
DR. FREEMAN:  Let me just comment on that and I will come to you.  My question maybe to Dr. Witzig or perhaps Dr. Jackson, what do we mean by ethnicity?  In the Census category there is only one ethnic group and that is whether you are Hispanic or not in the way that we have our Census.  


And within that so-called Hispanic group most of those people are Mexican origin, a lesser number are Puerto Rican and the Cuban, and they are not even culturally the same within the so-called ethnic group.  So I am just wondering what -- when we use the term "ethnicity" what do we mean and would not culture be a different way to express that as opposed to ethnicity which carries a political label as we use it now?


DR. WITZIG:  I could address that first.  I think ethnicity division into Hispanic and non-Hispanic is an abomination.  I mean, ethnicity is such a rich concept that belongs to the essence of everyone that to slap it into two categories is crazy.  If you look at it -- I mean, now this new category Hispanic or Latino, and certainly Brazilians see themselves as Latin but they do not where to find themselves in the Census.  They cannot put themselves --they do not speak Spanish.  So they have to somehow put them into some other category.


So I am realizing this is a political thing.  Everything is political.  But to use government -- some of these people are a little wise and they have put in the Census that if you put multi-ethnic it will not count against the -- because sort of -- I am not sure how to implement it and I am not sure who is controlling it but it is sort of the reverse of the hyper-descent.  That if you are part African or part Mexican, whatever, you will be counted in that group.  There has been no explanation of how they are counted.  They say it is not by percentages but obviously this is of critical importance to many associations who are supporting different ethnic groups, and that needs to be defined further.


DR. FREEMAN:  Dr. Jackson, how do you define ethnicity as an anthropologist?


DR. JACKSON:  Usually when we talk about ethnic identity, it is sociological race would be ethnic identity.  Culture has broader implications than simply ethnic identity.  So the way that it is used and the way that I use it is in terms of by microethnic groups.  I mean, I think that you can talk about Cajun microethnic identity.  Cajun culture is bigger than Cajun microethnic identity.  And the problematic issue is that it does not coincide with any set of genes that are Cajun genes, you see.  So decoupling this notion of a biological entity being attached to an ethnic identity, a particular ethnic identity, I think is an important transition that we need to make in America.


That if we are truly committed to a multicultural society and if there is going to be freedom of expression and fluidity then you should not have to be Black, physically Black, to be a gang member.  Right?  And this happens, of course, in Japan, too, where to be a really effective gang member you should be Korean because of the political dynamics between Koreans and Japanese, right?  


So, you know, we need to take the lead in providing more opportunities of expression, cultural expression, I think, and by decoupling the biological from -- and this is happening anyway that the biological is being decoupled from the culture, you know.  And you can listen to people speaking and not know what color they are, you know, and you can do this all over the United States.  You will not know what color they are until you see them so this is a -- it is happening already and we need to -- our medical codification needs to catch up with the rest of society. 


DR. BATTS:  I would like to ask a question.


DR. FREEMAN:  Yes.


DR. BATTS:  How do you account for racism and White supremacy in your argument about decoupling?  Because when I think about -- when you say -- when I think about the public health movement in the U.S., I saw that as one place in the '70s and '80s where it was okay to talk about racism because of the attention to race.  And as you just presented this I wondered what happened to that piece and so I am asking as you look at it at this level of analysis it seems to me that I am concerned about how do you keep the other side of the argument as well that it is important to account for the fact that there are differences that have to do with systemic and cultural and historically current economic social differences.


DR. WITZIG:  I am glad you asked that.  By "decoupling" I am guessing you mean dropping down from race into ethnicities, microethnicities.  So I think that is extremely important and it strikes back to the aggregation and disaggregation argument.  


The point of this, you need to ask people who they are and then you can aggregate them in any way you want.  You can aggregate Blacks in Louisiana along with Jamaicans who have moved to New York and try to figure out if there is some common reason why maybe one had sassafras and the other one has bush tea, and it might result in liver disease or something like this.  


My point is you take these groups and then you can analyze them separately and then you can combine them.  Okay.  That is my point. 


Now, in terms of historical importance of use of race and all this is a huge question and I just think race --


DR. BATTS:  I am just saying, for example, if we assume that medical care will be delivered well by people who live in the community, the people they serve, and people still live in residentially segregated communities, and you do not account for that in medical school admission because you are not thinking of it --


DR. WITZIG:  That is very important.


DR. BATTS:  -- yes, that is what I meant.


DR. WITZIG:  Very important and there is new work coming out that shows that class is very important in cardiovascular disease more than race and even neighborhoods.  When you are looking at neighborhoods that people are living in there it goes in line with cardiovascular disease.  I think the societal factors are extremely important and I think until you erase racism or xenophobia, whatever you want to call it -- I mean, I do not use the word "race" as much as possible but racism as a concept is a very defined concept and perhaps it will change over in terminology in the future but it is an extremely important and powerful variable in health today and I believe on a level that has mostly been undetectable or undetected is a better word.


DR. FREEMAN:  Dr. Hirschfeld?


DR. HIRSCHFELD:  I am both concerned and skeptical of the use of ethnicity in the kinds of discussion we are having.  It may be a perfectly -- it may be a very valuable dimension when we are talking about self-identification and self-esteem and celebration of diversity and so on but to use it in the context of a reliable descriptor of a population membership from which we are going to draw inferences that are going to be useful in say a medical delivery system I think is extremely dangerous for a couple of reasons.


One is ethnicity is just as labile and inconsistent as race and groups that are now ethnic groups or racial groups in relatively recent history, I grew up in Father Coughlin's neighborhood, who was -- you old enough to know who Father Coughlin is -- and I was racially Jewish.  There was -- that is not all that long ago.  We do not have to go back to Irish and Southern European Jews in the early part of the 20th Century in which groups that we now think of as -- definitely as ethnic were considered to be racially different.  That is established as biologically distinctive populations about which because of that biological distinction you could draw inferences about a variety of things.  


And the same kind of inferencing pattern that is not, I think, well supported is going on with ethnicity now when you look at things like cultural defenses in the legal system.  It uses the same logic that is from some group identifying relationship you can draw strong and informative inferences about the internal properties of an individual and internal properties like why they killed their wife, right, because they belonged to X group or Y group. 


And I do not see these kinds of designations as picking up -- as identifying populations that have -- that provide -- that are informative.  And I would be very, very careful about making a switch that is not much of a switch at all.


DR. FREEMAN:  Yes, Doctor?


DR. HARRISON:  I would very much agree.  I mean, I think we have had an incredible amount of information from very diverse perspectives and to some extent we are losing perspective on some of the key issues here, which Dr. Hirschfeld is getting back to.  


If we go back to the diagram which you put up, I think one of the -- the one that tries to show the relationship of science and racialization, I think one of the key changes you need to make in it is between medical standards and the differentially applied standards comes all the social baggage that we are talking about, comes the doctor's perception of the patient's race.


Part of the problem of self-identity issues is that in many cases it is not the person's self-identification, obviously it is that of the observer who then goes through whatever cognitive processes is then deemed appropriate in the presence of such a person.  You are quite right to have doctors by asking then correct that but I do think it is more likely to simply lead to other misimpressions. 


The issue really is in that clinical setting and in other -- and in other settings but in the clinical setting what role does race or the perceived self-identified ethnicity -- defined as ethnicity, what does it -- what role does it play, what role should it play?  Does it currently?  And what role in the future would we think it might better to play in that setting?  


Okay.  Are there things that if we could self-identify or identify people where we think it is appropriate, where you think it is appropriate, that treatments should vary.  Okay.  I think we are asking that question in a context where most of the evidence is currently showing that the assumptions of differences in treatment are probably detrimental.  Cardiac treatment differences and things like that are more the areas where the assumption is, well, this person cannot follow this regimen or something like that come into play.  And that is the context in which I think we have to try to -- it is the fact that the -- our entire history, culturally carried, imbedded perceptions, the lens through which we see -- the racial lens through which we see the world is right there between the patient and the health provider, the health provider and the patient.  


And that seems to be what is driving a lot of the differently applied standards in negative ways.  There might be a context and information and outcome where it could be useful but that is -- I think we have -- we have had different perspectives and we need to try to put it together back into a picture that we can see where these things fit together. 


DR. WITZIG:  I just will reply to those two comments.  I have to agree with most of those and as observer discrepancy is very important and just impression.  That is what I was referring to as subjective in race profiling.


I think that medicine and public health just needs to get into anthropology a little bit more and now people are starting to apply to medical schools who are English majors who are a little bit more of the liberal arts type who will have a little bit stronger world view which I think is very important as well as being a physician.


I am not advocating strictly that we move directly to ethnicity.  I think if you -- as I mentioned, if we take a good history and physical you are going to get almost everything that you can get out of that patient.  If somebody is knowledgeable and you have a patient who for some reason you cannot diagnose then you do go into a genetic history by whatever means possible.  You can send them to a geneticist, particularly the pediatric population.  Or you can do some sort of rough estimation according to your knowledge which is highly variable within physicians as to other possibilities of disease risk related to any ethnic characteristics that you may be familiar with.  And that would include diet, culture, religion, et cetera, not necessarily genes.


So it is a very -- I take your point it is extremely tricky and I agree with you also that the major interface between the doctor and a patient is the major concern at this point and I do not have any answer for that.


DR. FREEMAN:  Dr. Hiatt?


DR. HIATT:  I am a member of the MEPH community.  I did not know that before.  You know, I think what we are dealing with here is sort of a Catch-22 phenomenon.  I practiced medicine in the San Francisco area for 20 years and I know everything you say is correct about the inaccuracy of designation of people by the categories that we have used and race and ethnicity in particular.


But I am also an epidemiologist and here we are at a meeting of the Center to Reduce Health Disparities in Cancer, and the reason we know there are health disparities is because we have cancer registries.  Cancer registries record information on the basis of these imperfect OMB categories.  


Despite all of their problems they are still the genesis of our concern for social inequities, social inequalities, and they are the concern of Dr. Freeman's Center.  


So the catch-22 is if you adopt the perspective of the individual patient, and I think that the sort of tenor of your remarks is really what Dr. Schwartz was talking about yesterday, that respect for difference and variation is critical in the individual interaction, and lose the ability to categorize populations.  Speaking as an epidemiologist, in some way you lose the ability to describe in some way these social inequalities, which we believe are important to understand.  


So what we are left with is if we drop some sort of approach to categorizing ourselves we lose a tool, both at a population level, and I would argue also perhaps differential diagnosis when you think about probabilities. 
And if you keep it you are essentially racializing science and population science in particular and that has some negative consequences.  
So this continual sort of feedback where we do not have a solution seems to be the catch-22 and the problem to me. 


Categorization is a real challenge as we have heard this morning from Dr. Feldman and which way to do that best.  Self-identification or some other sort of measure that genomics will allow us to use.  But either way we do it we are still wrestling with this individual population dilemma that we in the MEPH community have had to deal with for a long time bur your comments on that sort of catch-22 would be appreciated.


DR. WITZIG:  Yes.  There is a catch-22 here.  There is no doubt about it.  But I think eventually it is going to change and I think a key to change really is the   aspect that patients -- people have the right to define their ancestry and some people have done studies saying that, well, they are not defining their ancestry correctly and maybe they are not asking the right questions.  Maybe people need to find out how to go about asking that.  


So I think that is critical and then you will find the way -- which is happening in the U.S. Census now -- the way people are labeling themselves out and then you can aggregate them as you wish.  You can aggregate them right back -- straight into the same old racial categories you want and do your analysis or you can do a different analysis using different groups.  So whether their ethnicities, microethnicities or whatever sort of name you want to put on it, I think that a human being even if they are illiterate should have the right to be able to self define themselves.  So I think that is -- I would attack the human rights issue.


DR. HIRSCHFELD:  I really think it is important to distinguish between self-identity -- identification and the things that are carried by it and the disparities that emerge in the healthcare system just to keep the problem which is being discussed here.  


I do not think that self-identity underlies much of the -- it is not a major factor in disparate treatment.  That comes from other identification by the healthcare system of someone.  That person could identify, you know, as from the moon.  If the healthcare system says X about him there are a variety of beliefs that the members of the healthcare system have about people who they think of as X and that can lead or presumably what is leading to differences in care.  


And one of the things that we were talking about breakfast, if we now have reliable statistics about the discrepancies, one of the things that would be possible would be some kind of system of reward and punishment.  I mean, if we can tract how people's care differs by just using the gross categories of OMB, which are close enough to folk categories to be useful, then if you continue -- if your service continues to show these differences in care level, well, you get whatever it is you -- you know, the punishment is and if your care does not show these disparities then you get whatever the reward is.


It does not matter whether the categories make people feel good about themselves and/or are relevant biologically, that is whether they are carrying biological variation.  What matters is whether people are getting the same level of care despite belonging to, in the minds of the healthcare system, different groups.  


So I think it is really important to distinguish the freedom as it were to self-identify in some way and the way the system gets caught up in other identification, that is identifying the person themselves and deciding on, you know, some subjection level what kind of care they get or deserve to get or how compliant they are likely to be and so on.


DR. WITZIG:  I do not think there is any data that shows that self-identification would be any worse than race categories.  I am not aware of any data on that the other point you are bringing up is -- oh, yes.  There are racial disparities which exist using the present system we have but I think that we can use a better system to distinguish why there are disparities between groups and microethnic groups and why there are not but using the statistical -- the better you can define somebody, I believe, you can get down and define the disparities better and get their answers faster.  


I just think the race disparity system is weak in terms of trying to use it and weak historically and I think it is going to be ultimately weak for human health but there are disparities which exist but some of them you are going to find out, for example, has been found in Jackson, Mississippi that poor Whites are just as bad off as poor Blacks it turns out.  Especially if they are living in the same neighborhood they have got the same rate of cardiovascular disease.  One of them -- Ben Jones has proven that poor Whites have a higher rate.  


So I think it is how look at it.  Certainly it is going to be how you define the categories but I am in favor of -- I think self-identification will not be shown in the long-run to be worse off than government categories, especially as the population is more and more educated about their own self.


Now, just to put an anecdote on to that, more and more people are labeling themselves as Americans.  Okay.  And American obviously is a political distinction.  In a sociologic or anthropologic context you are referring to Native Americans of South and North American but now people are labeling it -- White and Black are now putting themselves as Americans so that is another thing to tease out that has to be addressed.


DR. RODRIGUEZ:  My clinical experience happens primarily in Harlem, which is quite a dynamic neighborhood, which is continually shifting.  I also did want to mention one other before I do that.  The 1880 Census just came out on line this week and was put out by the Mormons.  They automated it but it is the first Census that actually lists Blacks as individuals if anyone is actually interested in looking at that.


My other comment was I do have some concern with the idea of disavowing the collection of ethnographic data from the standpoint of I agree with a lot of the concerns that you raised but, I mean, if we are truly going to provide services in a culturally sensitive environment the reality is we need to understand our catchment area.  So we need to have certain ethnographic captures and how that happens is basically a separate argument.


But it was interesting one of the findings that we had at North General and prior to that at Harlem hospital was when the use of African American was a very, you know, socially and politically correct term to use, we were not capturing a lot of the people.  There was a huge West Indian population, a huge Muslim African population that just would not link.  So, I mean, at this point we still do define race governmentally but the reality is if we are going to go after grant money, especially, you know, dealing with minority health issues, that is what the government wants to know and that is what the other funding sources want to know.  But we also do allow people to provide their own country of origin.  


So I think it was Dr. Hiatt who had mentioned this before, it is very much a double edged sword.  I am also an epidemiologist but prior to that I was a cancer registrar so it is not unheard of for them to change data collection methodology.  We did it with staging, you know, prior to AJCC staging where we are using dup methodology and so forth and so on.  So, I mean, you know, these issues have been visited and, you know, there is or there are ways where the system has provided for adjustments to allow for more specificity.  


DR. WITZIG:  I think that is extremely important.  West Africans, West Indians and Native African Americans native to this land are going to carry different disease risks depending on the length of time they have been in this country, where they have come from, where they travel, what their diet is, et cetera, varying from hypertension to infectious diseases.  So as a clinician I think it is imperative that the word Black or African American not be used to sort of stratify the whole group. 


DR. FREEMAN:  I have a question for this group.  Should we talk for another half hour and go to lunch or should we take a break and have a brief lunch later?  Raise your hands if you want to keep talking for half an hour?  


(A show of hands.)


DR. FREEMAN:  Raise your hands if you want to stop and have a coffee break?


(A show of hands.)


DR. FREEMAN:  What is the situation on lunch?  


DR. NEWMAN:  It is a buffet.


DR. FREEMAN:  The lunch is kind of limited in numbers to 32, which would include this group but not everyone sitting in the audience.  Okay. 


All right.  You want to take a little break right now and then come back.  Let's do it.  Let's take a ten minute break. 


(Whereupon, a break was taken.)

