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Communities, states, and national organiza-

tions will need to take a multidisciplinary

approach to achieving health equity – an

approach that involves improving health,

education, housing, labor, justice, trans-

portation, agriculture, and the environment,

as well as data collection itself… The great-

est opportunities for reducing health dispari-

ties are in empowering individuals to make

informed health care decisions and in pro-

moting communitywide safety, education,

and access to health care.

—Healthy People 2010
(US Department of Health and Human Services,

Healthy People 2010  Understanding and Improving Health. 2nd ed.
Washington, D.C.: US Government Printing Office, November, 2000.)
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A  C A L L  T O  A C T I O N

he information contained in Healthy Maine 2010: Opportunities for All calls us to action.

We are called to assure that every Maine child – rich or poor, black or white, rural or urban – has

the same opportunity for a healthy smile with a full set of teeth.

We are called to assure that disabled veterans have the same opportunity for accessing health care appoint-

ments as our other neighbors.

We are called to assure that our fellow students and co-workers – gay, lesbian, bisexual, transgender, or

straight – have the same opportunity to be safe from injury.

We are called to assure that all our youth and young adults, regardless of parental income or ethnicity, have

the same opportunity to live tobacco-free with a healthy diet and regular physical activity, and to have access

to mental health services.

We are called to assure that all Maine people, regardless of age, disability status, gender, life situation, resi-

dence, race or ethnic background, sexual orientation, or socioeconomic status have the same opportunity to

live longer and healthier lives.

If Maine people are to have an opportunity to live longer and healthier lives, we must focus our efforts not

only on specific goals and objectives, but also on groups of people whose health status is poor relative to

others. While the priority area chapters of Healthy Maine 2010: Longer and Healthier Lives answer the

question “what are our priorities?”, giving us a road map of priority area goals and objectives, Healthy

Maine 2010: Opportunities for All answers the question “who are our priorities?”, with a focus on those

populations facing health disparities.

What are health disparities? Poor health status in our country is often associated with being a member of

a population group whose definition has little to do with health per se. For instance, it is well documented

that people in our country who are a member of a racial minority or who earn low wages suffer poorer

health status, even though skin color and low wages do not themselves biologically or directly cause poor

health. These inequalities in health status are also known as health disparities.

Although there are numerous factors that place us into a population group that can lead to health disparities,

eight are focused on in Healthy Maine 2010: Opportunities for All: age, disability status, gender, life situa-

tion, residence (rural or urban), race and ethnicity, sexual orientation, and socioeconomic status.
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G E N D E R

NATIONALLY, WE KNOW:
• Although some differences in health

experienced by men and women are
the result of biological differences,
others appear more complicated and
are perhaps the result of social and
environmental differences.

• Men have a life expectancy that is six
years less than that for women, and
have higher death rates for each of the
ten leading causes of death. Although
rates of death for some common dis-
eases are higher among men, the numbers of deaths are sometimes higher among women because women live
longer and, therefore, the population of older women is much higher.

• Men are two times more likely than women to die from unintentional injuries and five times more likely than
women to die from firearm-related injuries.

• Motor vehicle deaths among males are twice the rate among females; homicide deaths among males are three
times the rate among females.

• Heart disease death rates continue to decline for the whole population, but the decline is not as great for women
as it is for men.

• Death rates for women are rising for some major diseases such as lung cancer, while men’s death rates
have slowed.

• Women are more likely to be disabled.  

• Women are more likely to be diagnosed with a chronic condition such as Alzheimer’s disease, arthritis, and
osteoporosis, autoimmune disorders such as lupus and multiple sclerosis, and mental illnesses such as major
depression (twice as likely) and anxiety disorders.  

• Women are more likely to be the victims of domestic violence.

• Men are less likely than women to seek routine medical care, and they are also less likely to engage in preventive
health care and activities. Only 82% of men report an ongoing source of primary care, compared to 90% of
women. Men are also more likely to lack health insurance (17% of adult men under age 65, compared to 15%
women under age 65). They are more likely to delay obtaining medical care when they have symptoms. All these
factors may contribute to men’s increased death rates from preventable diseases.
(Sources: BRFSS, 2000 and 1999.)

• Men are three times more likely to binge drink than women.

• Smoking prevalence among men is 25%, compared to 22% among women.

• Women are more likely to eat the recommended number of fruits and vegetables.

Gender-Based Analysis
“Gender-based analysis challenges the assumption that
everyone is affected by policies, programs, and legislation
in the same way regardless of gender, a notion often
referred to as ‘gender-neutral policy.’ … Originally it was
believed that equality could be achieved by giving women
and men the same opportunities, on the assumption that
this would bring sameness of results. However, same
treatment was found not necessarily to yield equal
results. Today, the concept of equality acknowledges that
different treatment of women and men may sometimes
be required to achieve sameness of results, because of
different life conditions.”
Excerpted from Gender-Based Analysis: A Guide for Policy-Making, Status of
Women Canada.

















S I G N I F I C A N T  L I F E  E V E N T :
V E T E R A N  S T A T U S

Sometimes significant life events or situations influence
our health status. Examples include being married,
divorced, or single; experiencing the death of a loved
one; working in an occupation associated with some
health issues; being homeless; being imprisoned; immi-
grating to a new country; being an abused or neglected
child; or being the victim of violence. Since there are so
many life situations that could be examined to discern
their impact on health, and since some are covered to an
extent in other chapters (victim violence in the Injury
chapter of Healthy Maine 2010: Longer and Healthier
Lives), limited resources make it necessary to focus on
only one life situation as an example.

Veteran status is chosen as the focus for this chapter.
Since September 11 2001, we are more aware of the sac-
rifice military men and women have played in defending
the freedom we enjoy. With increasing numbers of our
armed services working in war-torn areas of the world
and expected to return someday to our communities, it
appears timely to look at the health issues they may face.
Especially since they may be witnessing tremendous
violence, being under attack themselves, and possibly
being exposed to biological or chemical weapons with
long-term effects, assuring their overall health status is
addressed when they return is important. Additionally,
with veterans from World War II, Korea, and Vietnam
becoming older, the overall health status of veterans
living among us appears to be a growing issue.

Larry Dearborn, Past State Commander of the American Legion
and State Director of the Uniformed Services Disabled Retirees,
and Member and a Past Post Director of Post 9 of the Veterans of
Foreign Wars, and Vietnam Veteran  

“Getting to see a doctor is one of the biggest

health challenges for veterans in Maine. I

have a 100% disability due to my military

service, so I have a priority in the VA Health

System. I’m also hard of hearing, yet it still

takes me 8–12 months to get my hearing

re-checked for a new hearing aid. And, the

appointment is for a place one and one-half

hours from where I live. The people who work

in the VA System, such as at Togus, are won-

derful people, but they are woefully under-

funded.”

“Transportation is a big barrier, especially

among the elder veterans. Services, especially

specialty services, are only available in cer-

tain areas of the State or in Boston. Although

there are some limited transportation services

available, you can’t ask an elderly veteran to

hop from their home to the town’s bus stop to

their appointment and back again.”

“I would recommend that if community-based

public health organizations want to become

involved in working with veterans, that they

contact their local American Legion or VFW

post. I think they will find a very willing group

of hardworking people.”
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A C K N O W L E D G M E N T S





All people are born equally free and independent,

and have certain natural, inherent and unalienable

rights, among which are those of enjoying and

defending life and liberty, acquiring, possessing

and protecting property, and of pursuing and

obtaining safety and happiness.

—Constitution of the State of Maine
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