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ABSTRACT

This study aimed to discuss the use of the race/coldabla as a determining factor of social
difference and social exposure to the risk of 8kmend death. It is a reflection on the present
production of the national and international litara in the Public Health and Epidemiology field
on this subject. The study examined 47 original sevidlew papers in the period 1990 to 2005. It
was observed that international studies have aitmatebate and ground the use of the race/color
variable in the health field. In Brazil, the udetlus variable in studies about health inequaiiie
still incipient, but within the few investigatioperformed, differentials have been evidenced, which
instigates the production of further research is threction. The study of the role of race/cdlor
the production of health differentials could contiie to make policies focusing on reducing health
inequalities.
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RESUMO

Propés-se discutir o uso da variavel raca/cor ctatwr determinante de desigualdades sociais e de
exposicao social ao risco de adoecimento e moréga-Ee de uma reflexdo sobre a producéo atual
da literatura nacional e internacional da area al@& Publica/Epidemiologia. Foram incluidos no
estudo 47 artigos originais e de revisdo no periteld990 a 2005. Observou-se que os estudos
internacionais procuram debater e fundamentar adaseariavel raca/cor no campo da saude. No
Brasil, a utilizacdo dessa variavel em estudosafigdaldade em saude é ainda incipiente, mas,
entre as poucas investigacoes realizadas, témesidenciados diferenciais que instigam maior
producdo de pesquisas nessa direcdo. Investigapies o papel da racga/cor na producédo de
diferenciais em saude poderédo produzir informag@gsmzes de contribuir para a elaboracdo de
politicas destinadas a reduzir desigualdades edesau

Palavras-chave:Desigualdade social. Saude. Raca/cor. Saude Goleti

RESUMEN

Se propone discutir el uso de la variable razafcotomo factor determinante de desigualdades
sociales y de exposicion social al riesgo de adolgade muerte. Se trata de una reflexién sobre la
produccion actual de la literatura brasilefia eriveteional del area de Salud Publica/Epidemiologia.
Se incluyen en el estudio 47 articulos originalegeyrevision en el periodo de 1990 a 2005. Se
observa que los estudios internacionales tratadetater y fundamentar el uso de la variable

raza/color en el campo de la salud. En Brasil lization de esta variable en estudios de

desigualdad en salud es todavia incipiente, peire éas pocas investigaciones realizadas se han
evidenciado diferenciales que instigan mayor prouuc de investigaciones en esta direccion.

Investigaciones sobre el papel de la raza/cololagoroduccion de diferenciales en salud podran

producir informaciones capaces de contribuir aldébaacion de politicas destinadas a reducir

desigualdades en salud.

Palabras clave:lnequidad social. Salud. Raza/color. Salud Colacti

INTRODUCTION

The different treatment given to diverse socialnsegts in Brazil has contributed to the
country being classified as highly developed whendocial indicators of the white population are
considered, and poorly developed when these iraigaefer to the black population (Paix&o,
2000). It is well-known that, although Brazil hdsethighest concentration of black population
outside Africa (Silva, 2000), this social groupdisproportionately represented in power positions
and, from the economic and social point of viewisippoorer and less instructed, in educational
terms, than the rest of the Brazilian populatiolBEE, 2002).

The black population occupies less qualified andse@aid positions in the job market;
lives in areas with absence or low availability dsic infrastructure services; suffers greater
restrictions in access to healthcare servicestlaagk, when available, have a worse quality and are
less efficient in problem-solving (FIBGE, 2004; IRE2003; Paixao, 2000; DIEESE, 2000). Even
so, until recently, there was a strong resistageenat the understanding that these disparitiekicou
be attributed, at least in part, to the racial yteje that exists in the Brazilian society. Onlgnir
the 1990s onwards has Brazil started to recoghieeskistence of racial difference as one of the
factors of social inequality.

Although the national studies in the area of hettt utilize the race/skin color variable are
scarce, and despite the fact that some of thenalslggh occurrence of illness and death in the
black population (Aradjo, 2007; Batista, Escudemdia, 2004; Barros, Victora, Horta, 2001), the
explanation presented to this fact leans on thignvst socioeconomic insertion.

Thus, race/color has been little approached toagxplow the prejudiced and discriminatory
way in which the society treats its segments leéagxonomic and social inequalities and structures



disadvantages that determine a lower value positae discriminated groups. In this direction,
race/color should be understood, not from the lgickd point of view, but as a social variable that
brings in it the load of historical and culturalnstructions, representing an important determinant
of the lack of health equity among racial groups.

In other social contexts, like in the United Stafes example, the “race/color” variable has
proved to be an important predictor of the healétus of concrete populations, when analyzed in
medical and public health investigations that aonquantify differentials in health conditions.
Considering that it has already been establisha&idgidnetic variations between the human races are
not capable of explaining health differentials myfoc groups (Pearce et.a2004; Cooper, 1984),
some researchers have attempted to clarify sucferglifces with the support of Social
Determination Theory, according to which the positoccupied by individuals and groups in the
social space, that is, the ways in which men relatene another, to nature and in the working
process, plays the main role in the determinatibnlliess and its unequal distribution in the
population (Sarinna, 2003; Hasenbalg, 1992).

The present essay, based on the premises of tla determination model, aims to discuss
aspects of the use of the race/skin color variabla determinant of social inequalities and a facto
of exposure to the risk of illness and mortality.

Methodology

The reflections presented here are based on thgsenaf the production of the Brazilian,
North American (United States) and English literatin the Public Health/Epidemiology area
published in the period from 1990 to 2005. Pubime related to the theme of interest were
surveyed and analyzed in journals indexed in thaeldses LILACSlL(teratura Latino Americana
e do Caribe em Ciéncias SociaisLatin American and Caribbean Literature in So&eiences),
MEDLINE (international literature database of thedital and biomedical area, produced by the
National Library of Medicine, USA) and SCIELO (elemic scientific library). The selected
descriptors were:desigualdade social(social inequality), desigualdade em saudéhealth
inequality) raca/cor (race/color) raca/etnia(race/ethnicity);condicdes de saud@ealth status);
saude publicapublic health) (in Portuguese) am@alth inequalities, race/color, race/ethnicity,
health statusndpublic health(in English).

We found 118 works (complete original papers, nevpgapers, editorials, comments and
perspectives) published in Portuguese and Engliskse were identified by descriptor separately
and by using the Boolean combination techniquet thathe database was searched inserting
several descriptors at the same time. For thisysdid original and review papers were selected.

Social inequalities and health

To understand the origin of inequalities in heathn any area, it is necessary to look for
the structuring principles of inequality in its gmms. Rousseau (1754) conceived in the human
species two types of inequality: the natural orstaldished by nature, and the moral or political
one, which depends on a kind of convention estaddior, at least, authorized by men’s consent.
The first refers to differences in age, health,\bsttength and in the qualities of the spirit oe th
soul. The second consists of the different privelegnjoyed by some to the detriment of others, like
being richer, more powerful than others, or everkintaothers obey. To this author, it is not
possible to ask what the source of natural inetyueibecause the answer would be enunciated in
the mere definition of the word. It is even lessgible to investigate if there would be any essénti
connection between the two inequalities, becausewbuld mean asking, in other words, if those
who command necessarily are worth more than the at® obey, and if the strength of the body
and spirit, wisdom or virtue, are always in the sandividuals proportionately to power or wealth.

Enguita (1998) argues that inequality, like popwil@gsdom highlights, is as old as life but,
as a natural phenomenon, it does not cause corMérat is worrisome is the socially produced
inequality, because in it, it is implicit that tadvantages obtained by some imply disadvantages to
others. However, discussing this issue requiresstndy of life conditions, expression of the



material conditions of human groups of a certaicietyg (Castellanos, 1997), of the social
reproduction processes of daily life, incorporatimgntextual, subjective and qualitative
heterogeneities, questioning symbolic systems,yaima differences in the health situation of
ethnic groups, gender, reproduction, familiar sogmvironment and, in parallel, class relations.

In this sense, it is necessary to ask to what exi#gferences as expressions of diversity,
between being white or black, being a boy or a galing special needs or not, being rich or poor,
being from the north or the south, being an Indbamot, living in an urban or rural area, become
reasons for inequalities and injustices (UNICER)@QO It is based on this reality that the principle
of equity is applied, translated in the recognitibat it is necessary to treat in a distinct waysth
who are not in equality conditions, so that fairefations can be achieved (Vianna, 2001).
Therefore, fighting for equity means paying attentito differences that generate vulnerability
situations, promote disadvantages and are becqusiaes.

When the issue of racial differences in Brazilastigularized, it is possible to verify that the
social indicators, markers of the life condition sdcial segments, have shown that the black
population presents worse level of schooling, healticome and housing, higher incidence of
diseases, including mental ones, higher mortdiwgs in areas that lack basic infrastructure and
has worse access to healthcare services (IPEA)2BRZk women and men are twice as poor and
live 2.6 times more in situation of indigence whmmpared to white men and women. This has
been an increasing trend. Furthermore, the Brazbiacks present the highest rates of illiteracy,
and among the literate population, they are 12% ligsrate than the white population (Sanha,
2003; Hasenbalg, 1992). Even when the blacks dectalstudy more, their salaries are lower and
their chances of social ascension and mobilityadse minimal (IPEA, 2002; INSPIR, 1999). The
distribution of these Brazilian indicators has jgldyan important role in the refutation of “racial
democracy”, in view of the deep differences obseilinethe life conditions of population segments.

On the other hand, mechanisms have been pointedghrwhich social and economic
inequalities might affect health. We highlight, amgadhem, differences in access to opportunities in
life (Kaplan, 2002), increase in social exclusioonflicts and damage to social cohesion (Kawachi,
2000), lack of control and loss of respect (Wilkins 2003), and different possibilities of control
and participation in social life by means of statbrarchy and power (Marmot, 1999). These
findings have stimulated investigations that expltre relation between social environment and
health.

Studies carried out in industrialized countrieke lthe Whitehall Study, have revealed a
social gradient in mortality rates, even among peegho are not poor. According to these studies,
such gradient is influenced by factors such asasqubsition, social participation and control
(Marmot, 2003). This author argues that the ides tlrealth and disease are directly related to
economic power and poverty, respectively, is wragthere are countries that are relatively poor,
like India and Costa Rica, where there are low alibytrates.

According to Evans (1994, p.3) “health status Boatorrelated to social statdsThese
evidences constitute open spaces to investigater déctors that are also important in the
determination of the health-disease process.

Race/color versus biological factors in research ithe health area

A large part of the literature involving the retatibetween race and health emphasizes the
lack of scientific evidence when racial differenogisserved in diverse diseases are primarily
attributed to biological factors. In addition, theed to consider historical and structural fachas
been pointed in studies about the theme. Thereformedical and epidemiological research, the
“race” variable should be used as a social constmore related to environmental than to genetic
factors, in view of the fact that genetic deternimaexplains only a very small part of populations
illness and mortality (Pearce et al., 2004).

L All quotations have been translated into Englishtiie purposes of this paper.



According to some authors, the term “race” favoomaeptual ambiguity (Lopes, 1997;
Jones, 1991) as its meaning, even in researchestudihe health area, can express a perspective of
social construction and also of biological condinrc This is caused by the imprecision or
polysemy of the concept of race and ethnicity, desithe inexistence of characteristics that allow
defining a person’s race in an unquestionable \&aypolitical, ethnical and social aspects can play
a crucial role in its definition (Chor et al, 200&;ieger, 2000a; Jones, 1991).

In this sense, Pearce et al. (2004, p. 16) emphabiat the conception that genotype
determines phenotype is wrong, because, althouggtige€actors have influence on health, they are
“only a piece of a wider conjuncture”. The constareraction between genes and environment
indicates that few diseases are purely heredigrgn if they are genetic. Studies carried out by
these researchers in New Zealand have evidenceguhely genetic hereditary diseases are very
rare, like, for example, Cystic Fibrosis (1/2,30€@Hs), Duchenne Muscular Dystrophy (1/3,000)
and Huntington’s Disease (1/10,000), and represantall proportion of the total disease burden.

Thus, the supposition that diseases are genetaubedhey occur in people from the same
family can, in fact, be reflecting a common envirant and lifestyle rather than a genetic influence
(Pearce et gl.2004). Studies have shown that genetic factorse Hags importance in the
determination of the population’s diseases and atityrithan environmental factors. For example,
trends observed in mortality rates provide evidertbat genetic factors are insufficient to explain
racial differences in health, as improved life atinds are related to reduction in many diseases,
which strongly suggests that they are not mainhegje (Pearce et al., 2004).

The use of the race/skin color variable in Publeakh as a meaning of identity of people’s
geographic origin or as a genetic marker has ngesbecause science has already demonstrated
that, from the point of view of the biological setes, there is greater genetic variation among
individuals with similar phenotypical similariti¢san among those with different phenotypes (SEF,
2001). Therefore, from the genetic point of viewhe only certain thing is that an individual is a
human being” (Torres, 2001, p.189). Thus, all hurbamgs belong to the same species, which
overrides the idea of geographic races (SEF, 2001 .consensus that exists among authors is that
the use of the race/color variable can be usefiyl @ana marker of the risk of social discrimination
Or exposures.

On the other hand, Travassos and Williams (2004jdattention to the limitations of
studies that analyze race/color in the Public Hieafea, and highlight the following problems: non-
conceptualization and justification of the utilizat of the race/color variable in studies aboutthea
inequalities; utilization of this variable without being accompanied by one or more social
stratification variables to avoid error of speation of the risk complex; and simplistic
interpretations and conclusions that may lead trisps emphasis on the explanation of these
inequalities. Chor and Lima (2005, p.8) underlitie trace/color classification methods. The
combination of self-classification and classificatiby third parties, although it is considered the
gold standard, should be applied according to thjeob of study because, as race/ethnicity is
understood as a “sociocultural construction, thecept of “gold standard” does not seem to be
adequate”.

Health inequalities and race/color in developed cairies

The relation between race/color and health has beesstigated in developed countries,
like the United States and England, shedding laghthe importance of reflecting on the problem.
Efforts have been made to construct methodologicgbosals in this perspective (Krieger, 2000a),
which have been serving as reference to othermstio

American researchers have observed that chroneasks that affect blacks and whites
attack more sharply individuals of lower socioeanimlevel. This finding has led North American
epidemiologists who study health inequality detewdi by race and gender to treat socioeconomic
level as a possible confounding variable in theo@ssion between race and illness (Williams,
1996; Osborne, 1992). However, there are contr@sersgarding the residual differences that have



been found in the comparison of health results betwblacks and whites. These can be attributed
to genetic or to socioenvironmental factors (Peatcal, 2004; Osborne, 1992), depending on the

ideology of the person who observes them (Krie@®00a). Nevertheless, to Cooper (1984),

treating socioeconomic level as a confounding deian the association between race and illness
makes no sense, as race is one of the factordelgimine socioeconomic status.

In the United States, from the 1990s onwards, tindysof aspects of social inequalities that,
besides the socioeconomic condition, highlightedrtile of race/color and gender in the production
of negative results in health has been stimulakedger, 2000b; Williams, 1996; Krieger, 1994;
Williams, 1994). In that country, race and gender extensively used in the medical and Public
Health literature to quantify racial differencestieatment and health results, and the employment
of this approach has increased recently. Studegsréfate race to social disparities in healthItesu
show that this variable is an important predictbhealth status, as the blacks are in disadvantage
when compared to whites in the majority of the eroic and health status indicators.

The literature extensively documents that povestgssociated with high risk of low birth
weight among African and white Americans. In therkture review conducted by Dressétral.
(2005), it was observed that research into lowhbiveight and arterial pressure also evidenced
worse results to the black population. Howeverhalgh adjustment by poverty substantially
reduces the excess of risk in the African Ameripapulation, it does not eliminate it (Krieger,
2000b; Rowley, 1993). In 1996, a publication of tNerth American Medicine Institute also
showed that there are great racial differencebemuality and intensity of medical treatment, even
after adjustment by factors of access, socioeconarandition and disease severity (Williams,
1996). Therefore, race tends to predict increasedltin risks independently of the economic
condition because, although these two variables@melated, they are not identical (Lovell, 1998).
In this perspective, race/color is a particular @nsion of social stratification which defines
differences in the access to goods and servicésright be attributed to social class. Nevertheless
both concepts carry socially constructed meanilRge/color is based on individuals’ physical
characteristics, while social class is a producazfal relations.

Health inequalities and race/color in Brazil

Although in Brazil social inequalities between la@nd whites are striking, lack of equity
determined by race is a little explored theme m ltterature in the health area (Chor, Lima, 2005;
Travassos, 2004; Cunha, 2001). The academic pihoducn the theme is scarce, and the
justifications for this fact are possibly circumbed to the myth of “racial democracy” that has
been cultivated throughout the years. The idedpmaty disseminated by Freyre (2004), gained
international notoriety and created the illusiomere among the black population, of equality of
treatment among color segments. This may be otigeafeasons why race/color is one of the least
used variables in studies about health inequalitilespite its great relevance as a marker of
discrepancies between groups, in terms of life tmm$. This false “democracy” has revealed
itself more and more through differences evidertmgthe socioeconomic, educational and cultural
indicators and also through the results of studEsut health inequalities.

In the 1990s, some authors, aiming to give vidibiio health differentials between
subgroups, started to utilize the concept of vh#ity, defined as a “set of individual and
collective aspects related to the degree and médexmosure to a certain situation and, in an
inseparable way, to the individual’s greater oségsaccess to adequate resources to protect himself
from the undesirable consequences of that situatiapes, 2003, p.12).

According to this concept, the social exclusiont tisadestined to blacks configures social
vulnerability, and the inadequate assistance t@r joedical, health, leisure, work and housing
needs, among others, constitutes the programmalierability that exposes them to the condition
of higher risk (Batista, 2003; Mann, 1999). Thisicept is related to the production of inequalities
that reflect on the conditions of social, econonualtural and environmental insertion of the
population which, in turn, determines the lack gfigy that makes disadvantaged groups in society



suffer the negative consequences of such insettiggpite of the scarcity, in Brazil, of more robus
studies about the differences that exist betwedor s@gments, the social indicators have pointed
that the black population has worse life conditjomkich contributes to their greater exposure to
suffering damages and risks. Concerning this isswhould be highlighted that the incorporation

of this question into the political and social aggnand even the emergence of research targeted at
the analysis of racial inequalities in health, igesult of the pressure exercised by the social
movements, both national and international. In s@sse, it is also worth highlighting the pressure
that has been exercised by the international acadamduction about this theme since the 1990s.

In the few studies that approach social inequalitre Brazil, differences in classes and
regions have been emphasized (Vianna, 2001; SzwlicW998; Souza, 1995; Minayo, 1993).
Only recently have some authors related the blastsial inclusion with health results, showing
differences between groups according to race/color.

Among the Brazilian investigations that approacélthedifferences according to race/color,
the following studies, briefly described below, r&taout in the literature: Martins and Tanaka
(2000), using data from the Maternal Mortality Coittee of the State of Paran4, have evidenced
great differences in the risk of dying due to m@dkrcauses, which disproportionately affected
black and yellow women. However, maternal mortatitgy not differ between mixed-ethnicity
(black and white) and white women. A study abouldéhand adult women’s mortality conducted
by Cunha (2001) has shown that the mortality ofdcen younger than one year of black mothers
and the mortality of black adult women were higbempared to the whites even when social and
economic conditioning factors of mortality were tolled, such as: mother’s level of schooling,
socio-occupational category and average monthlgmecof the head of the family. Barros, Victora
and Horta (2001), using longitudinal health dagjéhshown worse health results for black children
in the South of Brazil, even after adjustment bgieeconomic condition and other variables
(marital status, mother’'s age, parity, pregnan@nping, social support, smoking, work during
pregnancy and prenatal care). The adjustment bsetkariables reduced the magnitude of the
associations according to race, but did not eliteirtaem. The results also suggested that black
mothers received poorer health assistance when a@mpto white mothers. According to
Goodman (2000), in Brazil, racial inequalities anere common in treatment than in access to
healthcare services. This statement was corrolbkateChor and Lima (2005) when they showed
that, in 2001, the proportion of deaths without roadassistance among the Indians was 9.0%,
compared to 6,0% among whites. These authors t@f@dongitudinal study carried out in Rio de
Janeiro with university employees in which it wasirid, among other aspects, that discriminatory
medical assistance might hinder the diagnosis amtdra of arterial hypertension. With the
contribution of these evidences, the Ministry ofakiie, in the documentA Saude da Populacao
Negra e o SUS(The Health of the Black Population and the SU&f focused on the problem
through an equity perspective, considering bothsimecific health needs of the black population,
and the inequalities that affect this segmenteims of access to services and assistance provided
for this population.

On the other hand, no statistically significantfelénces were found due to race/color in
self-reported health status, in an analysis peréorimy Dachs (2002) after adjusting by educational
and income level, having as source the data fResquisa Nacional de Amostragem Domiciliar
(PNAD — National Household Sample Survey) of 1988the State of Sdo Paulo, a study carried
out by Batista (2003) based on data from deatlificates of 1999, with the aim of describing the
mortality profile of black men and women living ine State of S&o Paulo, focusing on gender and
race/color inequalities, evidenced the highest eratbrtality rates for black men and women.
Kilsztajn et al. (2005) also observed higher crmdertality rate by homicide for blacks in the
metropolitan region of Sado Paulo, although race messignificant when adjusted by the variables
years of schooling, sex and age. Lopes (2005, pdyever, considers that studies about health
inequalities, disparities or iniquities should aane the barrier of figures, going beyond the
comparison of statistical data, since racism isatofays revealed “in an explicit and measurable
form in social interactions”.



Cardoso et al. (2005) analyzed the consistencySstemas de Informagbes sobre
Mortalidade (SIM - Mortality Information Systems) arfsistemas de Informacdes sobre Nascidos
Vivos (SINASC — Live Births Information Systems) as sm# of data for the assessment of
race/color inequalities in health in Brazil in theriod 1999-2002 and found a significant reduction
in the number of deaths and records of live bivtlite non-informed race/color in this period.

Leal, Gama and Cunha (2005) analyzed social ingmpsaand inequalities in the access and
utilization of health services in relation to skiolor in a representative sample of puerperal women
who demanded childbirth hospital care in the mynaikiiy of Rio de Janeiro from 1999 to 2001 and
observed a persistent unfavorable situation ofkbtatd mixed skinned (black and white) women
compared to the whites. Chor and Lima (2005) hgitied that racial discrimination, projected in
the socioeconomic differences that are accumulddeithg the life of successive generations, are in
the origin of a large part of ethnical-racial inafjties in health.

Although the studies mentioned above used distinethodologies, which hampers the
establishment of a more consistent comparison legtwikem, it is possible to observe that the
studies on racial inequalities in health produeeBrazil so far have discussed race/color as akoci
construction, surveyed evidences on the lack oftggquhealth according to this variable, evaluated
the availability and quality of the race/color infwation in official record systems, drawn the
attention to problems and limitations referring tile methods of racial classification and
contributed to demystify the idea of “racial denauy” in Brazil.

Final Remarks

This study highlighted the role of social inequastin the production of health differentials
according to color segments, the emergence of tmeept of race as a fertile field to access
inequality indicators, and the possibilities andits of the utilization of the race/color variabie
the area of Public Health. The studies have shtvahdespite the limitations in its use, this vaeab
can capture the health inequalities to which sagalips are exposed.

The international papers emphasized the justiboatf the use of the race/color variable,
proposed methodologies and pointed to the needréocome the limitations highlighted by the
literature, giving the impression that the focustloese aspects represents a phase that is subsequen
to that of mere denunciations. The Brazilian stsidim turn, underlined health differentials
according to race/color, discussing aspects abbmiuse of classificatory methods and evaluating
the quality and availability of race/color data, iefh might represent a more incipient phase in
studies about the theme, in relation to the int&wnal literature.

However, even though incipient, research productioBrazil, allied with what has been
demanded by social movements, has contributed ltoypwaking with the aim of reducing racial
inequalities in health. A proof of this is that,dpite of the fact thaistema Unico de Saud8uUsS —
National Health System), in its planning, considerdne Brazilian population “supposedly
homogenous, leaving aside the different damagesisk&lto which the population’s subgroups are
distinctly subject” (Paim, 2003, p.184), some meesthave been taken in order to revise this
mistake. Among them, we highlight the document poadl by the Ministry of Health entitléd
Saude da Populagéo Negra e o SUBhe Health of the Black Population and the SW@jere it is
established that: ethnical-racial inequalities galth should play a more expressive role in the
epidemiological research agenda in the countryasdo fill an important gap in the knowledge
about the population’s health conditions; the ismu of the race/color field should be extended to
other national databases, besides SIM and SINAS@aca will be made with CNPCenselho
Nacional de Desenvolvimento Cientifico e TecnolgicNational Council for Scientific and
Technological Development) to include race/coloraasnethodological requisite in the public
notices of research financed with Ministry of Haatresources. This equitable action is defined by
the commitment of health managers and techniciand,also by the active participation of civil
society organizations.

The recent public notices for funding research atiad inequalities in health focusing on
the health of the black population published bytdorg institutions, like CNPq, is an indication



that a consensus has started to be built arousdjtiastion and this possibility is already parthef
governmental agenda in the above-mentioned pergpect

Research that takes into account the limitatioleted to the studies of social inequalities in
health according to race/color, so as to overcdram{ may represent a great contribution to Public
Health and to the deconstruction of health disjgaitby fostering the creation of specific policies
and interventions. In addition, this investment stdaotes an opportunity for the academic
production in the field of Public Health to refregbelf when it is demanded by social necessity,
stimulating the conduction of other investigatidhat contribute to give visibility to the real hiwal
status of different social groups.
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