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Abstract

In the US, so-called race descriptors have histor-
ically been used to ensure control over enslaved and
immigrant groups and classes. This paper examines
historical, clinical, statistical, and human rights im-
plications for subjectively-assigned race in US
healthcare.

When compared to other patient descriptors such
as age and sex, race is far inferior in terms of meth-
od of acquisition, accuracy, precision, and clinical
importance. Examination of current US government
documents soliciting race reveals categories incon-
sistent with existing federal guidelines, thereby con-
founding data at the origin of collection. Subjective
and inaccurate labeling can endanger patients who
are subjected to race-based disease diagnoses and/or
treatments when a more complete ancestry is not
elucidated.

As an aggregated collection of ethnic groups, ra-
cial categories are intrinsically open to statistical
confusion, and complete ancestral data should be
collected for analysis. The inaccuracies inherent in
racial categories can result in study design bias, de-
creased data quality, and possible corrupted conclu-
sions.

The subjective assigning of a person’s race —
“race-labeling” or “medical race-profiling” — is
properly a human rights issue, as the right to accu-
rately define one’s individual or group ancestral her-
itage is a fundamental right supported by the United
Nations Universal Declaration of Human Rights.
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Introduction

Designating an individual’s “race” remains most-
ly an unexamined impressionistic endeavor in mod-
ern US society, as both mass and academic media
routinely ascribe one race to multiethnic/multiracial
individuals.” For example, both US President
Barack Obama and actor Halle Berry are race-
labeled as “black,” “African-American,” or “Ne-
gro,” thus ignoring other significant social and bio-
logical ancestral contributions to their development
as human beings.

Our studies in New Orleans examining subjec-
tively-assigned versus self-reported patient race in
US healthcare resulted in significant differences in
aggregated (monoracial) versus dis-aggregated
(multiracial/multiethnic) results.” Therefore, the his-
torical, clinical, statistical, and human rights impli-
cations for assigned race (“race-labeling” or “medi-
cal race-profiling”) in US healthcare are examined
in this paper.

Brief outline of US race history pertaining to
healthcare
Historical US government race descriptor use

The US government’s use of the race concept
was formalized in the 1787 Constitution, Article I,
Section 2, which stipulated that the population of the
states “shall be determined by adding to the whole
Number of free Persons... and ... three-fifths of all
other Persons.” This proviso ensured that “other
persons” (a euphemism for slaves of full or partial
African ancestry) were counted as 60% of “free per-
sons” (of European ancestry). In the same section,

" “Race” in this article refers to the categories specified
by the US government in the 1997 revisions of the 1977
United States OMB Statistical Policy Directive No. 15,
Race and Ethnic Standards for Federal Statistics and Ad-
ministrative Reporting.”
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“Indians [Native Americans] not taxed” were com-
pletely excluded from being counted as persons.”’

US government race descriptors figured in the
initial 1790 census and were expanded in 1890 to
five arbitrary groups: white, black, mulatto, Chi-
nese, and Indian (Native American).” The “one-drop
rule” (persons of mixed parentage were placed in
the race or color classification of the non-white par-
ent) was initially used to justify enslaving individu-
als who were of part-African ancestry. It was for-
malized into law by the Supreme Court in Plessy v.
Ferguson in 1896,° and subsequently incorporated
into state anti-miscegenation laws that made “race-
mixing” a crime.

Starting with the 1960 census, individuals were
allowed to choose one race from four pre-
determined categories. In this process of self-
identification, they were forced to self-deny other
ancestral contributions. The one-drop rule had simp-
ly changed form from subjective labeling by a cen-
sus taker to a limited forced self-identification.
Forced self-denial of complete and true identity like-
ly had psychological repercussions for those affect-
ed.

The 1990 census allowed residents to choose
multi-ancestral backgrounds, as an “other race”
classification could be listed instead of the preset
categories. The US population responded emphati-
cally by writing in more than 300 other “races”
(which were really mostly ethnicities or other ances-
tral groupings).”

Because of the overwhelming response to the
1990 census, the US government definition of
“race” was changed in the 1997 Federal Register
and for the first time provided for self-identification
to five predetermined categories with the ability to
choose multiple categories. Thus, a “multiracial”
status was finally allowed to be officially document-
ed in the 2000 edition of the census. Despite state
miscegenation laws being ruled unconstitutional by
the Supreme Court in Loving v. Virginia in 1967,
the federal government allowed “bureaucratic anti-
miscegenation” for an additional 33 years, during
which multiracial/multiethnic individuals could not
officially record their true ancestral status.

The 2000 US census reflected the 1997 change,
allowing individuals to select from more than one

pre-determined group and to choose race groupings
in categories other than those delineated by the gov-
ernment. This new freedom instantly created fifty-
seven categories of race-mixing.”

Current US government race confusion
Erroneous race-labeling within government institu-
tions.

US governmental agencies claiming adherence to
the 1997 Federal Register race changes still utilize
several versions of race tabulation which are contra-
dictory to and/or wrong by their own definitions,
and which introduce selection bias and other sys-
tematic errors into human population ancestry.

The largest error is introduced by the US De-
partment of Health & Human Services (DHHS) Ap-
plicant Background Survey form (OMB number
0990-0208). Despite being officially informed of
their error in 2002,”” the DHHS has continued to
define “white race” as “a person having origins in
any of the original peoples of Europe, the Middle
East, or North America.”"’

Needless to say, those indigenous (“original”) to
North America are Native Americans — not “whites”
— an error that simultaneously misclassifies Native
American as well as white applicant data and thus
systematically underestimates Native Americans
and overestimates whites. Possibly the most egre-
gious example of government race confusion in-
volves applicants to the Indian Health Service, the
branch of the DHHS responsible for Native Ameri-
can health, which solicited employees who could
record as Native American in two categories (the
erroneous “white” and “American Indian”),” there-
by diluting the numerical impact of Native Ameri-
cans as a cohesive group of indigenous ethnicities.

It is important to note that all applicants for
health- and non-health-related DHHS government
jobs complete the OMB 0990-0208 form, and gov-
ernmental healthcare agencies such as the National
Institutes of Health (NIH) and the Centers for Dis-
ease Control and Prevention (CDC) have had their
personnel data corrupted by the same error in race
categories.

Also concerning is the routine and cavalier way
in which race is conjoined with ethnicity in refer-
ence to human disease when the two terms are com-
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pletely different concepts — race assumes a natural
or inherited disposition of a massive “ideal” popula-
tion, while ethnicity includes cultural characteristics
and all its complexities (customs, diets, geography,
history, language, xenophobia stresses, etc.). An
example is the use of the term “Hispanic,” some-
times as a racial category that is compared to whites
and blacks and at other times as an isolated ethnic
group. As an ethnic group, Hispanics may belong to
black, white, Asian, and/or Native American “races”
separately or simultaneously.

In addition, the 2000 and 2010 US censuses di-
vided residents into only two ethnic categories:
“Spanish/Hispanic/Latino” and “not Spanish/
Hispanic/Latino.”””* However, the term “Hispanic”
is an imperfect macro-linguistic grouping and does
not represent a distinct ethnic group; ethnic groups
should have much more in common than language.
The “Hispanic” concept spans over 430 million
people, hundreds of ethnicities and languages, and
includes all “races.” According to contemporary US
census policy, “not Hispanic or Latino” is a mean-
ingful categorization for the rest of the world’s sev-
eral thousand ethnic groups.

Furthermore, the Hispanic/Latino concept leaves
some large populations ancestrally stranded. While
175 million Brazilians view themselves as Latin
(Latino) in Latin America, they are not necessarily
of Spanish or “Hispanic” origin. Finally, those of
combined Hispanic and non-Hispanic ancestry (e.g.,
an individual who is the progeny of a Puerto Rican
parent and a Persian parent) are currently forced to
choose only one ethnic descriptor, thereby self-
denying the other.

New standards not implemented in the Medical, Ep-
idemiology, and Public Health (MEPH) community

Despite the US government changing the way it
collects race data, much of the US MEPH estab-
lishment has not done so; contemporary studies uti-
lizing race often do not allow self-identification of
race and/or do not offer multiracial/multiethnic op-
tions.

Although race-labeling is deeply ingrained into
the culture of US medicine, it can be argued that the
use of race is even more profound in the epidemiol-
ogy and public health culture, from which local and

national health policies are produced. Many epide-
miologic studies still use subjectively-labeled race
consisting of three to five groups while understating
geographic, socioeconomic, nutritional, or other en-
vironmental risk factors for disease. Yet genetic as-
sociations are invariably and prominently hypothe-
sized when differences are found between the as-
signed race groups. The CDC’s Epidemiology Intel-
ligence Service (EIS) training program still uses the
pre-1997 model of race in some investigations. This
trend occurs at the highest levels; the CDC Directors
of the Epidemiology Program Office and EIS sub-
jectively and erroneously race-profiled their own
physician EIS officers.”’

Patient descriptor validity

Age, race, and sex have long been used as patient
descriptors in the US. On hospital rounds and in
medical documents, patients are typically presented
using these three descriptors in an ordered cadence
prefacing the chief medical complaint, such as
“Mr./Ms. X is a [age] year-old [race] [sex].”

It is useful to compare the clinical and govern-
mental use and validity of these three descriptors in
the MEPH communities in the US, with special at-
tention paid to race vis-a-vis age and sex, in regards
to method of acquisition, accuracy, precision (re-
producibility), and importance (Table 1). Im-
portance is defined here as how critical each de-
scriptor is to formulating a differential diagnosis and
its potential to impact standard-of-care medical
treatment.

Age

Method of acquisition: Objective. Age data is so-
licited from the individual and is not estimated un-
less the individual and family members cannot pro-
vide the information.

Accuracy: High. Age can be defined in very ex-
act terms, as birth certificates typically note the
year, month, day, hour, and minute of birth. Excep-
tions may be for individuals from countries or re-
gions with poor or nonexistent birth registration.

Precision: High. Identical age data may usually
be obtained by consulting the patient or existing
medical records.
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Table 1: Comparison of age, race, and sex descriptors in MEPH studies

Method of acquisition Accuracy Precision Importance
Age objective high high essential
Sex subjective or objective high high important
Race subjective low low trivial

Importance: Essential. Age is essential when
formulating differential diagnoses for both infec-
tious and non-infectious diseases. Additionally,
standard-of-care treatments may differ by age group
for the same clinical entity. The existence of adult
and pediatric specialties and subspecialties is testi-
mony to significant diagnostic and treatment differ-
ences by age.

Sex

Method of acquisition: Subjective or objective.
The sex of a patient is usually not asked, but subjec-
tively observed and documented by health care
workers and administrative staff. This observer bias
may sometimes be offset by health insurance/
administrative forms in which patients have an op-
portunity to self-identify sex, thereby correcting any
subjective sex errors.

Accuracy: High. The presence of a Y chromo-
some is extremely accurate in identifying individu-
als who consider themselves and are seen as males.
Exceptions may occur when the observer’s judg-
ment is not confirmed by the patient, such as with
transgender and intersex individuals. Without this
patient self-reporting, the resulting sex inaccuracy
might affect some individuals, but population statis-
tics may not be appreciably affected. An exception
to this assumption is when a study targets physically
and/or behaviorally androgynous or transgender in-
dividuals.

Precision: High. Reproducible sex data can usu-
ally be obtained by consulting the patient or the
medical record (with the same gender caveat in
“Accuracy” above).

Importance: Important. By virtue of anatomic
and hormonal differences, sex may be critical when
formulating differential diagnosis lists for both in-

fectious and non-infectious disease. Accordingly,
the Institute of Medicine recommends “womb to
tomb” research on health differences between the
sexes.”” Many disease conditions are sex-specific,
e.g., epididymitis in males or endometriosis in fe-
males. Current standard-of-care treatments do not
routinely differ by sex, but an overview of current
research reveals that sex differences may influence
optimal treatment regimens.”’

In addition, it is important to document if indi-
viduals are transgender or intersex, as this may con-
tribute to their medical diagnoses and subsequent
treatments. Indeed, the concept and term “gender”
may prove to be more accurate and preferable than
“sex” in future MEPH studies.

Race

Method of acquisition: Subjective. Patients are
routinely subjectively assigned a race when they
enter a healthcare setting in the US, under the as-
sumption that an individual’s race is patently obvi-
ous.

In every healthcare encounter, race is assigned
twice — initially by a healthcare administrator (HA),
often an aide or secretary, and later by a medical
doctor (MD), with the MD using his own personal
algorithm in the age, race, and sex descriptive triad
in the patient history. Often these race assignments
are not linked, i.e., the MD does not check the HA
designation but rather assigns a race independently.
In a hospital setting, patients may also fill in the race
section on medical or insurance forms, but the
choices are usually an exclusive three, four, or five
race categories that restrict true self-identification of
ancestry.

Epidemiology and public health investigations in
the US often assign exclusive categories for sex and
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race, but there may be no insurance/administrative
form corroboration for subjective errors of gender
and ethnicity.

Accuracy: Low. The concept of “race” as applied
to human groups is by definition subjective and in-
accurate. The Oxford English Dictionary records
eight distinct definitions of the noun “race,” and
within the most relevant noun (Noun 6), the defini-
tion diverged from “the offspring ... of a person” to
“mankind.”’® Most anthropologists and scientists
studying the use of race groups agree that the con-
cept is subjectively defined and of poor practical
scientific use.”’

Racial identities involving one choice from a
limited menu are routinely assigned to patients re-
gardless of potential multiracial or multiethnic con-
tributions to their ancestry. In the US, patients of
part-African ancestry are routinely labeled only as
“black,” a practice derived from the “one-drop rule”
(the “hypo-descent rule” in anthropological termi-
nology), in which multiracial or multiethnic individ-
uals are placed in a race category of darkest skin
complexion and/or lowest status.’® This practice, in
conjunction with pre-1997 restrictive Directive 15
race categories — which stated, “the category which
most closely reflects the individual’s recognition in
his community should be used for purposes of re-
porting on persons who are of mixed racial and/or
ethnic origins”w — prevents the true expression of
the ancestral makeup of patients and populations.

Precision: Low. Differing race data may be en-
countered when examining subjective observations
in the medical record. Race data can also differ even
if it has been self-identified; studies asking for pa-
tients to choose one of four categories will receive
only that data, while those seeking a comprehensive
ancestral background can obtain multiple category
data.

Reproducibility is lowest for multiethnic or mul-
tiracial individuals, a considerable and increasing
portion of the US population. Individuals with light
or medium complexions are sometimes labeled by
one HA or MD as “white” and by another as
“black.”™ Although official reproducibility by re-
stricted government categories may appear to be
high for many multiracial individuals, since their
ancestral representation is incomplete and therefore

inaccurate, the claimed high reproducibility is con-
trived and reflects a systematic denial of part of their
ancestry.

In addition, some multiethnic or multiracial indi-
viduals may be unaware of their status unless care-
fully questioned; the co-discoverer of DNA struc-
ture, James Watson, was found to have 16 times the
number of genes considered to be of African origin
then the average “white” European has.”*’

Importance: Trivial. Once a complete patient his-
tory — including socioeconomic class, occupation,
nutritional, geographic, and ancestral histories — is
elicited, a race classification is irrelevant. When an-
cestral history is limited or omitted, race-profiling is
rarely helpful and can actually harm the patient if
diagnosis and treatment are erroneously based on
race-based disease assumptions.””

Two popular medical examples used to justify
race-labeling in US healthcare are sickle cell anemia
and hypertension. Hemoglobinopathies associated
with sickling are both genetically and geographical-
ly diverse: sickle cell trait prevalence has been
measured in the “Old World,” from 0% to up to
45% in Africa, up to 25% in part of Saudi Arabia,
up to 38% in part of India, up to 32% in parts of
Greece, and is present in significant percentages in
Sicily, Turkey, and Israel. Experts have shown that
sickle cell gene frequencies do not follow race
groupings but rather geographic zones (or clines)
mirroring historically higher malaria frequencies.””
In the “New World” of the US, sickle cell trait has
been measured in 8% of “blacks,” 0.5% of “Hispan-
ics,” and 0.2% of “whites.”

Hypertension has often been presented as sepa-
rate “black” and “white” diseases in the US, but hy-
pertension is a rare condition in many African peo-
ples.”

Race as a statistical confounder

By popular definition and use in the US MEPH
literature, “races” are actually aggregated data sets
of multiple smaller collectives such as ethnic
groups. Therefore, current race groupings present as
inherent confounders illustrative of Simpson’s para-
dox, which describes statistical inaccuracy that may
occur when analyzing aggregated data. Simpson’s
paradox stipulates that it is possible for data sets to
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reach opposite statistically significant conclusions,
depending on whether aggregated data (e.g., race) or
distinct data (e.g., ethnicity or more exact smaller
ancestral groupings) is analyzed.”

An example of Simpson’s paradox involving
race is presented in Table 2, in which hypothetical
race Z is comprised of 800 individuals, 400 each
from ethnic groups X and Y. Table 2a shows the
response of individuals of race Z to treatments A
and B; treatment A is statistically better than B at p
< 0.005. However, when race Z is divided into eth-
nic groups X and Y (Table 2b and 2c¢), incredibly,
treatment B is statistically better than A in both
groups X and Y at p < 0.05.

For races made up of more than two ethnic
groups, the mathematics will be more complicated
but still includes the same potential confounding
effect from aggregating smaller distinct groups,
which can lead to either Type I or II error in hypoth-
esis testing.

Human rights and race

The subjective labeling of a person’s race (“race-
labeling” or “medical race-profiling”) is properly a
human rights issue, as the right to accurately define
one’s ancestral heritage is a fundamental individual
as well collective (e.g., ethnic group) right. Subjec-
tive race or ethnic labeling violates the United Na-
tions Universal Declaration of Human Rights — par-
ticularly Articles 1, 3, 6, 12, and 22 — of which the
US was a principal (signatory state) sponsor.”” Alt-
hough the US Department of Justice banned routine
race-profiling in all 70 US government agencies
with law enforcement powers in 2003,”* the decision
does not address medical race-profiling in the
MEPH community.

Empowering and subsequent exercising the right
to one’s identity can help ensure accurate self-
referenced ancestral documentation. This requires
education and leadership from authorities that has so
far been found lacking. This paper does not intend
to single out President Barack Obama, who repre-
sents an important example of human diversity in
the history of the US. However, he marked only
“Black, African American, or Negro” in the 2010
US census,” which would not be accurate by a re-
cent study’ or his own biography.’” Apparently, the

Table 2: Simpson’s paradox: Analysis by aggregated
data provides incorrect estimates of efficacy

a. Analysis by race Z (N= 800), which is comprised of
ethnic groups X and Y
Treatment A is more effective than Treatment B (p<.005)

No
Response | Response | Response Rate
Treatment A 200 200 200/400 = 50%
Treatment B 160 240 160/400 = 40%

b. Analysis by ethnic group X (N=400)
Treatment B is more effective than Treatment A (p<.05)

No
Response | Response | Response Rate
Treatment A 180 120 180/300 = 60%
Treatment B 70 30 70/100 = 70%

¢. Analysis by ethnic group Y (N=400)
Treatment B is more effective than Treatment A (p<.05)

No
Response | Response | Response Rate
Treatment A 20 80 20/100 =20%
Treatment B 90 210 90/300 =30%

Adapted from Heydtmann.”’

US census remains so authoritative a sociopolitical
document that Mr. Obama did not acknowledge his
50% European heritage. This is emblematic of a
nation still facing a “race question” 46 years after
equal legal rights (from anti-miscegenation laws)
were legislated. Inaccuracies derived from census
categories are perpetuated within families; for ex-
ample, President Obama’s daughters’ multiple
“race”/ethnicities could be hidden when confronted
by simple ancestral questions. However, our recent
experience in New Orleans with mostly lower class
and often disempowered individuals showed they
were willing and eager to represent their true ances-
tral contributions.

Discussion

Although the social sciences have rejected race
as a social construct that is nearly useless in scien-
tific endeavors, undefined race descriptors remain in
use in the US MEPH community, with scientific

Social Medicine (www.socialmedicine.info)

- 48 -

Volume 8, Number 1, January 2014




studies assuming them to be as intuitively obvious
and useful as age or sex. However, recent research
finds race validity at a level (59% incomplete and
therefore erroneous)’ that would preclude it from
being scientifically helpful in evaluating individual
patients or human populations. As the accuracy and
precision of race are low, the importance of race is
trivial. The use of race can even be detrimental in
medicine, as patients may be harmed if inaccurately-
assigned race is then utilized for diagnostic or thera-
peutic purposes.”*?’

The concept and use of “race” artificially simpli-
fies the complex nature of human ancestry and the
often ignored numerous environmental interac-
tions.” Race assumptions can lead down the wrong
diagnostic path by acting as a false marker for other
variables that differ within a race. For example,
among “black” people, diet and rates of hyperten-
sion differ between East Africans and African—
Americans, and sickle cell gene frequency differs
between West and South Africans.”**’ Additionally,
a “black” or “white” cohort in one study may not be
equivalent to similarly named cohorts in other stud-
ies. It follows that subjective race usage may lead to
inherent study design bias and increased confound-
ing and ultimately to erroneous conclusions based
on race.

The definitive reference works of evolutionary
and clinical human genetics overwhelmingly define
genetic differences in terms of ethnic or even small-
er groups (micro-ethnicities, tribes, clans, and great-
er family groups).3 233 Specific gene frequency maps
are shown to follow geography (in “clines”) more
accurately than races or even ethnic groups. For ex-
ample, a gene frequency map of sickle cell anemia
reveals higher density over specific areas of Europe,
Africa, and Asia where endemic P. falciparum ma-
laria engendered a survival advantage of sickle gene
carriage.

Thousands of studies over the last century have
been carried out in the US using subjective race-
labeling, with many postulating causal genetic infer-
ences from aggregated race data, often to the exclu-
sion of dynamic environmental factors not elicited
(e.g., social class, nutrition, exposure to toxins,
stress effects of xenophobia). Because of the way
the US MEPH systems have acquired and used race

data — contrasted by much of the rest of the scien-
tific world’s research on humanity — race has been
subjectively extracted so pervasively in the US that
health and policy specialists use it with little thought
as to comparative accuracy or consequences. Never-
theless, the scientific futility of race-labeling in
medicine is slowly being recognized,”*” and its
abandonment will eventually enable MEPH research
to be more rigorous and attentive to the populations
it endeavors to study.

Within the next decades, “racial genetics” will be
rendered obsolete, as wealthy societies will provide
complete personal genetic data in a digitalized for-
mat. This development will remove any doubts
about the lack of value in continuing to make poor
and possibly dangerous assumptions about massive
groups of people (e.g., their race) when a patient’s
individual DNA is readily available for analysis.”
However, a predictable future danger is that the de-
monstrably inexact practice of race-labeling will be
perpetuated in many resource-poor human popula-
tions because of lack of access to personal digital-
ized genetic data.

There will be some who are concerned that drop-
ping the hypo-descent rule for US government
healthcare statistics will lead to less minority group
representation, reduced benefits, and worse health
outcomes. This historically compelling argument
requires renewed reflection for three reasons: (1)
healthcare outcomes follow class lines — the poor in
society will predictably die sooner than the rich no
matter what race they are assigned; (2) healthcare
equity projects are doomed to failure without equi-
table redistribution of wealth,”” which, judging by
US political history, has not and will never come by
race allocation; and (3) continued research on false
race premises will continue to corrupt scientific
work. Indeed, class is so important for healthcare
outcomes that while more educated classes predict-
ably live longer, the life expectancy for “least-
educated” (defined as lacking a high school diplo-
ma) whites has contracted 3 (for men) to 5 (for
women) years between 1990 and 2008. In the same
time period, “least-educated” black men gained
lifespan while black women in the same category
actually gained enough lifespan to surpass that of
“least-educated” white women.™
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However, scientific research on the social impli-
cations of race can still be beneficial, especially
when determining the quantitative effects of xeno-
phobic stressors (e.g., racism) on human health, in
areas such as healthcare access, clinical decision-
making, and health disparities research.” These
lines of research remain unfortunately necessary as
racial prejudice has been demonstrated to be con-
stant and possibly increasing in the US."""" This
need not involve investigating race as a monolithic
category but instead utilizing ethnic or smaller an-
cestral groups transparently aggregated to larger
population models (up to and including transparent-
ly defined race), potentially giving a more nuanced
view to the very real negative effects of xenophobia
on health.”>*

Initially, race-labeling functioned as a means of
explicit social and scientific apartheid, and was ar-
ticulated prominently in US law.” However, 162
years after ex-slave Frederick Douglass eloquently
destroyed American racial hypocrisy,” the US
MEPH community is still engaged in race-labeling.
Although all Douglass could rely on was his incisive
wit to describe that intellectual hypocrisy with
“scorching irony,” “biting ridicule,” and “withering
sarcasm,” we now have hard data to show that race-
labeling is scientific hypocrisy as well.”

In modern times, race-labeling is not simply an
anachronism that damages the quality of the science
behind population research, it is representative of
the poverty of official philosophy and its policy of
institutional disrespect for certain individuals. It is
also likely that continued race-labeling serves to
perpetuate racial taxonomies in the US, which con-
tributes to one of the mechanisms driving unequal
medical care and worse patient outcomes — medical
racism.” Clinically, subjective race-labeling is an
arrogance which alienates the very individuals that
physicians and public health professionals are sworn
to serve, and should be abandoned.

A proposed solution to obtaining relevant identi-
ty and ancestral information in the social history
section of the medical history is to ask two questions
that would obtain the best information about social
stressors and biological ancestry: (1) “What is your
complete ancestral background back at least until
your grandparental generation?” and (2) “What is

your perception of how society looks at (“labels or
profiles”) somebody with your appearance and cul-
ture and how has this perception affected your life?”

New research has shown that ethnogenetic layer-
ing in the US can lead to new insights into genetic
variation and human health.”” And in his last work,
Stephen Jay Gould indicated that because Homo
sapiens stayed in Africa so long during its evolution,
the genetic diversity of modern Africans (and its
diaspora) surpasses that of all other “races” put to-
gether.”® These works provide additional impetus for
the MEPH community to cease assuming it knows
so much about populations and individuals to con-
tinue subjectively race-labeling them.

References

1. Revisions to the Standards for the Classification of
Federal Data on Race and Ethnicity. US Federal
Register. October 30, 1997. Available at:
http://www.whitehouse.gov/omb/fedreg 1997standar
ds.

2. US Census Bureau. 2010 Census form. Washington
DC: US Census Bureau; 2010. Available at:
http://www.census.gov/schools/pdf/2010form_info.p
df.

3. Witzig R, Dery MA. Subjectively-assigned versus
self-reported race and ethnicity in US healthcare. So-
cial Medicine. 2014;8(1):32-36.

4. The Constitution of the United States of America.
Article I, Section 2. Available at:
http://www.law.cornell.edu/constitution/constitution.
articlei.html - section2.

5. US Census Bureau. Measuring America: The Decen-
nial Censuses from 1790 to 2000. Washington, DC:
US Census Bureau; 2002. Available at:
http://www.census.gov/prod/2002pubs/pol02-ma.pdf.

6. Plessy v. Ferguson. 163 US 537 (1896). Available at:
http://www.law.cornell.edu/supct/html/historics/USS
C CR 0163 0537 ZS.html.

7. Edmonston, B, Schultze, C, eds. Modernizing the
U.S. Census. The National Academies Press, 1995;
p. 143. Available at:
http://www.nap.edu/openbook.php?record id=4805
&page=143.

8. Loving v. Virginia. 388 US 1 (1967). Available at:
http://www.law.cornell.edu/supct/html/historics/USS
C _CR 0388 0001 ZS.html.

9. US Census Bureau. Overview of Race and Hispanic
Origin. Washington, DC: US Census Bureau; 2001.
Available at:

Social Medicine (www.socialmedicine.info)

-50 -

Volume 8, Number 1, January 2014



http://www.census.gov/prod/2001pubs/c2kbr01-
L.pdf.

22.

Witzig R. The medicalization of race: scientific legit-
imization of a social construct. Ann Intern Med.

10. Witzig v. Department of Health and Human Ser- 1996;125:675-679. .
vices. Equal Employment Opportunity Commission 23. Anderson MR, Moscou S, Fulchon C, Neuspiel DR.
No. 110-A1-8389X-RPD/CDC No. EPO-003-2001. The role of race in the clinical presentation. Fam

11. US Department of Health and Human Services. Ap- Med. 2001;33:430-434. Available at:
plicant Background Survey — OMB No.: OS—0990— http://stfm.org/Fullpdf/June01/sal.pdf.

0208. Available at: 24. Serjeant GR. Sickle Cell Disease. Oxford: Oxford
http://www.cdc.gov/hrmo/OMB_form.htm. University Press; 1985.

12. Indian Health Service — Applicant Background Sur- 25. Trowell HC, Burkitt DP. Western Diseases: Their
vey Form OMB number 0990-0208. (2009). Availa- Emergence and Prevention. Cambridge; Harvard
ble at: University Press; 1981.
http://www.tribalselfgov.org/OSG_KenPosts/IHS do 26. Heydtmann M. The nature of truth: Simpson’s para-
cs/Sept06 ihs/StatisticianGS12GS13.pdf. dox and the limits of statistical data. Q J Med.

13. US Census Bureau. 2000 Census form. Washington 2002;95:247-249. Available at:

DC: US Census Bureau; 2000. Available at: http://www.qjmed.oxfordjournals.org/cgi/reprint/95/
http://www.census.gov/dmd/www/pdf/d61a.pdf. 4/247.

14. Institute of Medicine Committee on Understanding 27. United Nations General Assembly. Universal Decla-
the Biology of Sex and Gender Differences. ration of Human Rights. December 10, 1948. Avail-
Wizemann TM, Pardue ML, eds. Exploring the Bio- able at: http://www.un.org/Overview/rights.html.
logical Contributions to Human Health: Does Sex 28. US Department of Justice. Justice Department Issues
Matter? Washington, DC: National Academy of Sci- Policy Guidance to Ban Racial Profiling. June 17,
ences; 2001. 2007. Available at:

15. Legato M. Eve’s Rib: The New Science of Gender- http://www.usdoj.gov/opa/pr/2003/June/03 crt 355.
Specific Medicine and How It Can Save Your Life. htm.

New York: Harmony Books; 2002. 29. Avila O. Obama’s census-form choice: ‘Black.” Los

16. “Race.” Oxford English Dictionary Online. 2012. Angeles Times. April 4, 2010. Available at:

17. American Anthropological Association. Response to http://articles.latimes.com/2010/apr/04/nation/la-na-
OMB Directive 15: Race and Ethnic Standards for obama-census4-2010apr04.

Federal Statistics and Administrative Reporting. 30. Obama B. Dreams from My Father: A Story of Race
(1997). Available at: and Inheritance. New York: Times Books; 1995.
http://www.aaanet.org/gvt/ombdraft.htm. 31. Brace CL. “Race” Is a Four-Letter Word: The Gene-

18. Davis FJ. Who Is Black? One Nation’s Definition. sis of the Concept. New York: Oxford University
University Park, PA: Penn State University Press; Press; 2005.

1991. 32. Cavalli-Sforza IL, Menozzi P, Piazza A. The History

19. United States Office of Management and Budget. and Geography of Human Genes. Princeton, NJ:
Statistical Policy Directive No. 15. Race and Ethnic Princeton University Press; 1994.

Standards for Federal Statistics and Administrative 33. McKusick VA. Mendelian Inheritance in Man: A
Reporting. Catalog of Human Genes and Genetic Disorders.
http://wonder.cdc.gov/wonder/help/populations/bridg 12th ed. Baltimore: Johns Hopkins University Press;
ed-race/directivel5.html. 1998. .

20. Verkaik R. Revealed: scientist who sparked racism 34. Schwartz RS. Racial profiling in medical research. N
row has black genes. The Independent. December 10, Eng J Med 2001;344:1392-3
2007. Available at: 35. KahnJ. Race in a bottle. Scientific American.
http://www.independent.co.uk/news/science/revealed 2007;297(2):40-45.
-scientist-who-sparked-racism-row-has-black-genes- 36. Kahn J. Race in a bottle: The Story of BiDil and Ra-
764104.html. cialized Medicine in a Post-genomic Age. New

21. Schwartz J. DNA pioneer’s genome blurs race lines. York: Columbia University Press; 2012.

New York Times. December 12, 2007. Available at: 37. WHO. Closing the gap in a generation: health equity

http://www.nytimes.com/2007/12/12/science/12wats through action on the social determinants of health.

on.html. Final report of the Commission on Social Determi-
nants of Health. Geneva: World Health Organization;

Social Medicine (www.socialmedicine.info) -51- Volume 8, Number 1, January 2014



38.

39.

40.

41.

2008. Available at:
http://whglibdoc.who.int/hq/2008/WHO IER CSDH
08.1 eng.pdf.
Tavernise S. Lifespans shrink for least-educated
whites in the US. New York Times. September 24,
2012. Available at:
http://www.nytimes.com/2012/09/21/us/life-
expectancy-for-less-educated-whites-in-us-is-
shrinking.html?html.
Krieger N, Carney D, Lancaster K, Waterman PD,
Kosheleva A, Banaji J. Combining implicit and ex-

plicit measures of racial discrimination in health re-
search. Am J Public Health 2010;100:1485-1492.
Associated Press. Racial Attitudes Survey. October
29, 2012. Available at:
http://surveys.ap.org/data%5CGfK%5CAP Racial
Attitudes Topline 09182012.pdf.

Ross S, Agiesta J. AP poll: majority harbor prejudice
against blacks. Seattle Times. October 27, 2012.
Available at:
http://seattletimes.com/html/politics/2019535280 ap
usappollracialattitudes.html.

42.

43.

44,

45.

46.

47.

48.

Drexler M. How racism hurts — literally. Boston
Globe. July 15, 2007. Available at:

http://www .boston.com/news/globe/ideas/articles/20
07/07/15/how racism_hurts literally/?page=full.
Fanon F. The Wretched of the Earth. New York.
Grove Press; 1961.

Bell D. Race, Racism, and American Law. 4th ed.
New York: Aspen Publishers; 2000.

Douglass F. Oration delivered in in Corinthian Hall,
Rochester. July 5, 1852. Available at:
http://www.lib.rochester.edu/index.cfm?page=2945.
Hoberman J. Black and Blue: The Origins and Con-
sequences of Medical Racism. Berkeley: University
of California Press; 2012.

Jackson FLC. Human genetic variation and health:
new assessment approaches based on ethnogenetic
layering. Br Med Bull. 2004;69:215-235. Available
at:
http://bmb.oxfordjournals.org/cgi/reprint/69/1/215.
Gould SJ. The Hedgehog, the Fox, and the Magis-
ter’s Pox: Mending the Gap between Science and the
Humanities. New York: Three Rivers Press; 2004.

: @ Social Medicine

Health For All

Social Medicine (www.socialmedicine.info)

-52 -

Volume 8, Number 1, January 2014



