Richard Witzig, Tulane Medical School


We will go next to the final talk of the day, Dr. Witzig.


DR. WITZIG:  Okay.   Can you hear me in the back?  I can barely hear myself.  I am sorry.  I am fighting a case of laryngitis and I am hope you are all able to hear.  I am just going to move this around a little bit so I can take a look.


First, I just want to thank the Center to Reduce Cancer Health Disparities and the staff, and especially Dr. Harold Freeman for his leadership, and I must say that I am finding that my tax money is being spent very well with the production of this conference.


This does not show it that well but I wanted to put the title of the cause and effects of “Race” Usage in MEPH Community, which stands for medical, epidemiology and public health.  And just in the complexion basis of humanity from what they call low complexion and high complexion in the West Indies.  


To go on, I am now working in Louisiana at Tulane Medical School.  This is one of the hospitals I work at which is Charity hospital.  Charity is 19 stories high.   It was built in 1939 by Huey P. Long.   At the time it was built it had a bed capacity of 3,330.  It was founded in 1732.  It is too bad Dr. Schwartz is not here because he was talking about his Bellevue days yesterday.  And actually Charity and Bellevue are the two oldest hospitals in the United States continuously working and both founded in 1732.  


In 1860 it had a Civil War capacity of about 1,000 and it was a central hospital for yellow fever and malaria, epidemics which were very common during that time.  


Now, this building you can see looks like a big bird.  It has got a central wing and it has got two massive arms and the reason was there was no air conditioning in 1939 so they had to create a thin building so that whatever air was passing through in humid Louisiana summers would give some relief to the patients.   This style of building is totally obsolete now.  The buildings are built in rectangles or squares for energy efficiency.  


This building was also full of asbestos so it is going to be very hard to pull it down and create something new there.


Now, what else is significant is that this was a segregated hospital.  One wing was Black and one was White.  And this was forcibly desegregated in 1964, which is not very long ago.  So it has got quite a bit of history to it.  


Now, in Louisiana we see a fair amount of different ethnic groups.  Of course, we see African Americans, European Americans.  We also see Creoles, people who are descended from the French, and have intermixed variably with different ethnic groups, especially African American heritage, Native American heritage.  We see patients from various American ethnicities, Choctaw, Tunica, Houma.  We also have Black Cajuns.  These are people with dark complexion who speak only French.  We have Isleños who were originally from the Canary Islands and started coming to Southern Louisiana about 200 years ago.  In addition, we have more recent immigrants, especially in the last -- when I say recent, I mean last 100 years, which are Central Americans mostly, especially from Honduras, Garifunas, and a wide variety of other ethnicities.


Now, I feel that race terminology breeds confusion and suffering.  Back in 1989 somebody said, "Only in the United States can a White mother have a Black child but a Black mother cannot have a White child."  This is the situation that was done on a visual basis and is still being done today.  But some state laws changed since that time and in 1990 the White women in some areas -- race is now being associated with the mothers so regardless of the child this is the race that was being assigned.  The Black mother's child stayed the same so it is interesting in what is going on there.  Now, in Charity hospital if a White woman gave birth to a baby with "Black" features, she was likely to be removed from the ward and wheeled across to the Black ward despite her postpartum condition.  So the whole use of race in this country -- obviously this is a modern usage of human suffering.


Now, race origins -- this is an overview from yesterday but slaves 2,000 years ago were somewhat -- these are conquered people, vanquished people, and they were often incorporated into the population and even considered individually by the Ancient Greeks.  It is not generally complexion based.  Socrates favored abolition of slavery.  Something happened around the slave trade and slavery in 1500 to 1888.  I put that date as the end of slavery in countries like Brazil and Peru.  And then in 1964 because wherein those countries at the end of slavery you have incorporation of these people into society, of course we have an extension of economic slavery until recently.  


So practically and informally, I say informally because there was no formal scientific designation at that time, placed Africans and part-Africans and others, for example Incas in the subhuman category.  The differences, of course, were in Spanish societies they often integrated with native populations to a high degree.  And, for example, in Peru you have the incidence of the best history of the Inca civilization is given by somebody called Garcilaso de la Vega, who wrote Commentarias de las Incas, and he was one of the first mestizos in Peru who lived in the 16th Century.  We do not have that experience in this country.


Now, Linnaeus in 1758 and Blumenbach in 1775 were instrumental in forming the human taxonomy as far as I have been able to ascertain, and that opened the door for science to categorize humans.  They are both products and producers of the prejudices of their era but their work is remarkably similar to concepts and categories of race remaining today and actual use.  So you always have this dichotomy of science and society which is maybe not a dichotomy because there is quite a bit of interaction between the two and one will affect the other and this was actually a determinate of how racialisms and terminology are used even today.  


So just to go back to the old works and the Systema Naturae, the -- it is worth reading this.   Europeans were called fair in terms of the complexion, gentle, acute, inventive, governed by laws.  Americans were copper-colored, obstinate, content free, regulated by customs.  Asiatics were sooty, severe, haughty, covetous, governed by opinions.  And Africans were Black, crafty, indolent, negligent, governed by caprice.  So you can see the original descriptions and there is a lot of dots in between the two but other than it has not changed any of the actual intent.  Of course, Linnaeus was living up in Sweden at the time.


Johann Blumenbach was the first to use race terminology in German it is Rasse.  And he divided humanity into five categories and these are idealized categories of Caucasian, Mongolian, Ethiopian, American and Malay.  He coined the term "Caucasian" because he thought that the Caucasus region of Asia Minor produced "the most beautiful race of men."  However, he did remark on the arbitrary nature of the five divisions so he at least was open to some possibilities. 


Now, I mentioned the ideal race forms and these are Caucasians.  The Negroids and Mongoloids are what are called idealized forms in anthropology.  I just wanted to break one down.  Caucasian actually if you break it is "Cauc-Asian," Asians of the Caucasus.  Now, who are these people?  Well, you read about it in the news all day.  It is Czechnya.  Actually this whole area is a Tower of Babel of linguistic invention and ethnicities, and it is just a bit strange that all of Europe is represented by a term really that describes this area.  


Now, as I said, wait a minute, aren't Asians Mongoloids?  So the terminology is all mixed up and skewed.  You know, this  has been parodied in different areas by different people and George Carlin, who is a comedian, and I would consider a wordsmith, says, "Caucasians, sounds like something in a shoe style.  Do you have a Caucasian in a size 11?"   
People -- I think they should abandon these population descriptors.  They really are not useful.


Now, what about the old Black, White, Yellow, Red system?  Well, this is a modern primary color scheme.    Even with primary colors, you mix them up to make other colors.  Well, Black and White are politically and MEPH correct.  Medical, Epidemiology, Public Health.  But somehow Yellow and Red has somehow fallen out.  I do not know how that happened but that is politically incorrect.  


So why is that?  
Well, it does not really matter.  Humans do not follow primary color scheme.  Rather, complexions range from a continuum of light brown to dark brown.  Even albinos have pigments.   They may not have melanin but there are other pigments within the skin and if you hold their skin to a piece of white paper you will see that it is not identical.  So complex human population identifiers should not be reduced to a simplex primary color scheme, which is inaccurate and inconsistent with human experience.  


Now, what is race exactly?  The Oxford English Dictionary has seven noun definitions for race.  The most relevant noun, noun 1, the definition ranges from the offspring of a person to the all of humanity,  i.e. the human race.   It gives basically the smallest definition of race, which is basically a family all the way up to human race.  So when somebody says race you never know what they are talking about unless they define it and nobody defines it.  We use it in papers, whether it is in anthropology and other -- in medicine, for example, it is most often not defined.  


Now, the OED carries an extraordinary disclaimer on this word and it says "the term is often used imprecisely; even among anthropologists there is no generally accepted classification or terminology."  Most anthropologists and scientists studying race definitions agree that race is subjectively defined and of poor practical use.


Now, around the world most countries use the terminology of ethnicity and multi-ethnicities.  You can have zero, the adopted and unknown ethnicity, one, or multiple ethnicities.  And for a medical person the important reference works of human genetics to define differences only in terms of ethnicity of family groups, and these are Victor McKusick's Genetics Text, which is the bible of genetics text that is used, and Cavalli-Sforza's data and his group, of which we have some members here.   So this is what I look at in terms of human evaluation.  


Now, I want to get into several different things.  I am going to talk about what the U.S. Government variations on race are before I talk about experiences in medicine.  U.S. Government use of race was formalized in the U.S. Constitution Article 1, Section 2, and it stated that population of the states shall be determined by adding to the whole number of free persons, i.e. White folk, three-fifths of all other persons.  That three-fifths of other persons is a bland euphemism for slaves of full or partial African ancestry, and that was went into yesterday.  And they were counted as 60 percent of the European ancestry.  Now, in the same section Indians not taxed were excluded totally from being counted.  


In the first U.S. Census in 1790 the U.S. Government race descriptors were used and later expanded to four groups in 1860.  The one drop rule which has been discussed widely already was initially used to justify enslaving individuals with part-African ancestry and was legally formalized by the U.S. Supreme Court in 1896 in the Plussy v. Ferguson case, and subsequently incorporated into state miscegenation laws which made race mixing a crime.  


Under select conditions race was allowed to be self-identified to one category in the 1960 U.S. Census.  And individuals were required to self-identify to one of the four predetermined race categories, thereby self-denying other ancestral contributions.  So my position here is that one drop rule was changed simply from -- in some cases, as I said, under select conditions not everybody picked their own ethnicity or race at that time, changed from subjective labeling to a limited four self-identification/self-deification.  I think this forced self-denial has an existential consequence for those who are forced to do this.   It must have some psychological repercussions because people affected would have to self-deny part of their ancestry.


Now, the 1990 U.S. Census allowed residents to express multi-ancestral backgrounds, as an other racial classification could be listed in addition to the preset categories.  Lo and behold, the U.S. population responded emphatically by listing more than 300 other races, and these are really ethnicities.  


Because of the overwhelming response to the 1990 U.S. Census, the U.S. Government definition of race was changed in 1997 Federal Registry and I call this the decision document.  This went into effect immediately in October 30th of 1997.  And this provided for self-identification in five predetermined categories with the ability to choose multiple categories for the first time.  So this was 1997.  


In reality this is no official race mixing documented in the U.S. Census until the 2000 edition.  So despite the last state miscegenation law being ruled unconstitutional by the U.S. Supreme Court in 1967, Virginia v. Loving, the U.S. Government persisted in what I call the bureaucratic miscegenation for another 33 years as multi-ethnics in the U.S. could not officially record their true ancestral status, multi-ethnic status. 


Now, the 2000 U.S. Census reflected the 1997 Federal Registry change as it provided for individuals to select from more than one predetermined group, to choose race, really ethnic groupings, and categories other than those delineated by the U.S. Government.  This new freedom instantly created at least 63 categories of "race mixing."  


Now, what is happening in the medical, epidemiology and public health communities?  Despite recent official government changes allowing mixed race, much of U.S. society and the medical establishment still feature the one drop rule.  The U.S. MEPH community has historically followed the governmental race definitions and usage even though they have largely ignored the '97 governmental changes, as most contemporary studies that utilize race do not offer patients self-identification and multi-ethnic options and in addition to define the racial categories.  


It is worth nothing that although race labeling is deeply ingrained into the culture of U.S. medicine, it can be argued that the use of race is even more profound in the epidemiology and public health culture from which local and national health policies are produced.


Scientific studies from the MEPH community really define their race descriptors, assuming them to be as intuitively obvious as age or sex.  And most epidemiology studies use subjectively labeled race, meaning that they assign race, consistent with two to four groups.  Many studies have not addressed nutritional, geographic, travel or other environmental risk factors for disease, yet genetic associations are invariably and prominently hypothesized when discrepancy is found in subjectively labeled groups.


As mentioned, the MEPH community has lagged behind and I was able to be present at the CDC for a year in the '90s and the CDC, specifically the EIS program, which was called the Epidemiology Intelligence Service program, which trains epidemiologists, still adhere to the pre-1997 model of race in their investigations, in which self-identification and multi-ethnicity are not options but race profiling is, or subjective race labeling. 


At this point I want to hand out a paper.  I only have 29 copies.  This is just a copy of a paper that was written in '96 that I ordered several hundred copies but nobody was interested in until now so I might as well distribute it.  But inside I would like you to look at some of the new papers that have been placed, and I put here U.S. Governmental agencies are confused by their own race categories.    The U.S. Department of Health and Human Services Applicant Background Survey form or OMB number 0990-0208, from the CDC and NIH, has defined for the last five years White race as a person having origins in any of the original peoples of Europe, the Middle East or North America.  This is obviously not true.  It is North Africa.  This is present in multiple government forms,  has collected data for the last five years, has been  used by thousands of people.  This is a form that is supposed to be filled out by every person who is applying for a federal job.  


Now, other governmental agencies such as the Agency for Health Care Research and Quality and HHS Program Support Center have also had their data corrupted by the same gross error in the race category.  And possibly the most egregious example of government race confusion was from the Indian Health Service, which also uses the form.  This branch of HHS responsible for Native American health solicited employees who could record as Native American under two categories, White and American Indian, thereby diluting the numerical impact of Native Americans as a cohesive group of indigenous ethnicities.  
I think this gross error, it is time to be addressed.


More inconsistency.  This is a local example from Louisiana.  Cajuns, otherwise known as Arcadian French, who were oppressed people themselves, who were forced out of Eastern Canada because of religious reasons and ended up in Louisiana.  Incidentally, also integrated to a higher rate than other people of European ancestry and them being oppressed peoples themselves.


The 1980 Census, 32,799 persons identified themselves as Cajun.  AT that point Cajun was not listed as example to describe ancestry.  


In the 1990 Census Cajun was added as an example to describe ancestry.  When I say that it is added as an example, there is about 20 different examples they give, you can add an ethnicity such as...they give you about 20 examples out of about 1,000 possible ethnicities.  And the number multiplied by about 20, it went up to 668,271.  Now, when the 2000 Census rolled around Cajun was removed as one of these examples so perhaps Cajuns did not think they could put that down anymore.   So simply by removing it as an example it dropped the number down to 85,414.  Now, in Louisiana there is a tenfold decrease in the Cajun population in Louisiana from 1990 to 2000 because these are the national numbers and obviously there was not a tenfold decrease but it had to do with selection bias.


Now, these are what I consider the U.S. government's interpretation of human ancestry.  You have got Black, you have got Asian and  you have got White.  This is simplistic. 


If you look at a country like Trinidad and Tobago, this is the actual mix.  You have the top four groups and then you have another -- the other groups, some five to 15, which are real people walking around doing real things, they talk to you, you know, but these people are ignored in all sorts of race schemes.  


At this point I wanted to read from an article because I think it is prudent to do some clinical stuff here but people have talked a little bit about sickle cell disease and racial categories and whether they are possibly helpful and I am concerned that they are harmful in some aspects, especially when people assume things about race groups and I have a case -- these are two cases that actually we saw.  An eight year old boy phenotypically European presented with acute abdominal pain and anemia.  Hematocrit of 21 percent, which is about  60 percent of normal.  Though is body temperature is only slightly elevated, surgery was considered for appendicitis.  And then a technician in the laboratory found red cells with hemolytic characteristics on a smear so surgery was -- so the doctors did not have anything to do with that.  Surgery was canceled after the results of a subsequent sickle preparation were found to be positive and the child was treated for previously undiagnosed sickle cell anemia.  His parents were from Grenada and were from Indian, Northern European and Mediterranean ancestry.  So that is a case of a boy phenotypically European who turns out to have sickle cell who was just about to be operated on and operating a person who is in a sickle cell crisis is significantly putting their life at risk.  


The second case is a 24 year old man who was classified as Black during the medical history who presented with progressive upper abdominal pain for 24 hours and was found to have a hematocrit of about 22 percent, also severely anemic.  He stated that a doctor had once told him he had sickle cell but he had never been hospitalized and he had never needed treatment so the physician heard sickle cell and obviously a 24 year old who is homozygous for sickle cell would have been in the hospital before and would have been symptomatic so, if anything, he would have just been heterozygous, admitted him for sickle cell crisis and had two blood units transfused overnight.  The next morning the patient has a witnessed cardiac arrest and was intubated immediately, that means putting him on a breathing machine.  During intubation bright red blood was suctioned out of the pharynx and esophagus but his oxygenation remained excellent.  What that means is he had the proper advanced cardiac life support at that time and he was intubated and he got very good oxygenation so oxygenation was never a problem.  The patient could not be resuscitated despite the advanced cardiac life support effort.  His hematocrit at the time it occurred was 13 percent despite being transfused overnight and he had exsanguinated or he had bled death from a bleeding peptic ulcer.  Sickle cell trait of disease was not confirmed.  


So these are cases in which race and -- I am sorry, I jumped ahead that -- I am using that because one of those patients was of West Indian heritage which is often multi-ethnic.


I already had a little bit of humor in this lecture here, a very small amount from George Carlin, and I want to inject a little bit of magic, and I want you to look at this picture at these five soldiers.   Immigrant soldiers from Brooklyn, who you can see from the left to the right, one is Lebanese, one is Puerto Rican, one is Italian, one is from Russian heritage, and the other is Greek.  Except if you look closely, they are not from Brooklyn.  Actually they are wearing Israeli uniforms and these are brothers.  Actually they are quintuplets.  And this picture -- this is just an example of  the power of suggestion.  Because if you look at that you would not think they were brothers but  giving a little bit of the power of suggestion can perhaps make this picture a little -- you can see the incredible genetic and phenotypic difference just between brothers.  This was a picture in the New York Times back in June of this year. 


Now, let's put race in context and how it is used in medicine.  I am calling this age, race, sex scheme a "discordant triad in modern medicine, epidemiology and public health" and that means a sort of musical analogy.  Discordant triad makes the music sound a little bit odd.  But age, race and sex have long been patient descriptors in the United States.  On medical wards patients are typically presented using these three descriptors in an typical ordered cadence prefacing the chief medical complaint such as Mr. X is a 36 year old White female or male actually. 


(Laughter.)


I caught myself there.  And then you would go on with the chief complaint, has had chest pain for the two hours, period, and that would be the chief complaint.  


Now, the race descriptor has remained in widespread use throughout the United States despite other countries having either abandoned or never used race.  The ubiquitous use of race is discordant within age, race and sex triad, as race is a vastly inferior and potentially inaccurate patient descriptor when compared with age and sex.  And my point here is race imbedded in the middle of this age, race, sex triad has exploited socially the way it is used in hospitals and in medicine and public health the impressive precisions, reproducibility and clinical and epidemiological importance of age and sex.  Age and sex are far more important than race in disease, which I will talk about in a minute. 


So what does this mean?  Here is a little table that shows acquisition, precision, reproducibility, which I add up into a category of accuracy, and importance of these descriptors.  If you look at -- and accuracy is determined by evaluating the first three.  Through the self-identification when somebody comes into your hospital you say, "Mr. X, how old are you?"   "39."  Sex, you do not ask them, "Are you male or female?"  That is a subjective -- occasionally we do.  And race is typically not self-identified.  It is incredible but you have all sorts of people from the clerk at the desk to -- if you get a chance of filling out race it would probably be on an insurance form.  So in the clinical experience you might have a back up in your insurance form that you might have to sign up to back that up.


Having said that, in Louisiana I often see patients with medical records and in one visit they are Black, the next visit they are White, the next -- it goes back and forth so it is a -- so precision of the age and sex is high.  Even if somebody comes in unconscious you can give a rough age and basically for diseases -- there are diseases that you need to think about age.  For example, bacterial meningitis, age would factor into not only the differential diagnosis, what is causing the meningitis, but would also figure into the treatment even if they had the same exact organism.  For example, in children you would have steroids but in adults you would not so age is very critical.  It basically can be divided up into fairly rough age groups which can be seen visually fairly in high precision. 


Sex is fairly high and it would be a little bit less than five percent of the U.S. population has either a genetic differentiation, maybe XXY, XXX, XO, and other evaluations, testicular feminization syndrome, for example, which might make it a little difficult to tell their sex phenotypically but precision generally is high. 


Race is low as I will go into later on.


Reproducibility of age and sex is high.  If they are asked about it, even on visual, race is low.  And importance of age and sex is very high both in differential diagnosis and in therapeutics.  Where I am saying race is low is no actually and if I am being especially generous I would say it is trivial with a caveat that it can be dangerous.  And that is backed up because if you look at differential diagnoses you really do not go by race, if you really want to be accurate you have to go down to ethnicity and what Dr. Jackson calls micro-ethnicity, I believe.


There is one other thing I wanted to mention about that.  


So in terms of differential diagnosis -- in terms of therapeutics, on treating people by race, I am not aware of any medical association that has recommended any therapeutic difference.  Not the American Association of Cardiology, the American Association of Pulmonologists, Infectious Disease, which is my specialty, there is no recommendation to my knowledge that you treat persons by race differently.  So the differential diagnosis, race is superficial and can be dangerous in my opinion and the therapy is unchanged.  


Now, this is a little study I did when I was on the medicine wards a couple of months ago and during the 30 days we are on call every four days and I am overlooking the residents, and 40 patients.  And I selected 11 of these patients to ask them about their ethnicity.  Now, the reason I selected only 11 was because they are inpatients and when they are inpatients they are sick and I do not ask them right away.  I wait until they are diagnosed and their therapy is underway and so you have a bond between them and then you ask them and usually you can ask them about their ethnicity or ancestral heritage is the word I would use.  And lots of these people -- most of these have French names or Spanish names.  


Ten of the 11 stated they were outside the race group noted on the chart so the two who are labeled White were actually Mexican/Creole and the other was German/Blackfoot.  And the Blacks were, four of them were Creoles, one was Creole/Cajun, one was Creole/Choctaw, and the other was Creole/African American.  Now, the single exception was obviously multi-ethnic because the mother could have passed for Portuguese, his biological mother, but he would not verbalize for a  social reason.  He is a active gang leader and he has to be Black in the Black community so he was not -- he was resistant to the idea of -- I asked him on the day he was leaving.  So the race accuracy in my opinion is less than 75 percent.


I would like to reproduce this in New Orleans in an outpatient basis.  I think it is a little bit too risky right now to do it in inpatients because these people are sick and our job is not to make them uncomfortable.


I think there are some statistical errors caused by race usage and if you have these three descriptors, age, sex and race, and there is an erroneous input on any of these data, then you would want to look at the outcome for the individual or the group.  Okay.  If somebody comes in the hospital and you label these wrong you want to know if the outcome is going to be on the individual and then on the group.


So for age, as I mentioned, for the individual if you got it off by a couple of years, there would probably be not much of an effect.  


Sex, there would be a difference but it is very small because it is very rare.  And often in my experience these people volunteer, hey, I am not a man, I am a woman.  So it is -- there would be a difference, though, in the individual.


And race there would be a difference.  Now, you are probably thinking that does not make any sense.  If he said that race does not -- is not important, how would the effect of erroneous race be -- how could that be important?  That means that race is important.  
But my point is that you are disregarding a relevant ethnic data if you are using race wrong and ancestral data, and that is going to affect the patient adversely potentially.  And also it gives the inherent barriers to the race groupings in a large number of multi-ethnics.  I think if you are going to use race and you are going to use it erroneously you potentially are going to hurt somebody.


Now, the group effect, for age and sex the numbers are so small there would be no effect.  But I think for race there would be a group effect and that is what I am going to try and prove later.  


Now, this is another example of what I believe can be the inbred statistical error caused by race usage and race groupings are a perfect set up for what is called Simpson's paradox, which proves limitations of analysis of aggregated data.  By definitions really race groupings are aggregated data of ethnic groups or microethnic groups or whatever you want to call them.  Further weakening the data is race groups may be subjectively labeled, somebody is looking at him and he says he is this, that.  This can be an important issue in meta-analyses if we aggregate data from different studies and data are often collected differently.


This is not actually magic but this is a statistical paradox and I am taking an example because I think this is just inherent when we are using aggregated and disaggregated data.  What this simply means is that if you have better data, if you have more data, to a person to be anything, or you are doing a study on heart disease and there is no cholesterol levels in one study and yet you are using cholesterol levels in another study.  Okay.  You have more data and if you are aggregating the data it means you are not using their cholesterol levels.


So if you have a number of Race X patients responding to treatment A versus treatment B, you see the numbers here and you can look on your paper, A is better B with a p value of less than .005, very significant.  So you have 50 percent response rate to 40 percent using the sample size of 800.  


Now, if you divide it into ethnicity Y and ethnicity Z making up Race X you find exactly the opposite.   B is better than A in both groups.  And these numbers you can calculate impact.  This is the statistical paradox which shows the danger of when you disaggregate data there is a possibility that you are running into this problem.


So if a patient's ethnicity is unknown and race is used as an aggregation of two or more subgroups, treatment A seems to be better with statistical significance.  But if the race data is disaggregated and the patient's ethnicity is known, treatment B is preferable with statistical significance also.  Less than .05.  And this is called Type S error after Simpson.  The point is that all variables should be defined with all available accuracy and then human definition certainly deserves that effort and documentation and this is not something we do.


These are something I threw on here.  Black genes, White genes, over simplification, and this is the Gambia and the major ethnic groups, and the Gambia.  Which ethnicity has a minority with lactase deficiency are the white pattern?  That would be the Fulanis who are pasture -- have been shepherds for centuries.


Okay.  I just wanted to talk a couple of minutes about human rights.  I believe that the subjective labeling of a person's race, also known as race profiling, and cavalier use of race is properly a human rights issue.


Subjective race solicitation in the U.S. violates the United National Universal Declaration of Human Rights, specifically in these articles:  1, 3, 6, 12 and 22.  


Really, what could be more important a human right than having the right to define one's own ancestral heritage?  Even if it is not correct, they are person and you should have to give them the respect and give them the chance and have to ask them questions in a correct way.


Sometimes it is important.  I once had a patient from Mauritius who happened to be of Indian heritage and he claimed he was Irish, and I asked him have you been to Ireland.  No, I have not been to Ireland.  Why are you Irish?  Well, I am Irish.  Well, he was floridly psychotic.  So my point is that occasionally you will run into problems like that.  He actually had something called polydipsia -- psychogenic polydipsia, sorry, which is what, a psychotic person and he was sipping a cup of tea.  He was over in London.  He was sipping a cup of tea every five minutes for eight hours so his sodium went way down and he was not only psychotic normally but he became very psychotic. So you can occasionally run into problems like that but you learn to deal with it. 


I think this is a fundamental individual right as well as the right of the collective groups such as ethnicity or microethnicity.  


Now, in modern times race profiling is not something -- an anachronism that damages the quality of science behind research of populations but is representative of the poverty of official philosophy of how human beings are disrespected by institutions.  


And I think subjective race labeling is not only a human rights violation but in medicine or public health it is an arrogance which alienates the very individual which the physician and/or epidemiologist is sworn to serve.


The ancestral level I like to go to is a grandparental level and usually people know something about that but obviously you can go deeper.  Institutions have the duty, number one, not to label individuals without their permission and, number two, to provide equal provision for all ethnicities, no favoring, which should be protected by the constitution's equal protection clause, which is what -- the Census example I was giving you.  And, number three, to allow free expression and choice of ancestral ethnicities.  In other words, no restriction of prearranged groups.  Some of these now have legal backing, one and three, but are not implemented very widely. 


This is just an example from the media recently in the U.S. pageants, the internet, and the one on the left is the individual who states her ethnicity is Lumbee Indian and had a little bit of scandal and never made the actual Ms. America or whatever it was pageant.  She would have had a shot at becoming the first Native American to be Ms. America.  The other one was Ms. Harold and she lists her whole ethnicities out by Black, part American Indian, part Russian, Greek, German, Welsh and English, and this is going to become much more common, I think, and it is becoming more common in the media.  


I missed that one.  However, there is still a mainstream one drop rule.  This is the first Black female Oscar winner and there is her mother who is apparently largely European.  So she does not claim her multiethnicity.  At least -- well, the media is not claiming it for her.  I am not sure what she does.


This is a very sloppy slide to end the slide presentation but this goes to show what I think is still the scientific usage and the societal usage sort of feed off on each other, especially in this day and age with the media and internet.  You never know who is controlling the media and what their agenda is.  So we have science driven by convention, which is whatever is going on in the society which can vary from state to state as I mentioned for state's rights and states vary quite liberally.  And you have the policy justification by scientific usage. 


So the last thing I wanted to talk about was use of race in hospitals and medical institutions.  I happened to go to a medical school out of the country so I really did not encounter this until I came back.  And having worked in various places in Boston, New York City and New Orleans, it is really encountered in most places and people use the age, race, sex thing, it just, you know, rolls of their tongue so easily.  Nobody thinks about it.  People are labeled right in front of them which I think is incredible.  I am constantly having to talk to people about this.  Everybody thinks I am strange.  But it is used quite widely.


In terms of ethics courses I have not narrowed down the -- much addressing this at all and it dismays me because there is so many errors in the race system and we are all humans here.  I mean, this has got to be the most important thing is to find out who we are not only as a group but as individuals.  


So I think there is a lot of work that needs to be done in the MEPH community.  There has been some input and progression in the government, especially in the 1997 Federal Register data and the 2000 Census but we are basically facing educated people in that community who are not educated on this and are still using old time terminology and in a race profiling way which I think can be damaging.


Thanks. 


(Applause.)

