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DR.  GEIGER:  City University of New York. 


I am going to really try and be brief because I have a sense that we are all getting numb but we are going to have some  controversy in a way right at the outset just to respond to what my friend, Dr. Schwartz, has been saying, and I do not think he disagrees.  Since people of color in this society live in a different world than whites, have different environmental experiences, are treated differently in a wide variety of ways, we have to find a way to pay attention to those differences in terms of medicine and medical care, in terms of risks for disease without falling into the trap of assuming the false biological categories.


I presume I am here because for the last three or four years as I mentioned a while ago with my colleagues I have been undertaking a systematic review of the literature on racial and ethnic disparities in diagnosis and treatment in the United States with special attention to the things that Dr. Freeman was talking about.  With special attention to studies in which various attempts have been undertaken to control for the major confounding variables.  Such variables as primary access to care, health insurance coverage or payer type, socioeconomic status, stage and severity of disease, presence or absence of coexisting disease, hospital type and resources, and the like.  In other words to try to identify race as the variable of significance when attempts have been made to control for all of these other confounders.  Not always perfect attempts, I will come back to that, but there are very many studies that meet the criteria.  Indeed, we are approaching the critical review and adaptation of nearly 700 such studies in the literature over the past several decades.


We have been looking at multiple categories of disease and care.  General medical and surgical care, cardiovascular and coronary artery disease, the best study subject by far, cancer, stroke, renal disease and renal transplantation, asthma, diabetes, thalamic disease, HIV, AIDS, preventive services, mental illness, the list goes on, and we are now starting on the task of reviewing the extensive literature on trust and mistrust in the health care system and to some extent cultural beliefs about disease and the health care system. 


There have been two products of this effort so far.   A commissioned paper for the Institute of Medicine committee that is examining this issue and a commissioned paper, indeed a whole series of commissioned papers, and efforts in the parallel panel that is examining this issue and are going to make recommendations on the part of physicians for human rights.  Again there is some overlap, in fact, in the membership of the two groups.  David Williams, Joseph Betancourt and a number of others.


It is worth noting that this effort by my colleagues and myself is one of at least three independent efforts that have been going on to attempt the same task.  We build on the work and extend the work of Robert Mayberry and his colleagues that Morehouse published in Medical Care Research and Review in 2000 and quite recently limited to cardiovascular disease an excellently organized review of coronary artery or cardiovascular disease disparities in diagnosis and treatment by Nancy Kressen in the September 4th Annals of Internal Medicine.  And I suspect there are other efforts underway as well.


What is worth noting is that all three of these efforts are essentially reaching the same conclusion in different degrees of detail but pointing in the same direction.  We are all looking at three questions.


First, "Is there credible evidence of disparities in care by race or ethnicity when these other confounders, other significant variables are accounted for?"


Second, "If so, if there is such credible evidence, what can we learn about its causes?"


And third, "What can we say reasonably about what would be useful or effective corrective interventions?"


For me to talk about some of these results to this audience it seems to me is gilding the lily to a considerable extent.  This room is full of people who have authored many of the studies themselves that my colleagues and I have been reviewing and annotating so I know that much of this is familiar to many of you. 


To summarize in just these few minutes, the evidence of racial and ethnic disparities in diagnosis and treatment for African Americans, for Hispanics, less well documented but increasingly documented, for Native Americans, for a variety of Asian subgroups is consistent.  It is credible.  One is tempted to say it is overwhelming.  It occurs across all of the disease categories that I have mentioned.  It has been found in all of these three independent efforts by Mayberry, by Kressen and by myself.  It is based on increasingly sophisticated studies.  None of them perfect in terms of the control of confounders but some of them getting, indeed, very close so that one can say a preponderance of the evidence by this time makes it quite clear that these disparities exist and that they exist on the base of race or ethnicity as social categories that are operative in medicine.


To turn to the second question of cause, that is much more complex and much more difficult.  First of all, the literature heavily based on retrospective studies and very often on administrative data, administrative databases rather than the examination of clinical records or anything prospective, very often perforce has to be speculative with regard to cause, to causation.  Nonetheless -- that is starting to change as we will note in a moment but nonetheless there is a striking similarity, speculative or otherwise, in the causative suggestions that are made in this great bulk of studies.


In no rank order:  Lack of cultural competence on the part of physicians; disorders in cross racial or ethnic physician-patient communication.  Despite what Dr. Schwartz has said, biologic and genetic issues intermittently are offered as causes.  Again speculative and usually without any scientific basis.  Patients' cultural beliefs; minority mistrust in the health care system on the basis of historical knowledge or past experience of perceived discrimination in the health care system; prominently -- I said no rank order but prominently offered is patient choice or preference.  It is the patients who are responsible for refusing recommended treatments and, therefore, creating these disparities in diagnosis or treatment is the argument.  And reluctantly often offered last is the possibility of physician bias or institutional racism.  That is probably not an exhaustive list but these are the proffered causes that are mentioned most often. 


And with the exception of what Dr. Schwartz has already covered, the fallacies of a biological basis, when one looks at the literature and, indeed, I think this is quite striking with regard to the cancer literature, there is some evidence for many of these preferred causes.  And the conclusion -- the first conclusion is that disparities by race and ethnicity and diagnosis and treatment and  medical care are multifactorial in origin.  There is no single approach that is going to provide the answer in my view at least. 


Secondly, what is much less, I think, acknowledged is that many of these causes are related to each other and interact with each other.  Thus patient choice is, in part, a function of physician communication style, so-called practice style with regard to patients.  Patient choice may also be affected by patient cultural beliefs.  Physician's communication style may, indeed, be a function not only of his or her cultural competence but also of bias and stereotyping.


There is an article that if it has not appeared, will be appearing in this month's issue of the Journal of Medical Care by one of my colleagues, Michelle Van Ryan, that charts these relationships in some detail. 


What that suggests further is that corrective interventions are going to have to be multifactorial because we are going to have to address dimensions of many of these causes, including bias and institutional racism but not limited to them. 


And to learn the things we need to learn, we need more of -- a great deal more, I think, of what are starting to appear as prospective studies.  Especially those that permit observations and communication between physicians and patients, observations or records of the decision making process, and interviews with physicians and patients of the kind, for those of you familiar with it, done by Hannon and his colleagues in Albany with a prospective follow-up, a prospective study of a follow-up by Van Ryan and Burke in a seminal article in Social Science and Medicine in March of 2000 demonstrating that, in fact, there were stereotypic views of African American patients that were predictive of physician decisions to deny cardiac catheterization, angioplasty or CABG.


I would like to say a few words finally about the most contentious difficult charge, which is that physician bias and institutional racism play a role in all of this.


I say contentious because it is so understandably but consistently denied by physicians, other health workers and health care institutions maintaining the fiction that medicine because of its egalitarian commitments is somehow immune from what the society, the rest of the society offers in terms of bias and stereotyping, the things that we have been hearing about from David Shipler.


The reason I say it is understandably denied, a physician saying, "Hey, I do not do this.  I treat everybody equally.  My peers do.  My institution does not behave that way."  For a variety of reasons, including an awareness that this is in conflict with consciously held principles, number one, by a great many physicians, the egalitarian commitments of medicine in general, a belief that we are as physicians or other health workers immune from racism in society.  And I say understandable because the process of bias in these contexts at least involves at least two pillars.   One is racial and ethnic stereotyping about which we have heard so much and the second is what the people who study social cognition, a whole body of literature that does not appear very often in the medical literature, call application error.


Let me talk a little bit about stereotyping and application error in turn.  Most stereotyping in the literature is social psychology and the social cognition literature is very clear about this.   I think most stereotyping occurs below the level of conscious awareness.  People are not aware that they are stereotyping.  Stereotyping further is facilitated and enhanced by time pressure and by cognitive complexity and it is hard to find a better description of what a busy physician or a busy resident or a busy intern has to confront in care.


All of us stereotype.  It is a cognitive shortcoming undertaken in the name of efficiency.  We stereotype in all kinds of ways not limited to racial and ethnic stereotyping.  It is a common process and, as I say, operates often, not always, below the level of conscious awareness.  That is not to argue that there is not evidence of overt racism in the medical community, in hospitals and in institutions as well.


One of the clearest examples in a paper by Fendicane (?) and Karice (?) usefully if somewhat unethically taping ward rounds without the knowledge of the other people on the rounds demonstrating that black patients were always identified as black, white patients were not.  Again whiteness is a given.  And about half the time the black patient's identification is accompanied by pejorative remarks.


Stereotyping is resistant to disconfirmation to evidence that would belie the content of the stereotype and is difficult according to the social psychologists to suppress.  Of course, there is this continuous feed without full levels of awareness of this kind of stereotyping.


To give one illustration, my colleague, Joseph Betancourt, when he was precepting the diabetes clinic at Cornell before moving on to Mass General, and I suspect from the grin that he told you this story, discovered that African American patients in the diabetes clinic to a far less extent than whites were not getting glucometers and instructions on managing their own disease and monitoring their own blood levels.  Nobody seemed to be really aware of this.  And when Dr. Betancourt discovered it and brought it to the attention of the residents, who were unaware, and said, "How come?", the standard explanation was, "Well, they would not understand."  And yet this operated without that conscious statement that they would not understand.  The stereotyped surfaced only when it was brought up in this way.


Now as to application error, application error is defined as the inappropriate application of epidemiologic evidence or past experience to the individual that is before you.  That is why in many emergency rooms young black males with sickle cell crisis looking for opiates to relieve their pain are first regarded as addicts in seek of affection.  That is why all kinds of judgments about susceptibility to particular diseases are inappropriately applied to the patient before one.


About five or six years ago there was a wonderful paper in the Annals of Internal Medicine about a black man who had a bleeding ulcer and a white man who had sickle cell anemia, and the hospital staff futzed around for about two-and-a-half weeks before they got around to admitting that the black man did not have sickle cell anemia and the white man did, and undertaking appropriate therapy for each.


The application of this kind, and again Van Ryan has described this, is particularly difficult, I think, because so much of our training as physicians and other health workers is, indeed, in the mastery of this kind of epidemiologic evidence and in drawing on our past experience with groups of patients at least in the estimation of risk.  The difficulty is that it goes beyond risk estimates to prioritization.


We know far too little about what might be called the "natural history" of social categorization in medicine.  We know very little about what biases medical students, nursing students and others bring to their education.  We know very little about the evolution of their views.


William Branch and others at Emery have been writing about a consistent crisis that seems to occur for many medical students when they enter clinical years in the wards.   A conflict that at least, in part, stems from their perception of the difference between their motivations, their empathy, their egalitarian views, their views of race and social class on the one hand and the culture of the wards on the other.  And the fact that they are engaged in the task of professional socialization and want to fit in.


Talking about this at medical schools around the country, almost invariably afterwards five or six students come up to me and say, you know, "I was on ward rounds and the attending made these appalling statements by race or ethnicity, and what can I do?  This is the guy that is going to give me the grade."  And there is a real dilemma.  The only thing I have been able to suggest is to say, "If you could keep a straight face and do not do it too often, you can counter such a statement by saying, 'Gee, that is very interesting.  Could you refer me to some data on that' because it is hard to get into trouble for asking for data."  But it is the frequency of this anecdotally reported experience that is important.


One cannot close without reference to the wide varieties of denial that I think are not very different in medicine than in the larger society.  David Shipler mentioned an NORC poll for the 1990s.  There are more recent ones.  Most recently Kaiser Foundation-Pew study of racial and ethnic attitudes on the part of Americans, a population-based sample of study.  73 percent of white respondents said, "Oh, yes, African Americans have about the same equality of opportunity as we do." 


The same stereotypes that David Shipler mentioned at somewhat lower percentages because the reported self-reported subscription to racially biased beliefs is always lower than their real prevalence.


One that was interesting was the frequency with which whites said they had black friends and frequently had a black friend to dinner.  I did a little back of the envelope calculation of the number of white families in the United States and the number of African American adults in the United States, and while they did not say -- the frequency was not specified, my back of the envelop calculation was that every black adult, male and female, in the United States is having to go out to dinner with white friends four nights a week to fulfill this projection. 


(Laughter.) 


DR. GEIGER:  Finally, to look ahead a little bit.  One of the struggles that we are going to have as we try to learn more and to intervene in all of these dimensions is the necessity of continuing and improving the collection of data by race and ethnicity by health organizations, by HMOs, by managed care organizations and the like.  The Commonwealth Fund has just published an excellent study on this challenge.  Kevin Fiscella has done an extended paper for the Physician for Human Rights Commission paper on this challenge.


Many health organizations believe that it is illegal to collect data by race and ethnicity when, in fact, it is not and, indeed, in some respects it is federally mandated.


This is going to be fiercely resisted, I think, in lots of ways but we are not going to be able to keep track, to monitor, to know what is happening with regard to disparities unless we continue particularly in organized health care systems or expand the collection of data by race and ethnicity.  Complicated, indeed, by the multiple new census categories but it is a challenge that we have to face.


And we need to remember finally as one of the other challenges our ever present friend, Warren Connerly, in California has a valid petition underway called "The Racial Privacy Act" that would forbid the State of California in most domains from collecting data by race or ethnicity.  "We are entitled..." he says, "...to racial privacy."   Indeed, it is racial classification that caused slavery, apartheid and the holocaust.  That is really a huge exercise in standing on your head.


So Dr. Freeman can walk down the street and keep the fact that he is darker skin private and I can walk down the street and keep the fact that I am lighter skin private.  This early polling suggests that this has very substantial popular support in California and the purpose, of course, Ward Connelly's purpose, in my view, is not racial privacy.  It is to make difficult or impossible the demonstration of bias, of differential treatment, not merely in health care, of the factors that all of us have to contend with.


So we have enough evidence, indeed, to act.  The nature of those actions is what we should be discussing.  We need ongoing research and we need all of the efforts that we can make to bring about acknowledgement of these processes and their effects in medical care. 


Thank you.


DR. FREEMAN:  Thank you. 


I want to thank David Shipler, Robert Schwartz and Jack Geiger for three very insightful presentations.


We are a little behind schedule.  We are still going to need to take a break.  I am going to call it five minutes.  I know it is going to be ten but let's say we are going to start back here in no later than ten minutes so people have a chance to stand up, get a cup of coffee, whatever, and we will come back right after that. 


Thank you very much.


(Whereupon, a brief break was taken.)

