, poor neighborhood conditions, and lack of
insurance have led to insufficient access to healthcare of quality, resulting in the poor health
outcomes experienced by Blacks. Researchers Hayward and Heron (1999) Warner and Hayward
(2006) suggest that racial disparities in health are the outcome of a long-term and cumulative
process of disadvantage associated with both race and socioeconomic status and one mechanism
for health inequality across the life course.”
The conceptualization of racial and ethnic health disparities must go beyond issues
related to a lack of access to healthcare, income, or education. Source data reveals over the past
150 years that the Black population is living longer. The life expectancy of African Americans
has tripled and projected to trend upward in 2050, narrowing the gap in Black/White longevity.
Given the medical advances in healthcare, the question still remains what factors account for the
7-year disparity in Black and White longevity? The question becomes more poignant when
reviewing the 2050 projections for Blacks in contrast to that of Whites. At what point could one
expect parity between the two groups if at all. Therefore, it is imperative that whatever issues
that relate to the disparities between the Whites and Blacks need to be fully explored. African
Americans’ former status as slaves is a status that no other ethnic group currently shares in
modern society- even though every ethnic group at one time in history was enslaved in other
places and times. No other group’s experience approaches the negativity of the African
American’s: 246 years of chattel of slavery (64.74%) of the Black experience); 100 years of legal
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segregation and apartheid (26.31%) of the Black experience; and less than one generation of de
jure, though not de facto, freedom (8.95% of the Black experience). The destructive effects of
oppression and exploitation on health linger and are challenging to transcend when systemic
attacks on the institutional stability of people persist (Semmes, 2006).
In order to thoroughly understand the racial and ethnic health disparities we must look at
the social context of health inequality. According to Adimora and Schoenbach (2005) social
context (demographic, socioeconomic, macroeconomic, and sociopolitical features of the
environment) influences the epidemiology and consequences of individual behaviors that affect
health outcomes. Massey and Denton (1998) assert that social forces such as discrimination,
segregation, and urban inequality have a direct impact on neighborhoods affecting social
interaction by shaping how people perceive their circumstances and influencing where and with
whom they live—even shaping available resources. (Fitzpatric and LaGory, 2000) assert the
ecological landscape in which people live matters and determine access to resources and choices,
influencing obtainable lifestyle options and shape health-related practices, beliefs, and behaviors.
The mortality and morbidity rates of modern-day Blacks reflect the fact that
African Americans have not fully shared in the great advances that have been made in modern
medicine and technology. Socio-demographic differences among racial/ethnic subgroups may
explain some past discrepancies. However, none of the socio-demographic indicators associated
with health disparities, i.e., population density, family income, health insurance coverage,
welfare status, educational attainment, marital status, employment status, and the number of
children, sufficiently account for racial/ethnic differences in health outcomes.
The former slaves were stripped of rights, dignity, and even human status despite it all
they were able to maintain their human dignity by building communities and families providing
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one another with mutual support creating binding networks, through coded language and resilient
developmental pathways. Researchers Hawley and DeHaan (1996) argue that “resilient families
respond positively to crisis conditions in unique ways, depending on the context, developmental
level, the interactive combination of risk and protective factors, and the family’s shared outlook.
Being resilient includes more than merely surviving; it also encompasses the ability of
individuals “to heal from painful wounds, take charge of their lives, and go on to live fully and
love well. Walsh, (1996).
The causes of the remaining disparities in health disparities access and health status
among African Americans are varied, and their roots are deep. According to the literature they
are entwined with the history of slavery and discrimination, with rural and inner-city neglect,
with differential wealth and differential access to health care, with the timing of inequalities in
health and disease across the entire lifespan, as well as with cultural traditions and cultural
biases. The inequalities faced by African Americans reflect contextual factors that operate on
multiple levels and range from overt and covert racism, various forms of oppression, and other
environmental sociopolitical features. These features include disparities in healthcare that Blacks
have experienced and continue to experience from before birth to death. These disparities
contribute to the remaining disparities in longevity as compared with Whites.
As research has shown, health varies over time. From a life-course perspective, the social
distribution of health and disease results from the process of accumulating advantages and
disadvantages. This study found that the quality of medical care alone cannot account for the
longevity of over 2300 formers slaves who gave testimony in the WPA slave narratives.
Moreover, analyses of over 230 slave narratives and other source data revealed that
health disparities circumscribed the lives of former slaves and that their resiliency changed
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across time as circumstances and situations changed. The timing of the social inequities and the
social path of Blacks who moved from the highly charged period of open racist exploitation to
one of subtle racism may be a key contributor to understanding factors associated with the
disparity in health status among Whites and Blacks.
O’Rand’s (1996) theory of cumulative advantage seems to have utility when examining
the causes for of discrepancy ins longevity among Blacks’ and Whites’ that early life inequalities
in educational attainment and other forms of life-course capital affect subsequent income and
wealth accumulation in an interactive process. Moreover, O’Rand argues that early life
inequalities may place African Americans at a persistent material disadvantage that affects the
daily life chances of both current and future generations and at a permanent and increasing
disadvantage relative to Whites with age. Therefore a research imperative exists to thoroughly
investigate thoroughly the correlation between the health outcomes and the influences of culture,
ethnicity, self-esteem, bias, partiality, and group identity to know or discover the main factors
responsible for the health disparities.
The United States of America invests more in healthcare more than its developed
counterparts. In the year 2007, about $2.2 trillion was spent in the healthcare sector. Although
consistent increments increases have been made in spending, differences in access and outcomes
continue to exist based on demography. Americans who have low income along with ethnic
minorities experience increased rates of diseases, inadequate treatment plans and options, and no
access to healthcare services and facilities. Unlike the healthcare systems in most developed

countries, which are based on citizenship and mandate equal access to treatment and are
controlled by the government.
In contrast, the healthcare system in the United States is based on the ability to pay. As
such, status and benefits are the crucial determinants, which determine the category and quality
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of healthcare given in this country, creating a disparity between the Black population, which has
a poverty rate of 23%, and the White population, which has a poverty rate of six percent.
Current healthcare and health insurance costs in the United States average $3,000 per year—
nearly ten percent of the median Black income of $32,025 in 2007, but it is only about seven
percent of the White median income (of $41,851). Yet affordability is not the only contributor to
the disparity in health care access—location is a significant variable. The finest and superior
quality of hospitals and services are mostly found in the White neighborhoods, which gives them
a better quality of healthcare services.
Because the U.S. Healthcare system is profit-centered, access to healthcare in the United
States depends on the ability to pay for services. Private medical institutions and services and
facilities concentrate on retaining and attracting the best medical professionals and experts. They
as they can offer higher salaries to them, thereby relegating public hospitals to the rank of
secondary institutions. It is the duty of the policy planners to study the cultural and political
environment which that has created a gap in health responses among the individuals who have
been oppressed. On the whole, the future of health in the United States of America would be
affected significantly by successfully developing and implementing healthcare strategies to
further improve the health conditions of racial minorities and investigating and studying the
wide-ranging variables that would influence their health outcomes.
In conclusion, the disparities in health between Blacks and Whites appear to be more of a
social phenomenon as opposed to a matter of biology or genetics (Sigerist, 1941). Thus, the
course of action to be taken to improve both the health and access to healthcare for all is evident
and apparent. Changes in the United States’ policy of healthcare policy and practice must occur
to mandate the provision of high-quality healthcare to all Americans as a human being based on

-115-

the philosophy that all men (and women) have equal rights to access the resources of the society
of which they are members.
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APPENDICES
APPENDIX A-1
The Carmichael collection, purchased by the University of Virginia Library on January
30, 1998, consists of approximately seven hundred notes, receipts, and letters written to
James Carmichael and his sons from 1819 to1830 and a daybook dated 1816-17. These
documents, written by wives, husbands, children, siblings, parents, overseers, owners,
and the patients themselves, pertain primarily to patients’ symptoms and complaints,
including requests for urgent visits, advice, or additional medications.
Note: The Library of Congress is not aware of any copyright restrictions for the materials
presented in this slave collection. U.S. Government employees created the materials in
this collection. Generally speaking, works created by U.S. Government employees are
not eligible for copyright protection in the United States, although they may be under
copyright in some foreign countries.
Carmichael Collection: Letter from William Jackson, Jr., July 25, 1823
Drs, Carmichael & Son
I have a Small negro girl, 8 years old that was taken last Saturday with a high fever &
violent pain in the head, & appeared Sleepy & dull: She has had a dose of Calomel, & a
dose of Salts & tartar, both operated well & She is dischared a good deal of bile; but She
Still continues very weak, her appetite very bad, She has a high fever every evening; we
this mo-”g gave her a dose [of] worm Seed oil- you will please Send what you think
necessary with directions I Shall be in town tomorrow and will See you,Yrs Very
Respectfully
William Jackson jr July 25th 1823
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APPENDIX A-2

Carmichael Collection: Letter from Burwell Leavell, July 18, 1920
Sir
I wish you to come out & see one of my men amediately as he appears to be considerable
pain & cannot Rest well if you can not come on the Riciet of this send the Bearer to
Doctor browne & get him to Come
I am yours & c
Burwell Leavell
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APPENDIX A-3

Carmichael Collection: Letter from George Banks, August 10, 1826
Gent.
I wish you to prescribe for a negro child 18 month has hasd a disentry for 3 or 4 weeks
proceding with worms- in this time it has discarded more tha from the stomach all
animated. We have time to time give the child 3 Doses of Calomel without any good
efrect & in 3 Dos the calomel was followed Oil- it has also take the ceder apple- with
occasional portions, Spirits. Turpentine it has also taken the Jerusalem plant it declines
daylyI am most truely yours
Geo. Banks
10 August 1826
Doctrs. C & Son
Fedg.
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APPENDIX A-4

Carmichael Collection: Letter from Charles R. Batiaile, November 16, 1827
Dear Sir
I have a very sick woman who was taken a few days since, with fever, pain in the head,
and slight delirium, but constant pain since she was taken: It commenced with an ague.
She complained also of a sore throat but that is not very evident. I bled her for cold,
Gave her a dose of Calomel and castor oil, also blistered but without any abatement as
yet of symptoms. I should be glad if you could see her, and I have been thus particular to
save time, that you might be apprised of the symptomsYrs
Respectfully
Charles R, Battaile
Dr. Edward Carmichael
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APPENDIX A-5

Carmichael Collection: Letter from William Herndon, Jr., January 27, 1820
Messrs Carmichael & Son
We have boy about 18 or 20 years old, Who have the mumps, he has been confined two
or three days- Isabella has given him a Cathartick. I shall blead him today. He has high
feavours,. & a voilent pain in the lower parts of his belley. & has not made water but
very. Isabella our Doctriss has believed flaxceed tea proper; however your advice &
what medisin you may think [proper] will be greatfully received—
Yrs respectly

Wm Herndon
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APPENDIX A-6

Carmichael Collection: Letter from Elizabeth C. Withers, February 11, 1826
WoodLand Feb.r 11th 26
Dear Sir
Mr. Withers has considerable fevers at night and of his hip which is very much puffed
and if you I can have it opened by a neighbour who as you mentioned nothing respecting
it I feel at a do- until I hears I send by the servant 6 dozen of egg in haste,
Yours Respt.
Eliza C. Withers
PS. Send another vial of camphorated mixture his hip has no inflammation whatever and
the poultice now is slippery elm, and milk and is taking bark when clear of fevers
ECW

-122-

APPENDIX A-7

Carmichael Collection: Letter from F. S. Stoel, October 3, 1820
Doctr James Carmichael
Or
Doctr Edwd H. Carmichael
I send my Boy Israel down for you to examine him, I have examined him, and find he has
go the Pox, will you give him what medicine that is necessary- and write the directions very
plain that it may be understood by any person- as I cannot be at home to attend to him myself..
and my overseer will have to do it--. Please write very particularly, and let him be cured as soon
as possible for he is my best hand. Top the Plow and I am about to seed Wheat, and am now
loosing by this improvidence
I am sir
Yr Most Obt Sevt
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APPENDIX B-1
Recapitulation of the tables of Population, Nativity and Occupation 1860

-124-

APPENDIX B-2

-125-

APPENDIX B-3
Summary Analysis by age and sex of Free and Enslaved Populations in 1860-1890
Free slaves age 70 and fewer than 80

free slaves age 80 and less than 90 Total

Males

3198

Males

1006

4204

Females

3838

Females

1570

5408

Of the 488,070 free slaves 2% or (9612) were over 70 and under age 90. While 1.96%
were over age 80 and under age 90.
Slaves age 70 and under 80

Slaves age 80 and under 90

Total

Males

15,433

Males

4627

20,060

Females

15,724

Females

5334

21,058

Of the number of free [488,070] and enslaved Blacks [3,053,376] in 1860 50,730 or
1.43% were age 80 and under age 90.
Of the aggregate number of free and enslaved Blacks IN 1860 or 3,541,446 1.07% were
age 70 and under age 90.
When isolating only the aggregate number of slaves [3,053,376] 41,118 or 1.34% were
over 80 and under 90.
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APPENDIX C-1
Abdomen

Back

Blind

Abdomen pain

Back complaint

Blisters

Abdomen swollen

Back pain

Blood

Abscess

Bad health

Blood inflammation

Abscess groin

Belly

Bloody discharge

Abscess thing

Belly pain

Bloody mucus]

Afflicted

Bile

Bloody passages

Affliction

Bile greenish

Bloody stool

Afterpains

Bile yellow

Bloody saliva

Agitation

Biles

Bloody stool

Ague

Biliary ducts

Bloody urine

Ankle

Bilous

Body

ankle swollen

Bilious dyark

Boils bone

Anxiety

Bilious fever

Bone exfoliation

Appetite

Bilious intermittent fever

Bowel complaint

Arm

Bladder

Bowel pain

Astma

Bladder stones

Bowels

Attack

Back vomit

Bowels disordered

Aversion to medicine

Bleeding

Bowels free

Note: To preserve the authenticity of the Carmichael letters the list of aliments presented reflect
the original text provided in the catalogue of ailments.
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APPENDIX C-2
Bowels indisposed

Cancer

Convulsive fits

Bowels laxative

Cannot stand

Costive

Bowels loose

Catamenia

Cough courses

Bowels swollen

Chafing

Cramp

Bowels unsettled

Cheeks

Cramping

Breaking out

Chest tightness

Creeping sensation

Breast affliction

Childbirth

Critical

Breast bone

Chills

Croup

Breast pain

Chilly

Cut

Brest swollen

Choking

Cutaneous affection

Break ulcers

Choling sensation

Cutting teeth

Breast uneasiness in the

Cholera

Dangerous

Breastfeeding

Cholera morbus

Dangerously ill

Breath

Clitoris

Death

Breathing difficulty

Cold

Debilitated

Breathing hard

Colic

Debility

Broke out

Complaint complexion

Deciduary membrane

Broken hand

Confined to bed

Deciduous membrane

Bruises

Confinement

Delirious

Burn

Constipation

Delirium

Burning

Convulsed

Depression

Calcutta case

Convulsions

Derangement
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APPENDIX C-3

Diarrhea

Erysipelas

Feeble

Die

Evacuation

Fever

Diet

Exercise

Fingers

Digestion

Exfoliation

Fingers Cold

Digestive Organs

Exhaustion

Fistual

Discharge

Expectoration

Fits

Disease

Extremities

Flatulence

Diseased

Eye

Flesh

Distress

Eye Inflamed

Flooding

Dropsy

Eye Pain

Flow Of Menses

Drowsy

Eyes Red

Food

Dry

Eyes Swollen

Foot Cold

Dull

Face

Foot Hot

Dysentery

Face Broken Out

Foot Pain

Dyspepsia

Face Swollen

Foot Swollen

Ear

Fainting

Foul Tongue

Ear Pain

Faintness

Fractures

Ear Swollen

Fall

Frostbite

Effusion

Family Way

Fundament

Elbow

Fascia

Giddiness

Elbow Out Of Place

Fatal

Glands Swollen

Emaciated

Fatique

Gonorrhea

Eruptions

Feces

Gout
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APPENDIX C-4
Gravel

Influenza

Intermittent

Green Bile

Insensible Of Motion

Intermittent Fever

Gripping

Heat In Head

Invalid

Groin

Heaving Up

Irritation

Gums

Helpless

Interruptions

Gums Sore

Hermaphrodite

Issue

Hand Cold

Hernia

Itch

Hand Swollen

Hip Bone

Jaw

Hard Lump

Hip Pain

Jaw Swollen

Harelip

Hip Swollen

Joint Pain

Head

Hippo]

Kidney

Head Complaint

Hoarseness

Knee

Head Disorder

Hooping Coup

Knee Hard

Head Injury

Hot

Knee Inflamed

Head Swimming

Hysterics

Knee Injury

Head Swollen

Ill

Labia

Headache

Imposthume

Labor

Health

Inanimate

Lack Of Appetite

Hearing Poor

Indigestion

Lancination Pain

Hear

Indisposed

Languid

Heart Fluttering

Indisposition

Lassitude

Heart Palpitation

Infectious Disorder

Leg

Heat

Inflammation

Leg Pain
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APPENDIX C-5
Leg Swollen

Menstruation Lack Of

Nervous Affection

Limb Pain

Milk

Nervous Disorder

Limbs

Mind

Nervous Fever

Lips

Miscarriage

Nervous Twitches

Liver

Misery

Nettle Rash

Liver Diseased

Mons Verneris

Nervous Affection

Load In The Stomach

Monthly Courses

Load On The Stomach

Monthly Periods

Lockjaw

Monthly Sickness

Loin Pain

Motions

Loins

Mouth

Loosing

Mouth Broke Out

Low

Mouth Dry

Lump

Mouth Sore

Lumps

Mucus

Lungs

Mumps

Mad

Natting

Madness

Nausea

Malady

Navel

Matter

Neck

Measles

Neck Pain

Menses

Neck Swollen

Menstruation

Nervous
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