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Chapter 7
Security

Americansbdieve tha we are all entitled to abasic level of education, econonic well-
beng, health care, and other protectionsnecessary to human dignity. Withoutthis
security, it isimpossible to access socety® other rights and responsbilities, or to enjoy
full oppotunity. Moreover, internaiond human rights commitments--many of which, as
noted in theintrodudionto thisreport, were spearheaded by the United States--obligate
our naionto ensure basic levels of health, housing, and income security for its residents.
In this chgpter we review threats to the security of our naion and assess our progress over
time. We examine measures of income security, health and hedlth care security, housng
and food security, and physcal safety.

Thisreview shows that Americansare more secure on some measures of oppatunity,
such asrates of crimind victimization, than we have been in more than two decades. But
for mog other measures of security, nationd progressis stagnant or declining.
Increasingly, threats to security are foundin risingsodal and economic inequdity, the
eroding safety net, and unegqud access to our vast resources. Moreover, these threats
affect all Americans both directly andindirectly, as our communities and puldic
ingitutionsare weakened by alack of basic security. A summary of themajor findings
of this chgpter are presented in Box 7.

Box 7: How Secure are Americans?
Major Gainsin Security

I Many Americars arenow more secue from criminal victimizaton thanin pag
decads The percertage of U.S. households that werevictimizedby crimesfell
from 25 percert in 1994 to 15 percert in 2003, and homicide rateshave declined by
over 50 percert since 1970.

I Overall heath status hassteadly improvedfor all Americars, and life expectancy
hasincreagdto recad lewvels for all groups.

Areas of Limitedor No Progress

I Poverty isincreasng again, despite declinesin the 1990s: 5.4 million more
Americars live in poverty today thandid in 2000. In 2004 nearly 37 million pele,
about onein eight U.S. reddents, livedin poverty. Over one-third of these
individuals arechildrenunder age 18.

I Gapsin heath status among racial and ethnic groups, citizership groups, and
socioecanomic groups have not narroved much in neaty agereration. African
Americans, Americanindians, Alaka Natives and Pacific Islander Americars have
dramatcally poorer heath thanthe national average. The sameistrue for whites
who livein poverty. And although womencanexped to live longer than men their
longer lifegpanis offset by higher ratesof functional impairmert and disahility.

Areas Where Secuity Has Declined

I The number of uninsured Americans hasrisensteadly overthe lag thirty yearsto
unprececkriedlevelstoday. More than45 million Americars lack health insurance,
and more than 87 million Americars were uninsured at any point overthe lag two
years

I Affordade high-quality housing isincreasngly out of the grag of working families
who make lessthanaliving wace.
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I Hunger and food insecuity rose 26 percert between1999 and 2004. Most alaming
istherisein food insecuity among children. About 20 percert of AfricanAmerican
and Hispanic childrenand more than 35 percent of low-incomechildrenlivein
homesthat experienced periods of food insecurity during that period.

Americansgenerally view the United States as aland of boundkss oppotunity, where
individuds can achieve thar dreams regardless of ther gende, race, nationdity, family
background,or the circumstances of thar birth. But increasingly, Americansexperience
threats to oppotunity arising fromalack of basic hedlth, eduction,income, and other
protections These threats affect all Americans asalack of basic security weakens our
community ingitutionsand violates our naion@ core prindples and values. Moreover,
these threats dispropottionaely affect groupswho historically have been mog vulnerable
to exploitation and margindization. These indudewomen, communities of color, rural
communities, immigrants, poorand working poorfamilies, and others whose security is
threatened onadaly basis.

This chapter reviews threats to the parsond security of the nation@residents and assesses
progressin providing abasic level of security that is necessary for oppotunity. We
define security of oppotunity asabasic level of hedlth, income, food security, and
physcal safety, bdow which nooneshould beallowed to fall if our naion remains
committed to full oppatunity. Specifically, we examinetrendsin income security
(povety, bankruptcies, and penson paticipaion); hedth security (hedlth status health
care access and qudity, occupaiond safety, and housng); food security; physcal safety
(homicide, seriousand violent crimes); and environmental security. Many of these same
indicators are also used in domestic and internaiond human rightsreports, as they reflect
the humen rights community® consensus aboutthe basic rights tha are key to
oppotunity. Where data are available, we doaument nationd trendsas well as daa
disaggregated by gendea, race or ethnicity, immigration and citizenship status and
income or education level.

About the Datain this Chapter

Themain daa sources for this chagpter indude federal daa ontrendsin health, povaty
and economic security, food security, and crimind victimization; federal research reports
published by the Bureau of Judice Statistics, the Nationd Center for Vital Health
Statistics, and other federal agendes; research publshed in peer-reviewed literature; and
other research reports pulished by policy research organizationssuch as the Economnic
Policy Inditute.

Where daa are available, we summarize trendsin measures of security over time. In
addition, we review literature ontheimpact of selected measures on AmericansO
oppotunities. Asnoted earlier in thisreport, there are severa limitationsof thedaa.
Federal data collected prior to 1997rarely induderacial and ethnic groupsother than
whites, African Americans, and Hispanics. Further, these broad racia and ethnic
categories often fail to adequaely capture thediversity within U.S. racial and ethnic
groups which may vary consderably onthebasis of immigration statusor ndivity,
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primary languaye, cultural identification, and area of residence. A full assessment of
oppotunity should indudea consderation of how oppotunity varies dongthese
dimensdons Where possible, we present subgroup information such as variationsamong
Asian-American and Hispanic nationdity groups

Similarly, federal data are rarely disaggregated by both race or ethnicity and measures of
sodal class or sodoeconomnic status Y et theoppatunity bariers for low-income whites
may differ inimportant ways from those of better-off whites and some minorities. We
encourage future andyses to examine how oppotunity indicators differ by race or
ethnicity andincome, as well as thar interaction.

Income Security
Poverty

Poverty remainsa persistent threat to the security of millionsof Americans In 2004
nearly 37 million people--aboutonein eight U.S. residents--lived in povety. More than
onethird of these individuds are children unde age 182 Women, people of color, non
citizens and people wholive in urban andrural areas are dispropottionaely represented
amongtheimpoveished. These ggpshave persisted for decades, butthey narrowed after
periodsof progressive policies tha focused oninaeasing econonic oppotunities for the
working poorand creating more equitable employment practices (e.g., the Earned Income
Tax Credit and federal minimum wageinareases). * Disturbingly, however, these gaps
have widened in recent years. Thistrend threatensto increase not only the nunber of
Americansliving in povety, but aso theecononic ggpsbeween men and women, racial
and ethnic groups new arrivals and old, and between thos with highe levels of
education and skills and those withoutthem.

Gendea Gapsin Poverty. Theeconomc surgeof the 1990sproduced unprecedented job
growth tha hdped to subgantially reduce rates of U.S. povaty. Butthegapin povety
between women and men has persisted, and overall povety rates have since risen.
Annudly since 2000, beween 22 percent and 27 percent more women than men have
been amongtheranksof theimpoveished in the United States--a ggp tha, by and large,
has not changed since 1966 (see Figure 7-1).* For example, the percentage of womenin
povety droppedl to its lowest levels in amod thirty yearsin 200Q with aboutonein eight
women living in povaty, but poverty rates amongmen tha year droppel further, to
dighty unde onein ten.
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Figure 7-1. Poverty Rate by Gender, 1966-2004

Source: U.S.Bureau of the Census, Current Population Survey, 2005
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Radal and Ethnic Differencesin Poverty Rates. The proserity of the 1990salso led to a
diminution of theracia and ethnic ggp in povaty rates (see Figure 7-2). In 2000the
povety rate amongAfrican Americansand Hispanics was a little over 2.6 times greater
than tha for white Americans thesmallest racial and ethnic difference in povety rates
between these popuktion groupsin more than three decades. Similarly, in 2000the
povety rate anongAsian Americansand Pacific ISanda Americans was onethird
highe than tha for whites, the smallest ggp between these groupsin ten years. From
2001to 2003 however, povety ratesfor all racial and ethnic groupsincreased more
dramatically than they did for whites, widening theracial povety gap This ggp declined
dightly in 2004for all minority groupsexcept African Americans®
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Figure 7-2. People (Age 18-64) in Poverty by Race or Ethnicity,

1974-2004
Source: U.S. Bureau of the Census, 2005 Al
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Note: Data for Asian/Pacific Islander Americans is only available beginning in 1987.

Powverty among Children. Child povaty may posthe mod significant barier to
oppotunity for individuds, thar families, and thar communities. Notonly are
impoveaished children andthar familiesless likely to have material resources necessary
for adequéae nutrition, housng, and health care, they are also more likely (as detailed
elsewhere in this report) to live in communities characterized by high rates of violence,
ingability, poorqudity schools, and inadequate safety net resources.” Children wholive
in condiionsof povety face multiple barriersto full participaionin theeconomic,
cultural, and political life of thenaion. They facelonge oddsof econonic mobility, are
less likely to earn ahigh school or college degree, more likely to experience greater
health problems later in life, and more likely to have children who will likely face the
same econornic circumstances as they did, repeating a generationd cycle of poverty.

A largebody of research demonsgrates theimportance of basic levels of health, housng,
nutrition, economnic, and physcal security for children@ development and educationd
and hedlth outcomes. For ingance:

I Children who are undenourished during infant and toddler years are at greater
risk for behavioral and neurological imparment, aswell as cognitive ddays.
Similarly, undenutrition during pregnancy is assodated with prematurity, low
birth weight, and cognitive imparment, all of which are linked to poaer health
and educationd outcomes for children®

I Nearly onethird of uninsured children did notreceive medical carein 2003,
compared to 125 percent of insured children; uninsured children are ten times
more likely than insured children to fail to receive needed medical care.’
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I Studies demondrate that children who are exposed to at least oneperiod of
povaty have pooter hedlth than children who never experience povety. But
longitudina studies also show that children® health status has a direct, negative
relationship to theduration of powerty. In other words thelonge children livein
povaty, thepoorer ther heath.*

Racial and ethnic gapsin child povety rates reached thar greatest pointsin 1982and
1992, when over 45 percent of African-American and 40 percent of Hispanic children
lived in povaty, relative to 13.2 percent (in 1992)and 14.4 percent (in 1982)of white
children (see Figure 7-3). Similarly, Asan-American and Pacific ISandea-Idande
children experienced highea povaty rates than white children. In 1987and 1998, rates of
child povaty amongAsian-American and Pacific ISande-American children were more
than twice thoe of white children. These ggpsdeclined to thar lowest levelsin 2000and
2001, at theend of the econonic expangon of the1990s Since 2001,however, overall
child povaty rates have inareased, as have racial and ethnic ggpsin child povety, erasing
many of thegainsof the 1990s"

Figure 7-3. Percentage of Poor People Under Age 18 by Race or
Ethnicity

Source: U.S. Bureau of the Census, Current Population Survey, 2005
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Note: Data for Asian/Pacific Islander Americans is only available beginning in 1987.

Poverty and Citizenship Status  The United States has longbeen consdered a Qand of
oppotunityOfor newcomers. Data on povaty among native-bom citizens, naturalized
citizens and non-citizenssuggest tha oppotunity varies congderably by citizenship
status 1n 2003 non-citizenswere twice as likely as naturalized citizensto livein povaty,
althoughthis ggp has narrowed significantly since 1993,when therate of povety among
non-citizenswas nearly three times that amongnauralized citizens (see Figure 7-4).*?
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Figure 7-4. People in Poverty by Nativity, 1993-2004
Source: U.S. Bureau of the Census, Current Population Survey, 2005
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Workers Living in Poverty. 1n 2003more than 24 million people who worked full- or
pat-timelived in povety, and over onein ten impoverished individuds worked full-
time.®® A parent who works full-time at thefederal minimum wageto suppot afamily of
three makes $5,000unde thepovaty line'* And, as depicted in Figure 7-5, the
percentage of full-time workers whofal bdow the povety linehas increased by 42
percent since 1978. The number of these workers has more than doublked since 1978,
rising from about 1.3 millionto aimost 2.9 million workersin 2004"
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Figure 7-5. Year-round, Fulltime Workers as a Proportion of All Poor
People, 1978-2004

Source: U.S. Bureau of the Census, Current Population Survey, 2005
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Bankruptcies

Persond bankruptcy, perhgpsthe mog sensitive indicator of econonic insecurity, has
increased dramatically. Morethan 1.5 million people filed for bankruptcy in the United
Statesin 2003. Therate of consumer bankruptcies more than tripled from 1980to 2003
rising from fewer than 2 of every 1,000adults to more than 7 of every 1,000adultsin
2003 Theseindividuds are nat merely people who have amassed high consumer or
credit card debt. A recent study showed that hdf of all bankruptciesinvolve unpad
medical and health care debts. Amongthos whos medical bills contributed to
bankruptcy, average out-of-podket costs approached $12000, and three-quaters of these
individuds possessed hedlth insurance at theonset of illness.*’

Pension and Retirement Security

A dightly growing number of American hougeholds can expect to retire and receive
retirementincome tha is at least hdf of thar currentincome, based on persond savings
pensons and Sodal Security income. In 2001, 72 percent of housholdsheaded by
someoneage 47 to 64 expected to be able to retire with retirement income at least hdf of
thar currentincome, an increase of 2.3 percent since 1989.Y et less than hdf of theU.S.
workforce (46 percent) is covered by employer-sponored pensons adeclineof 4.7
percent since 1979 Andwidegapsin penson participation remain among
demographic groups gapslargdy explained by differences in education, income, and
types of employment. Women and minorities are less likely to be covered by an
employer-sponsred plan.
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African-American and Hispanic workers have lower levels of patticipaionin penson
plansthan do whites, aggp tha appears to begrowing. From 1987to 2001, penson plan
participaion amongwhite wage and salary workers increased from 48 percent to 54
percent, while paticipaionrates for African Americansincreased only 3 percent during
the same peiod, from 43 percent to 46 percent. Pendon paticipaion amongHispanics
during the same period declined from 32 percent to 29 percent (see Figure 7-6).*° These
racial and ethnic ggpspeasist at lower- and middle-income levels, but narrow
significantly between Hispanics and whites at the highest income levels. Relative to
whites, African Americanshave equd or highe levels of paticipaionin employer-
sponred pendon plansat uppe- and middle-income levels. Pengon paticipaionis
highest among public employees, andtheracia and ethnic ggp in penson paticipdionis
narrowest in this sector. More than two-thirds of Hispanic public employees, 70 percent
of African-American public employees, and 78 percent of white public employees
paticipaed in an employer-sponred penson plan in 2001 Conveasdly, theracial and
ethnic ggp in pendon paticipaion is greatest among employees in small- and medium-
sized firms?°

Figure 7-6. Percentage of Wage and Salary Workers Age 21-64 Who
Participated in an Employment-Based Retirement Plan by Race or

Ethnicity, 1987-2001
Source: Copeland, 2003
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Women@ rate of participaionin employer-sponred pengon plansincreased more
rapidly than did men® between 1987and 2001, from 41 percent to 48 percent. Men@
rate of participation inareased just onepercentage point to 52 percent (see Figure 7-7).
But pat-time workers are less likely to beédligible for participaion in employer-
spon®red plans and women are dispropationaely employed as part-time workers. In
2001, 35 percent of older women reported tha they worked too few housto beeligible
for employer penson plans compared to 20 percent of older men. And older women
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workers are less likely than older male workers to expect a penson from any source.
Only aboutonethird of older men expected notto receive a pendon, compared to 44
percent of older women

Figure 7-7. Percentage of Wage and Salary Workers Age 21-64 Who
Participated in an Employment-Based Retirement Plan by Gender,

1987-2001
Source: Copeland, 2003
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Amongcurrent retirees, thependon gap is paticularly striking, reflecting the historical
lack of oppotunities for women and people of color to work in jobsthat provide penson
bendfits. For example, amog hdf of male retireesin 2000received a pendon, compared
to 30 percent of women retirees. And amongthose who received pensons women®
pendonswere hdf tho of men--induding women@® benefits received throughther
hubandpensons® Thisgap in pensonincome contributes to highe rates of finandal
insecurity amongolder women, paticularly older women of color.

Health Security
Health Status

In thetwenty-first century Americansare enjoying unprecedented longevity and good
health. Thisislargdy dueto increases in wage and education levels, improvementsin
public health programs such as child immunization and smoking cessation, greater
awareness of hedlth risks and healthful behaviors, and better access to health care. But
many groupsexperience poorhedlth relative to nationd averages, and do not enjoy the
same access to high-qudity health care and health information as do more advantaged
groups Othea's who appear healthy based on naiond statistics may experience (hiddenO
health problems. For example, women live longe than men but experience greater
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fundiond limitationsand chronic health problems that can erodether qudity of life.®
These health ggpsweaken our security and diminish basic human rights and oppotunities
tha Americanscherish.

Life Expectancy. Americanscan expect, on average, to live longe today than at any
other pointin history. White women@ life expectancy has crept above80 years, and
white men® and African-American women@life expectancy is now dightly over 75
years. But African-American women continueto trail white women in life expectancy,
althoughthese trendshave narrowed dightly, and African-American men continueto
face lower life expectancy than other groups as their estimated life expectancy has yet to
climb above 70 years. Moreover, African-American men have experienced two peiods
of sgignificant declines in life expectancy, from 1962 to 1971and from 1984to 1990(see
Figure 7-8). Federal daaonlife expectancy among other racial, ethnic, and gende
groupsare notavailable, but given thegrowing size of these groups future federa vital
statistics reports should indudethem.

Figure 7-8. Estimated Life Expectancy at Birth in Years by Race and
Sex, 1964-2002

Source: Centers for Disease Control and Prevention, 2004
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Mortality. Overall mortality has declined steadily in the United States over thelast four
decades, with the greatest declines occurring during periodswhen econormic growth
equitably benefited al income groupsand when the overal popuktion attained higher
levels of education. Onesuch period occurred shortly after World War 11, when the G.1.
Bill increased access to highe education for thousndsof returning veterans® But for
some groupsmortality ggpospesist and in some cases are increasing, despite overall gans
in mortality. African-American men, for example, died at rates tha were 32 percent
higher than thenaiond averagefor menin 2002 Thisgap is 7 percent highe than the
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g3 in 1980(see Figure 7-9).%° Similarly, mortality rates anong African-American
females have been consstently 25 percent highe than those for women overall. And
despite the naiond trend toward declining mortality, notall groupsbenefited. American
Indian and Alaska Native women, for example, experienced a 19 percentincreasein
morg;nlity rates from 1990to 1999 before thoe rates declined in 2000(see Figure 7-

10).

Figure 7-9. Death Rates for All Causes Among U.S. Males by Race and
Ethnicity, Selected Years 1950-2002

Source: Centers for Disease Control and Prevention, 2005
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Figure 7-10. Death Rates for All Causes Among U.S. Females by
Race/Ethnicity, Selected Years 1950-2002

Source: Centers for Disease Control and Prevention, 2005
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Infant Mortality. Infant mortality has progressively declined in the United States,
paticularly dunng periodsof econonic growth tha greatly reduced povety, such as
dunngthemid- andlate-1990s Thendion has made stridesin increasing access to
prenaal care services and building hedthier communities, but these ganstill leave ggps
amongracia, ethnic, and socioecononic groups(see Figure 7-11). 2 African-American
and American Indian infant mortality rates, for example, remain amog two and three
times highe than those for whites, respectively, and lower income groupsof all races
have nearly doubk the mortality rates of those for wealthier groups
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Figure 7-11. Rates of Infant Mortality by Race and Ethnicity, Selected
Years 1983-2002

Source: National Center for Health Statistics, 2004
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Physically Unhealthy Days. Today Americansare jug aslikely, and in some cases more
likely, to fedl sick for two or more weeks in ayear than they were a decade ago (see
Figures 7-12 and 7-13).* Thepercentage of Americanswho report being physcally
unhealthy for 14 or more days has increased dightly for amog all racial and ethnic
groupssince 1993 with the sharpest inarease fourd among Native Americansand Alaska
Natives.*® Moreover, disparities between racia and ethnic groupsin physcally
unhealthy days has not diminished. 1n 2003amog 20 percent of Native Americans
reported two weeks or more of unhealthy days, ailmog twice therate of thar white
counerparts.

Similarly, amos 30 percent more women than men report two or more weeks of
physcally unhelthy daysin ayear, the same difference observed in 2003asin 1993.
Thisrate, however, istrending upward for bath men and women (see Figure 7-13),
suggesting tha thegende gap in physcaly unhelthy daysis notlikely to diminish in
the near future.
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Figure 7-12. Percentage of Respondents with 14 or More Unhealthy
Days by Gender, 1993-2003
Source: Centers for Disease Control and Prevention, 2005
14 -
12 ——
10
) /
% 8 7
g — Male
Q
o Female
P 6
a
4
2
0
1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003
Figure 7-13. Percentage of Respondents with 14 or More Physically
Unhealthy Days by Race and Ethnicity, 1993-2003
Source: Centers for Disease Control and Prevention, 2005
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Health Care Access and Quality

Access to Health Insurance. More than 45 million Americanslack health insurance, and
more than 80 million Americanslacked health insurance for all or part of thelast two
years.? A lack of health insurance creates staggeing cods, in human and econoric
terms, for theuninsured, for theinaured, and for entire communities and thar ingitutions
People who lack health insurance are less likely to receive preventive hedlth services,
thereby increasing thar risk for preventable chronic and infectiousdiseases. Fewer
hospitals and health systems can afford to provideindigent care, and the health care tha
theuninsured may receive is often of poa qudity. Thelnditute of Medicine estimates
tha the aggregate annud cog of poaer health and shortened life spansattributable to
uninsurance is between $65 billion and $130billion.3* Nearly 80 millioninsured and
uninsured Americans have experienced difficulty paying medical bills and/or have
accrued debt related to medical care cogs. More importantly, two-thirds of people who
expeience problems with medical bills or debt gowithoutneeded care because of cog--a
rate three times that for people withou medical care-related financial problems® A
report by Families USA finds tha in 2005premium cods for private employer-provided
family health insurance coveragerose by $922dueto thecog of caring for theuninsured,
while premiums for individud coverage cost an extra $341for the same reason.®

Trendsin the Number of Uninaured Individuals. Thenunmber of uninsured Americans
currently standsat an all-time high, athoughit briefly had trended downward in thelate
1990sbefore increasing at arapid rate (Figure 7-14).%° Thenumber of whites who were
uninsured declined by 20 percent between 1997and 1999 while the number of uninsured
amongother racial and ethnic groupsincreased steadily. The numbe of uninsured
Hispanics more than doubled between 1987and 2004, largdy dueto new immigrants,
who were less likely to receive health insurance throughan employer.

Perhgps more significantly, the percentage of U.S. families who receive health insurance
coveaagefor theentire family has also declined, and an increasing number of families are
relying on pulic sources of health insurance such as Medicaid or the State Child Health
Insurance Program to provide coverage Thisis the case even thoughoneor more other
family members may continueto recelve employer-sponred hedth insurance, anditis
paticularly trueamongfamilies of color whowork. Between 1999and 2002, the
propottion of Hispanic and African-American children covered by Medicaid livingina
family where at least onemembe had employer-provided health insurance increased by
11.3 percent and 8.8 percent, respectively.®” State and federal sources are therefore
increasingly subsdizing health insurance for families who work.
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Figure 7-14. Uninsured People in America by Race and Ethnicity, 1987-

2004
Source: U.S. Bureau of the Census, 2005
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Racial and ethnic minority and immigrant communities are dispropottionaely uninsured.
For example:

I While Hispanic children congitute less than onefifth of children in the United
States, they represent over onethird of uninsured children® Andamongchildren
in fair or poorhealth who lack insurance (nearly 570,000 childrenin 2002, over
two-thirds are Hispanic.*

I Morethan 11 millionimmigrants were uninsured in 2003,contributing to one
quater of theU.S. uninsured. The uninsurance rate amongimmigrants increased
dramatically in thelate 1990s following the Persond Responsbility and Work
Oppottunity Recondliation Act of 1996 which imposed afive-year limit on mog
new immigrantsGability to participate in public hedlth insurance programs. Prior
to and shortly following passage of the Act (between 1994and 1998, immigrants
accounted for aboutone-third of theincrease in the number of uninsured
individuds. Between 1998and 2003they accounted for 86 percent of tha
growth.*

I Foreign-bom people are 2.5 times more likely than the naive-bom to lack hedlth
insurance, agap tha remainsundhanged since 198 (see Figure 7-15).
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Figure 7-15. Percentage of Uninsured People in the United States by

Nativity, 1987-2004
Source: U.S. Bureau of the Census, 2005
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Regular Source of Health Care. Having aregular source of hedlth care--alocal
physcian, clinic, or health center--isimportant, paticularly for individuds who are at
risk forillness or injury. When patients are able see a health care provider consstently,
they are better able to build truging relationships ask questions and give and receive
information. Patients who lack aregular source of health care often report
miscommunication, misdiagnoss, and greater frudration aboutther ability to receive
needed care* Theuninsured and undeinsured, many racial and ethnic minorities,
people who are not proficient in English, those who live in rural communities, and those
who have low incomes are more likely to report nat having aregular source of health
care.”? This problem poses seriousrisks for persond health security, aswell as for the
health of communities as awhole.

Y et theregular-source-of-hedth-care ggp amongracia/ethnic and income groupsis
growing. Causesindudethepoordistribution of health care resources across
communities, inaufficient funding of publc and safety-net health systems, and a dearth of
culturally appropiiate health carein some commurities.*®

African Americans Hispanics, andthe poorand near poor (of al racial and ethnic
groupg are more likely than white nonpoorgroups to face bariers to having aregular
source of hedlth care. But these ggoshave inareased since 2000. Over 42 percent of
Hispanic poorand 37 pecent of Hispanic nonpoa people lacked aregular source of
health care in 2001and 2002, an increase of more than 30 percent and 18 percent,
respectively, since 1995and 1996. During this same period, the percentage of poorand
near-poor African Americansand whites withou aregular source of health care went
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largdy unchanged. But these groupswere up to 75 percent more likely than non-poa
African Americansand whites to lack aregular source of health carein 2001and 2002
And the percentage of Hispanics from all income groupswho lacked aregular source of
health care increased between 1993and 2002, despite a 15 percent decline over the same
period in theranks of white poa individuds who lacked a regular source of hedlth care*

Reprodudive Health Care. Publicly fundel family planning clinics are an important
means of expanding access to affordable sexud and reprodudive hedlth carein the
United States. The Alan Guttmacher Inditute estimates that more than 34 million U.S.
women needed contraceptive servicesin 2002,nearly hadf of whomneeded public
services because of low income and/or other bariers to receipt of contraceptive care. Of
these, only about6.7 millionwomen, or four in ten, were served in publicly funded
clinics.® These clinics have experienced only a 2 percent increase in clients since 1994
despite modest growth in the number of publicly funded family planning clinics
providing contraceptive services to eligible women.*®  Public expenditures on
contraceptives services totaled $1.26 billionin 2001, almog completely reversing
declinesin public fundingin the 1980s(adjusted for 2001dollars).*” Fundingfor public
family planning services is severely threatened, however, by pending state and federal
cutsin Medicaid programs; more than eightin ten family planning agendes receive
Medicaid funding for contraceptive services. Andin many states capecity iswell behind
nead. Since 1980, thirty states have reduced their spending on contraceptive services.*®
In thelast decade alargenumber of states experienced a declinein met need or an
increase in women in need living in counies without a publicly funded clinic.*®

Occupational Safety

Many people of color, immigrants, and low-income families tackle some of the most
dangeaousjobsin America. They do so as ameansof providingfor thar familiesand as
away to attain better, safer work ahead. But historically these groupshave also faced
highe rates of occupaiond injury and death, making the workplace a dispropottionae
threat to thar security. Althoughoveral rates of occupaiond injury and death have
declined--theresult of improved workplace health and safety policies enacted in the
1990s-Hispanics remain at greater risk for work-related desth, as depicted in Figure 7-
16>° Hispanic workersface a 28 percent greater risk of workplace-related death than do
whites, and they are at 42 percent greater risk than are African Americans
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Figure 7-16. Occupational Injury Death Rates by Race and Ethnicity,

1995-2003
Source: National Center for Health Statistics, 2005
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Housing

Safe, affordable, qudity housng is another important dimenson of security, yet adequae
housngisincreasingly difficult for even averagewage earners to afford.

Federal standadsdefine affordable housng as howsing cods tha do not exceed 30
percent of family income. Today, many families pay far more than this propation of
income for housng. Accordingto the Nationd Low Income Housng Coadlition, U.S.
workers mug earn an average houtly wage of $1537 to afford therental cogs of atwo-
bedroomunit, yet the nationd houly wage average is about$14,and more than one
quater of the popuktion earnsless than $10an hour.>* For families earning extremely
low incomes--less than 30 percent of the median income in an area--the situdionis even
more dire:

I On average, families with extremely low incomes can afford to rent a two-
bedroomhous at fair market pricein only nine U.S. countes, andin only four
couniesin thenaion can a person working full-time at the minimum wage afford
even a onebedroom apatment.>

I Of the4.4 million Gvorking pootOhousholdsin the United States, nearly 60
percent pay more than hadf of thar incomes for housngor livein dilapidated
conditions Nearly three in five of these housholds have children >

I Working families tha pay more than hdf of thar incomes for housng are more
likely than other working families to have troulde paying houshold bills, to lack
health insurance, and to experience foodinsecurity.>
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For groupssuch as female heads of housholdsand families of color, affordingahomeis
particularly difficult because of lower incomes and fewer mortgage lending options
Unmarried women are more likely than men of all age groupsto spend more than hdf of
ther monthly income onhousng. Thisis particularly trueamongwomen age 35to 44,
who are twice as likely as men to experience severe housng cos burdens® One-quarter
of the nation@ single mothers spend more than haf of their income on housng,
compared to onein ten housholds headed by single fathers®® And, as discussed in the
chapter on Mobility, rates of subpime home mortgage lending--characterized by highe
interest rates and fees--are inareasingly concentrated in low-income and predominantly
minority communities, leadingto rising default rates. From 1993to 2001 for example,
rates of subpiime home lendingincreased severafold in low-income and predomnantly
minotity communities.>’

Some groupsalso face agreater likelihoodof living in severely inadequae housng,
defined by the CensusBureau as housng tha has deficiendesin any of five problem
areas, such as lacking hot water, hesat, or electricity, or having significant upkesp
problems. Low-income, unmarried female-headed, immigrant, and minority housholds
experience a greater percentage of severely inadequae housng than highe income and
white housholds But ggpsin rates of severely inadequae housng amongracial/ethnic
minorities, immigrants, and whites persist a all income levels, induding households
abovemodeate income (see Figure 7-17).%®

Figure 7-17. Percentage of Households with Severely Inadequate

Housing, by Race, Ethnicity, and Income Level, 2003
Source: Poverty and Race Research Action Council, 2005
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Food Security

Having an inadequée supply of food and nutritional resources can greatly hamper
oppotunity, paticularly anongyoungchildren, whos early physcal and cogntive
development depends on access to nutritiousfood™® Households characterized by food
insecurity, according to the U.S. Department of Agriculture, are those tha experienced
uncertainty aboutadequaely feeding all members of thefamily or were unable to acquire
enoughfoodbecause of alack of fundsor other resources at some time during the last
year. These housgholdsavoid having oneor more family membe go hungy because
they are able to paticipae in afederal foodassistance program, receive emergency food
from acommunity food pantry, GitretchOmeals, eat |ess varied diets, and/or adoptother
coping mechanisms.® But some households experience periodswhen oneor more
family member ishungy. 1n2003nearly 4 million families experienced foodinsecurity
with hunge, thefourth straight year in which the number of families experienang hunge
increased ®

Federal data onrates of foodinsecurity are available only from themid-1990s and a
changeof methodobgy only alows a comparison of these rates from 1998to the present.
The percentage of families experiencing foodinsecurity hasinareased since 1999, but
this percentageis bdow therate of housholdsreporting foodinsecurity at thefirst
measurement pointin 1998 Householdswith children are more likely to experience food
insecurity than those withoutchildren. In 2003nearly 17 percent of all U.S. housholds
experienced foodinsecurity, while dightly over 11 percent of housholds without
children experienced foodinsecurity (see Figure 7-18).%

Figure 7-18. Rates of Food Insecurity by Household
Source: Economic Research Service, USDA, 2004
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Physical Safety

Rates of homicide and other seriouscrimes are sensitive indicators of persond security.
Overall rates of violent and seriouscrimes have declined over thelast decade, coinading
with the economic boomof the 1990sand continuing through2003% Homiciderates
have declined dramatically since the 1970s™ Some communities, however, continueto
expeience highrates of violence. Communities with high rates of concentrated povety,
joblessness, didocation, and minimal political power--more often than not, poorurban
communities of color--continueto experience higher rates of seriouscrime and crimind
victimization than dother white and highe income counterparts. Geographic, cultural,
and linguistic isolation experienced by other margindized racial and ethnic minority
groupscan contribute to insecurity fromviolence. And violence agang women
continues to beundereported and inadequaely addressed by crimind judice policy and
practice.

Homicide

Racial and ethnic disparitiesin female homiciderates have declined dramatically over the
last thirty-five years. Asshown in Figure 7-19, in 1990African-American women were
five times more likely than white, non-Hispanic women to bemurdered. In 2002this
ratio declined to 3.6. Over this same time period, American-Indian or Alaska-Native
women were usudly twice as likely as white women to be homicidevictims.®®

For men, theracia gap in mortality dueto homicide has been more persistent. 1n 1990
African-American men were more than eleven times more likely than white men to be
killed; in 2002 thisratio declined to jus unde ten-to-one(Figure 7-20). AmongLatino
and white males, thehomicide gap was about five-to-onein 199Q in 2002L atino men
were three times more likely than white men to die by homcide And Asian-American
and Pacific Idandea-Americans have been congstently more likely than white men to die
by homicide since 1990%°



Security

Figure 7-19. Female Death Rates From Homicide by Race and

Ethnicity, Selected Years 1950-2002
Source: Fox and Zawitz, 2004
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Figure 7-20. Male Death Rates From Homicide by Race and Ethnicity,
Selected Years 1950-2002

Source: Fox and Zawitz, 2004
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Thedownward trend in rates of violent victimization, which indudes crimes such asrape,
sexud assault, robbey, and aggravated assault, has been steady for both men and women



Security 25

and for al racial and ethnic groups Rates of violent victimization are now less than hdf
what they were in 1993,when the Department of Justice® Nationd Crime Victimization
Survey (NCVS) was redesignal.’” Since 1995the NCV'S sample has also declined asa
result of theescalating cogs of daa collection. The declining crime rate, combined with
sample redudions hasled to adiminished federal capacity to track victimization rates
amongracial and ethnic groupsother than whites, African Americans and Hispanics.
Trendsin victimization rates, as assessed by the NCV'S, are presented in Figures 7-21 and
7-22.

Figure 7-21. Rate of Violent Victimization per 1,000 Persons Age 12 or
Older by Gender, 1993-2003

Source: Bureau of Justice Statistics, U.S. Department of Justice, 2004
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Figure 7-22. Rate of Violent Victimization per 1,000 Persons Age 12 or
Older by Race/Ethnicity, 1993-2003

Source: Bureau of Justice Statistics, U.S. Department of Justice, 2004
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Intimate Partner Violence

Intimate partner violence (IPV) is pervasive, affecting more than 32 million Americans
each year. Almog onequater of women and 7.6 percent of men in the Jugtice
Department@ Nationd Violence Againg Women survey reported tha they had been
raped or physcally assaulted by a spous, co-habiting partner, or dae at some pointin
thar lifetime.®® Victims of IPV, however, are overwhdmingly women (85 percent).
Domestic violence isthelargest single cause of injury to women age 15to 44in the
United States, condituting 20 percent of norfatal violence agans women in 2001%°
Almog 5.3 millioninddents of IPV occur each year among U.S. women age 18 and
older.”® An estimated 1.5 million women annualy are victims of rape or sexud assault
by adomestic patner. Many are repeatedly assaulted, resultingin about4.8 million
intimate partner assaults per year.”* Women livingin povety, aswell as American
IndieQ/Alaskan Native, African-American, and Hispanic women are dispropottiongely at
risk.

Trendssuggest tha adthoughrates of IPV are declining in some measures, women remain
at risk for victimization. For example, the number of women who are victims of
domestic homcide was more than three times higher than that for men in 2002. This gep
isconsdeably larger than in 1976 when thefemae/mae IPV-related homicideratio was
only about1.2 (see Figure 7-23).”® Onethird of all homicides anongwomen are the
result of intimate partner violence, a propation tha has not changed subgantially over
thelast three decades.”
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Figure 7-23. Homicide of Intimates by Gender of Victim, 1976-2002
Source: Bureau of Justice Statistics, 2005
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Environmental Security

Environmental insecurity occurs when communities dispropottionaely bear the burden of
man-made environmental degradation, toxinsin the built environment, and other
environmenta heslth hazards These environmental insultsindude(hyscal, chemical,
and biological pollution of theair, water, soil and biota 3> Themost common
environmental hazardsindudelead, hazardouswaste sites, and air pollution.
Environmental risks ham residents of the communities that harbor them--directly in the
form of health risks and indirectly in thar effects on community propeaty values, thetax
base, and busness climate.

These problems dispropottionaely affect American Indiansand African Americans poa
communities, and communities in the South.”® Several studies demonsdrate the greater
prevalence of environmental degradaion in margindized communities, as well asthar
health effects. But no single study has systematically collected naiond daaonthe
prevaence of environmental hazards and the demographic compostion of the
communities that unwillingly hog them. It istherefore not possible to assess the naion®
progressin addressing this threat to persond security. Noneghdess, environmental
inequity remainsan important civil and human rights problem tha poss alargebarier to
oppotunity.”’

Environmental risks arise from many sources. Municipd landfills, indnerators,
hazardouswaste treatment plants, and indugrial waste storage and disposal facilities are
some features of the built environment tha contribute to environmental risks. Other
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factors indudeelements of thetrangportation infrastructure such as those assodated with
placement of highways and busdepots near residences.”® Subgandad housngalso can
contribute to environmental risks throughresidentsGexposure to lead and asbestos
vermin infestation, and other health risks. And occupaiond hazards such as thoe faced
by migrant workers who are exposed to known carcinogensin pesticides and herbicides
or unsafe work conditionsin illegd GweatshopOremain widespread.”

Evidence of environmental inequity is consstent across several large studies, but such
studies have been limited. 1n 1983theU.S. General Accouning Office fournd tha three
out of four off-site commercial hazardouswaste landfills in the southeastern United
States were situaed in predomnantly African-American communities. The United
Church of Christ® 1987study foundthat three in five African Americans and Hispanics
lived in communities with abandonel waste sites. Andin 200Q more than hdf of low-
income public housng units were located within amile of factories tha produee toxic
emissions®

Theimpact of environmenta hazardson health has been widdy doaumented. A 1998
U.S. Depatment of Health and Human Services study foundtha poorchildren in urban
andrural regionsare more likely to have bloodlead levels tha far exceed federal
standads® African-American and Hispanic children suffer from highe rates of bath
lead exposure and asthmainducaed by air pollution. Andthe Environmental Protection
Agency estimated tha pesticide exposure causes between 10,000and 20,000ilInesses a
year anongfarm workers, and couniess thousndsof illnesses later in life.®

How Can We Ensure Security for All in the United States?

A rangeof oppottunity policies can enhance the security of our nation and its residents.
Thedescription of policy initiatives bdow is not meant to be comprehensve; rather, it
provides examples of policies tha can enhance security in many of thedomains
described above

Poverty and Income I nsecurity

Problems of povety andincome insecurity can bereduced by expanding arangeof
existing living wage, job training, child care, eduction, and temporary finandal
assistance programs; by developing programs tha hdp lower income families to save and
to acquire assets and finanda skills; and by addressing structural inequdity that allows
povaty to pasist and fester. Waysto reduce structural inequdity indudepromoting
mixed-income housng, encouraging regiond planning to address inequdity between
urban and subutban jurisdictions and suppoting public trangportation programs that
reliably and efficiently hdp people wholivein areas of high unanployment to commute
to areas of high job growth and oppotunity.

ExpandLivingWagelLaws. Livingwageordinances hdp to ensure tha full-time
minimum wage earne's (70 percent of whomare adults) can suppot their families.
Living wagelaws have been enacted in more than seventy localities, ensuring tha city or
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county govenmentswill nat contract with busnesses tha pay workers wages less than
wha would be needed to live abovepovety levels, given local econonic conditions
Living wage standadsrangefrom alow of $6.25 an hourin Milwaukee, Wisconsn, to a
high of $12an hour in Santa Cruz, Caifornia®

Increase the Federal MinimumWage Anincarease in thefederal minimum wageto $7.25
per hourwould raise thewages of 7.3 million workers, and an additiond 8.2 million
workers would likely receive pay increases as a result of GpilloverOeffects. Such ahike
would increase therea value of the minimum wage, which currently is aboutonethird of
the average hourlly wage, the minimum wage® lowest value since 1949.Women and
workers of color would reap themog bendit froma minimum wageincrease, as would
families with children. Low-wageworkers who suppott families with children contribute
to hdf of family earnings on average, and 36 percent of workers who would be affected
by a minimum wageincrease to $7.25 contibute 100 percent of ther family's earnings®

Help LowIncome Families Develop Assets. Policies tha hdp poorand low-income
familiesto develop longterm assets like savingsaccounts, homeownership equity, and
savingsfor college education are ganing bipartisan suppot. These strategies shift the
emphasis of povety redudion strategies from solely providing cash assistance to hdping
poorand low-income families acquire resources necessary to achieve greater finandal
security. Severd states are successfully experimenting with approaches tha encourage
asset development. These approaches indude creating Individud Development Accounts
(IDASs) and state-level earned income tax credits, increasing homeownership programs,
redudng or eliminating asset limitsfor puldic bendit programs, and implementing
antipredatory lending measures. Evidence suggests tha many of these strategiesyield
broader soda and econonic bendits, indudingincreased educationd attainment among
children, greater levels of civic participaion, and better health outcomes®® IDAs--
matched savingsaccounts for low-income houghdds-have been foundto increase the
likelihoodthat the poorwill develop savingsand assets, butthey do not necessarily
increase bendficiariesOnet worth.®* Nonehdess, when implemented with pdicies tha
protect the poorfrom predatory lending and improve beneficiariesCknowledgeof
persond finanda management, such strategies are promising meansto allow low-income
familiesto gan finandal security.

Address Geographic Influences on Poverty. Oneof the greatest structural obstaclesto
redudng povaty is geography. Impoveished families often livein communitieswhere a
large percentage of other residents are also impoveished or subsst onlow incomes. This
geographic isolation increases the likelihoodtha poor families will livein subgandad
housng, face barriers to attaining job oppotunities and commuting to communities
where jobsare available, and have few optionsto access high-qudity education. The
federa Moving To Oppottunity (MTO) demondration program provides low-income
families living in high-povety neghbohoodswith the option of relocating to mixed-
income neighboihoods A rigorousevauaion of the MTO program foundtha MTO
yielded broad oppotunity benefits for families tha moved to mixed-income
neghbohoods induding significant postive impacts on pesond safety, housng qudity,
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adult mental heslth and obesity, teenage girlsOmental health, school dropoutrates,
ddinquency, and risky behavior.®’

Health Insecurity

Health inequdity and insecurity mug betackled by state and federa effortsto developa
universally accessible, comprehensve, and equitable headlth care system. The United
Statesisthelast moden, indugrialized nation without a universal heglth care program.
Health insurance coverageis primarily provided by employers, but as bendfit codsrise
employers are declining to offer coverage or are purchasing plansthat require greater
employer cod sharing. Health insurance coverageisincreasingly unequd,
dispropottionaely hurting those who need health care the mog--racial and ethnic
minorities, children, and lower income families. Lessthan hdf of low-wageworkers
have employer-provided heslth insurance from thar own employer or afamily memberG
employer, and female low wage workers are hdf aslikely as male low-wageworkersto
receive health insurance from their enployer.®®

Federal programs such as Medicare, which is much more efficient than private plans
because of itslow administrative cogs, should be expanded to indudeuninsured
individuds. Theultimate god would beto create a Medicare for allOsingle-payer
program tha efficiently and equitably insures al Americans Because Medicareisa
federal program, subject to the Civil Rights Act of 1964 (particularly Title VI, which
prohibits discriminaion onthe basis of race, ethnicity, languaye status, and other factors),
it contains mechanisms of accountbility tha can be expanded and enhanced to ensure
tha inequitable health care is addressed.

Food Insecurity

Foodinsecurity should be eliminaed by expanding existing state and federa food
assistance programs such as food stampsand school lunch programs. The Food Stamp
Program, for example, has successfully assisted millionsof families tha face food
insecurity. Theprogram currently feeds17 million food stamp recipients, but benefits
provide an average of 78 cents per meal, and program participaion has declined 22
percent since 1996,in pat dueto tightened eligibility requirements. Y et an estimated 43
percent of those eligible for the program do not patticipae. Othe federa programs such
as theWomen, Infants and Children (WIC) Program and school feeding programs
providefor about 7.2 million pregnant low-income women and thar infants and children
each month. The Nationd School Lund Program serves more than 27 million meals
daily.®® A recent study foundthat children who benefit from federal safety net programs
such asfood stamps, WIC, and Temporary Assistance to Needy Families have better
health status less foodinsecurity, and show less evidence of undenutition than
comparable children who are notenrolled in these programs.*® Expanding program
eligibility, easing the enrollment process, and expanding outreach activities to enroll
eligible families will hdp to ensure tha avoidable health, education, and behaviora
problems linked to poor nutrition and foodinsecurity among children will beavoided.
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Moreove, local, state and federal governments should enaure tha all communities have
access to high-qudity, low-cog nutritiousfoodsby creating incentives for major grocery
chansand other commercial foodvendorsto set up storesin areas with few such
resources. High-povaty urban and rural communities are less likely than highe income
areas to have full-service grocery stores or supamarkets, and are more often served by
smaller, indgpendent stores tha do not or cannotoffer high-qudity, low-cos foods
paticularly fresh produe. Residents of low-income communities are more likely to face
trangortation barriers tha restrict ther access to low-cog, high-qudity foodsthat are
more commonly availablein supemarkets.®* Several local jurisdictionshave established
public-private partnershipsto bring supamarkets to undeserved areas. For example, the
city of Rochester, New Y ork, which experienced an 80 percent declinein grocery stores
in the 1970sand 1980s used public resources (the Federal Enterprise Community Zone
program, the Community Development Block Grant program, and other sources) to
attract amajor supemarket chan to open storesinthecity. This move provided jobs
greater economic growth, and improved access to healthful, low-cog foodsfor urban
residents.”? More recently, Penng/lvania awarded a $500000grant to hep establish a
supamarket in the Y orktown section of Philaddphia, part of a broader initiative to
suppot the development of supamarkets and other foodretailersin urban andrural
communities that lack adequate access to supemarkets.*®

Personal Security and Safety

Protection agang crime and violence should be enhanced by adoping proven crimind
judice policies tha focuson prevention and do not rely solely onincarceration as an
Cifter-the-factOapproach to deterring crime. Community policing, subsance abuse
prevention and treatment, and other crime prevention programs have proved effectivein
redudng low-level crimind activity beforeit escalates. Fundamentally, however, rates of
crime and violence are linked to broader oppotunity problems within some communities,
such as high unemployment rates, inaufficient job training, and community dislocation.
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