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.. LLURE OF RACE IN BIOMEDICAL RESEARCH
HE A

4] to market pharmaceuticals is required to include racial and
k .,\.m . search subjects and to analyze their findings by race.
e~ mw : inclusion resuscitated federal interest in minority
i omm cused on biological rather than systemic inequities.
ut one ?mm_n anm&m the federal research bureaucracy incorporated
: %mnﬂ%ﬁ%ﬁ% rmm_nnv at every level. A task force commissioned by
son

5

..._H._rw >:EH® Om wmﬁm : Em from 1983 to 1985, to examine the state of minority health re-
In WH.OEmnﬁﬂmL wmmmmﬁ.ﬂr Lurden of death and iliness experienced by blacks and oﬁrmﬂ“:EoH.H«
o ompared with our nation’s population as a whole. In the
e " HHS founded an Office of Minority Health, the Centers
. HMMMMM”U_ created the Office of the Associate Director for Minor-
e
By the mid-1980s, researchers had again turned to the idea thar Tag
tity was a useful way to distinguish human bodies for medica] mEv
Ironically, as sociologist Steven Epstein has chronicled in his bag
sion: The Politics of Differeince in Medical Research, this campaign
by minority and women health advocates in a push to diversify th
tions studied in medical research, At the time, most clinica] reséarch
Jects were middle-aged white men, whese bodies had been defined
scientific norm. Critics demanded instead that medical researcl
more inclusive to attend to the particular health needs of women, o
and racial minorities. Claims about justice in scientifie research had

the case of trials evaluating interventions, :mmeEw &mmmwm:a&.mmm.
on such groups,” Many researchers interpret this ﬁcﬁn« M,mr a HmnME_Hmo
o break down research findings into racial nmﬁ,mmozmm..m mm.moOwS ’
fes that researchers must use the racial categories provided in
. ..S.w Na. 15 for all federal reporting. .
Here were dissenters to the race-conscious approach to inclusion

; . rules imposed
from protecting socielly disadvantaged subjects from unethical prac ﬂr% adical research. moam.nosmm?mnémm mﬁmz.mm Hwﬂ“ﬂ”mﬂrma to mmmﬁzm‘
toward promoting access to clinical trials and biomedical products ! . lawful gender and racial @:oﬁmm." on eseare mm m., ted SUBQ_& equality in

Inclusion of groups that were previously underrepresented in cl ction policies. Some u.;:o.:Q doctors Mwwn.m ms American oncologist
search meant measuring biological differences across these groupssih; dicine were also worried. Otis Brawley, an Africa

i i ical officer of
Epstein calls the “inclusion-and-difference paradigm.” In response t¢ sryat the NIH National Cancer Institute and MMM M._MM HMMMHM M oot
demands, the federal agencies “ratified 2 new American Cancer Society, warned that :.:w TH Re lion A e
fuzlly do more harm than good for the minority ﬁomc mﬁ.ﬂod , Jopes
benefit. The legislation’s emphasis on potential racial .%m._mmwm:nmm o8 ﬁ
racism that its creators want te abrogate by mmnmwrmrﬁm mMRS:Wm.:
sponsored research on the basis of the belief that there are significant bio

consensus that biome
research—now a $94 billion industry in the United States—must baeo
routinely sensitive to hurnan differences, especially sex and gender, raéé 4
ethnicity, and age,” writes Epstein.? Starting in 1986, a series of federal
policies, and bureaucratic offices institutionalized the scientific use ofra vs
categories (o ensure greater participation of minorities in clinical ogical differences among the races. ) idelines creates a perplexing
and to address health Inequities. Any federally supported university scier Race consciousness in federal funding guidelines

. g ne — t wu
W m:v < DHN&ON (.(.T_Lm ﬁmﬂMHUdmm to correct M storic glec O* OOﬁHm Dm ODHOH n
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biomedical research, requiring that biomedical researchers use Tace
variable risks reinforcing the very biological definitions of race that haye
torically supported racial discrimination. Paying attention to racia disy
ties in health is cruciel to eliminating them, but attention to race in biom

app mwm. that Congress had not thought through these problems when it
o+ NIH Revitalization Act in 1993. Most of the advocacy for diver-

research can also make these disparities seem to be grounded in bioly it mandate in the NI reauthorization bill, drafted by congressional

difference rather than social inequality.® 1990, referred only to inclusion of women as research subjects. It

The way out of this paradox is to focus on how race is used and defy .. only after the Congressional Black Caucus belatedly intervened that
the research at hand. Some federal research initiatives that investig ; se “and minorities” was added to the language requiring inclusion
reasons for race-based disparities and develop programs to mnﬁnmwm mu. n NiH-funded research.'® Congress did not s eriously weigh what
properly treat race as a moﬂ..&, grouping that has consequences for D s treat race, along with sex, as a biclogically distinctive category.
health. The NIH guidelines fall into trouble when they irnport thes ; umps together women and minorities as “second-class citizens”
categories into research that reaches biological conclusions—as if rieq
a biological category. As I showed in chapter 3, forcing genetic ms&.,.._m.
populaticn and biomedical research into social categories of race thy
to make these categories seem genetically determined. The NIH e
ments can easily be interpreted to treat races as biologically distine il
tions whose health status and responses to therapies vary for genetic reason

ce and sex are not parallel kinds of identity. The biologicai distinc-
s hetween men znd women (though far more fluid than commonly held}
ot mirrored in biological distinetions among races.

w,.. most of U.S. history, pecple of color were exploited in medical ex-
ments that injured or stigmatized them while they were excluded from

inherent to each group. . ical trials designed to improve health. Congress was right to correct this

Researchers often mechanically break down their findings by rac
comply with the NIH guidelines. Even if they are careful to identify sy
participants in narrower geographic, ethnic, or indigenous terms,. th
compelled by NIH rules to “aggregate” their findings into the approv
cial categories.” They then proceed to report race-based noﬂnm:ﬂon.m_m

stice but went about it in the wrong way. The purpose of diversifying

dical research should not be to find innate differences amang racial
roLp It should be, first, to give patients equal access to the benefits that
ccrue simply by participating in a clinical trial and, second, to give
1tists a richer resource to investigate the mysteries of human biology—
end of the study—even when racial subsamples are too tiny for statistical ha B.”.m_ﬁmm cancer tumors grow in human tissue, why a therapy is effective
sound results and even when race was not related to the purpose of some patients and not for others, and how to stop the progression of Al-
study in the first place. When I asked a scientist who studied geneti i

butions to hypertensive heart disease why she reported her findingsacco
ing to the race of research subjects, she responded simply, “I had to TSP
by race to get NIH funding!” In his interviews with biemedical resesrch
studying racial differences in health, Steven Epstein “found that resea
consistently were unable to articulate clear definitions of ‘race’”® Good

ence requires a cogent definition of racial variables used in research a:

mer’s, for example.!! Adding minority patients to the research pool pro-
4 more accurate reflection of human diversity.
“hird, diversifying clinical research can aid in investigating how racism
srms people’s health. Scientists need a political, not a biological, definition
ce to accomplish this. If race is treated accurately as a social category,
ere is nothing wrong with recruiting members of a particular racial group
investigate the causes of illness in the group and the best ways to elimi-
them. Through its Racial and Ethnic Approaches to Community Health
REACH) program, the CDC Office of Minority Health sponsors scientific
fidies that “target” diseases within particular racial and ethnic communi-
I8s. As chair of the board of directors of the Black Women's Health Impera-
2, I support the organization's research projects and educational programs

as an intelligent hypothesis of why they are relevant. “T think that requi
these racial categories traps us into continuing to use them without bregk
ing past them and trying to find other ways of actually directly measurin
the things that we are really interested in,” Stanford bioethicist Mildred
told me.® :
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(some [unded by the CDC) that have addressed black women's greaer | sthma. For example, a team of scientists from Boston University
den of dizbetes, obesity, breast cancer, heart disease, and HIV/AIDS 5 o ; : Emn‘:nﬁm traced the cause by exposing mice to dust particles col-
these efforts tackle the preventable soctal reasons for these &mﬁmzﬂmm . -om inner-city homes and studying the effects on their lungs. The

In the decade since the federal inclusion policy was launched, E%E <imed out to be exoskeletons and droppings from cockroaches.)?
ress has been made, however. A 2009 analysis of fifteen health statug jig . ooam_ to 2005, New York University researchers attached air pollution
tors found that disparities widened significantly for a third of them; 1 io the hackpacks of children with asthma in the South Bronx.
rates for heart disease, breast cancer, diabetes, and suicide, as wel] as Hﬁoﬁ:m that the children, who were twice as likely to attend a school
of tuberculosis. The disparity in infant deaths remained virtually csnrmsm L ..m?emw as children in other parts of the city, were exposed to fine-

In short, “there was no significant trend toward overall irmprovement
2007 Nationzl Healthcare Disparities Report, issued by FTHS, had 54 ctandards.™®

access are not getting smaller™® The paradigm that includes minor : but why does the risk vary according to race? Why is the rate and
biomedical research to discover their intrinsic biclogical differences k
nothing to close the racial chasm in health. Yet biomedical researcherg Gonzalez Burchard, the biopharmaceutical researcher at University of

increasingly turning to genetic explanations for racial disparities in he lifarnia at San Francisco we met in chapter 3, thinks it has to do with their
and disease. .

; tory in a quest for the unique genetic signature that pre-
Searching for the Gene . me Laboratory g . @. g g

& children of certain races to get sick with asthma. He also wanted to

Asthma, an inflammatory disorder of the airways, is the most cor , .,i.d_ Puerto Rican children respond poorly to albutercl, the top asthma

chronic disease striking children and is the illness that most frequent
children in the hospital, Asthma symptoms are triggered by allergene

W@w experts in genetic epidemiology, biostatistics, genomics, clinical asthma,
ritants in the environment that cause the airways to narrow. Peapl .

asthma have a hard time breathing and are subject to bouts of coughin etic samples, stored by race in the university’s DNA Bank, to create a
wheezing. “] think that asthma’s worse for children, though, because pla base his lab team can scan for genetic clues as to what distinguishes
part of childhood and children cannot play with real abandon when they f f asthma in different racial and ethnic groups. The distinctive genetic
so bad,” writes Jonathan Kozol in Ordinary Resurrections about childrer . ntin Puerto Ricans, he hypothesizes, is related to their recent African

ing in the South Bronx, where asthma rates are sky-high. “Even milda

weighs their spirits down and makes it hard to smile easily, or to read sat down with Burchard in June 2008 at his office in the Genetics of
with cageress, or to jump into conversation with entire spontaneity.’'f. thma Laboratory to ask him why he was so sure that disparities in asthma

It has been estimated that one third of children living in public: housin genetic root. “I'm fascinated as to why disease rates and severity vary
have allergic asthma.’® Puerto Rican and African American children cross: populations and how racial or ethnic background influences that.

especially high rates of the disease: while § percent of white children m also impressed by how race modifies risk factors, whether they would be

Asthma prevalence and death rates have been increasing in recent deéa
especially in inner-city communities, further widening the racial gapi!
Many research studies have identified the environmental allergen

nmental part to boast about his lab’s recent discovery: “We just pub-
lished a paper that came out two weeks ago in Human Molecular Genetics in
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Caucasians, Asians, differenc Hispanic subgroups, and Africans,; 3

ace, He seemed to separate the race-based genetic research he was
mutation was specific to African origin” Burchard explains that the my :

.m.mﬂda race-based socizal effects on health.
is involved in regulating a protein that affects smooth muscle tong .
airways, saying, “Long story short, it causes more severe asthma s
“When you say it's African specific, do vou mean that this Eﬂ.mﬂs
only found in people of African descent?” T asked. I was surprised

hy we need more research in this area. It's fascinating to think
& interaction between your biologic background and your genetic
ad and the social forces that are operating on it. Now, we know if
socioeconemic status, somehow your social position in life gets in-
the scientific literature usually speaks of differing allele frequenc .m.m. “The physiological outcomes of stress translate into high blood
racially exclusive mutations. Yet Burchard told me the mutation was which is translated into kidney disease and the heart disease, which
fined to people with African ancestry. 1 learned from 2 later reading of . lated into premature death. We also know that the social discrimina-
article Burchard mentioned 'that this conclusion was based on his Iy pa icularly in United States, somehow gets internalized in African
screening of research subjects, including twenty-four African Americ an'males in particular” By the end of our conversation, Burchard
the polymorphism C818T. “We did not find a single subject heterg
for the C818T SNP in screening 96 Puerto Rican, 95 Mexican, 86
sian, and 7 Asian asthmatics, implying this SNP is specific to populati

African origin,” his research team concluded.®® Yer, given the researc

iphasizing genetics less. “Personally, I think I have been pretty good
ing that it's not all genetic. People try to paint me as a pure geneticist,
now that there is an interaction between sccial 2nd environmental
b etic factors.”

human genetic diversity, the uncertainties inherent in racial self-identifie Fhiert why establish a lab devoted ta finding the genetic roots of racial dif-

I

and Burchard’s small sample, I needed better evidence of this ces in asthma?” [ asked. “Right now [ don't think we know encugh about

implie
rican gene. It makes no sense for African Americans but not Puertg Rica
to have this supposedly race-specific allele when people in both groups ha

recent African ancestry.

otential outcomes of genetic testing in specific racial groups. I think in
se of the mutation that we identified, if it did pan out, it could be a
&.ﬁm target that we would say, gee, if you are an African American
Je, here is the drug that you should take. . . . That would be an example of
ur sort of work could be directly translated into clinical applications.”

he Genetics of Asthma lab is one of countless research projects at uni-

“Some people would say that by focusing on minority health, you're
forcing the idea thet minarities are biologically different. How yo
spond to that?” I asked Burchard.

“I think populatior:s are biologically different,” he replied. “T mean, wh i rsities and biotech firms around the country hunting for the genes that
you are minority or non-minerity, I think populations are biologically.d
ent, just like males and females are biologically different.”?! He contin
“So, for example, cystic fibrosis, that is a Caucasian muration

esponsible for health disparities in America. They are supplementing a
e body of published studies that claim to show that racial gaps in dis-
, only in Ca e prevalence or mortality are caused by genetic differences. In addition
sians. We are finding it now in African Americans and Puerto Rican
that's because of the intermixing of populations.” :

to asthma, disparities in infant mortality, diabetes, cancer, and hypertension
ve all been attributed in the scientific literature to genetic vulnerability
But as we talked, Burchard’s views of race and genetics became comp atvaries according to race. Most of these studies never even examined the
cated by his understanding of race as a social category. “] identify a notypes of research subjects, as Burchard’s lab does; they just infer a ge-
Mexican or Hispanic, knowing that I am like Obama. I had a white fa
my mom looks black-—she's darker than you. She identifles as being Mexi
can, and when I told her she was twenty percent African, at first she saic
that's not correct. But in her infinite wisdom, she later said, fine, wha care

I'pushed Burchard on the contradiction between his uses of social and

c source of racial differences when they fail to find anather explanation.
 interest in health disparities converges with the genomic science of race,
new brand of racial stereotyping is gaining hold in biomedical research.

Consider an effort to explain the enduring black—white gap in premature
itths and low birth weight. A team of obstetric researchers examined all
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births in Missouri between 1989 and 1997 ro test the hypothesis thy f Feteban Burchard who conducts genetic research on health dispari-

race independent of other factors increases the risk of extreme preterry ‘rieized the study's inference of a genetic cause without ever examining

hey're inferring semething is genetic by elimination of other fac-

old the New York Times. "But geneticists believe that to implicate

ng as genetic requires direct evidence, as opposed to evidence of
o

and its frequency of recurrence.” The researchers used statistical mep
to caleulate the independent influence of race, socioeconomic status (3
the mother was a recipient of Medicaid, food stamps, or the WIC Pro 5
and maternal medical risk factors such as lack of prenatal care ang ¢

o 3 . . ‘
smoking. An article published in 2007 in the American Journal of Obste study and others like it, guesswork about a peculiar black predis-

toward unhealthy births imports an old notion about sickle cell dis-
3Eficting the black race.”® Whenever | give 2 talk on this topic, there

and Gymecology reported that black women were not only more like] o
liver preterm babies but also to have preterm births in subsequent preg
cies. Because this overrepresentation occurred even when they cons bly someone in the audience who invokes the mantra that sickle

for the medical and socioeconomic factors, the researchers concluded ¢ emia is a black genetic disease and therefore proves that race is a
etic category. This misconception was first popularized in the early twen-
entury by hematology experts who believed the capacity to develop

d cells was uniquely inherent in “Negro blood.”2 Stereotypes about

their findings “suggest a probable genetic component that may unde;
public health problem presented by the racial disparity in preterm i
Although conceding that they may have overlooked “hidden variahle
also contribute, they nevertheless speculated about an UNproven gepet

mechanism operating in “the black race

esistance to malaria and susceptibility to sickle cell justified sending
k workers to malariz-infested regions in the first part of the century and
ed to discriminatory government, employer, and Insurance-testing pro-
he 1970s.%7
error is easily exposed by looking at two world maps, ane highlighting

We postulate that although preterm birth is a detrimental outeom
bregnancy, it may be a result of a selective advantage, conferring iy
flammatory protection against other disease processes. This selectiy
advantage phenormenon has been well described for diseases affljat]
the black race, particuiarly sickle cell disease, glucose-6-phosp .
%.rw&ommsmmm deficiency, and nitrous oxide synthase polymorphisms
and their effects on the incidence of malaria. .

gions around the globe where malaria is prevalent, the other highlight-
2 areas: where sickle cell disease is present. The maps mirror each other
ly. By comparing them, it is plain to see that malaria and sickle cell
rent réstricted to Africa and that much of Africa is unaffected. High fre-

s of the trait alse oceur in parts of Europe, Oceania, India, and the
dle East, all places where there is malaria, In fact, people in the town of
The article ended by downplaying “disparate access to medical car .o.s._.mzom in central Greece have double the rate of sickle cell disease re-
other envirenmental factors,” arguing that “our data suggest that %m ¢

/ported among African Americans.?8 If frequency of the sickle cell gene deter-
.
posed genetic component to preterm birth may be a greater etiologica

racial boundaries, it certzinly would not prove there is a black race.
tributer than previously recognized”—despite presenting no geneti ead, as Jared Diamond pointed out in the November 1994 issue of Dis-
whatsoever/22 . : ver; if we grouped together people by the presence or zbsence of the sickle
Despite its weaknesses, the Missouri birth study was dignified gene, “we'd place Yemenites, Greeks, New Guineans, Thai, and Dinkas in
published roundtable discussion in which commentatars granted that fh .m..na.. Norwegians and several black African peoples in another”? It
genetic link is very strong” and that the disparity “may best be expl
a genetic etiology.”* The research also led to the headline “Study Poinfs
Genetics in Disparities in Preterm Births” in the New York Times, wh
repeated the totally unsubstantigted conjecture that premature hirth

provide some evolutionary advantage to black women. Neil Risch, the

uld be more accurate to call the groups with the sickle cell gene the “antj-
0sqiito race.” Of course, that would be a silly way of grouping people, except
tudying the sickle cel] gene. But “black race” is an equally silly way of
iping people for identifying genetic contributions to disease.

nother favorite playground for genetic speculation is hypertension. Until
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recently, virtually every study of hypertension among African At
accepted the premise that blacks have higher rates of the disease tha
because of inherited susceptibility.3° In volumes 27 through 30 of the 5o
tific journal Hypertension, published in 1996 and 1997, thirty ars

pothesized the existence of innate physiological differences amorig
groups.! Since then, theories about the precise genetic mechani

n'rates.** For one thing, blacks in former slave societies like the
es do not have the high hypertension rates of blacks living in the

Admark stady led by Richard Cooper contested the conventional wis-
blacks have an inherent predisposition to hypertension.*® Compar-
értension rates around the world, Cooper analyzed three surveys
ks from Africa, the Caribbean, and the United States and eight sur-
hites from the United States, Canada, and Europe. Collectively, the
ies enrolled 85,000 participants. If African Americans’ higher hyperten-
ere genetic, we would expect that people of African descent ape
likely to have high blood pressure than people of European descent.
ead, fter pooling the global data, Cooper found just the opposite. White
tions on average have a substantially higher burden of hypertension,

the hypertension gap are legion. Authors of one study published in'¢
nal of Hypertension in 2000, for example, ‘postulate that the genetic
increasing the propensity of black people of sub-Saharan African d
develop high blood pressure is the relatively high activity of creating
predominantly in vascular and cardiac muscle tssue.™
Even Oprah was familiar with one of the genetic theories fg ¥
pertension gap. On an “Ask Dr. Oz” segment of Oprak in 2007, an aud;
member asked, “Why do [ sweat so much?” After citing overactive ¢
body toxins, and high biood pressure as possible causes, Dr. Mehmy
turned to Oprah. “Do you know why African Americans have ?..m
pressure?” Oprah replied with confidence, “The reason why Africa
cans have higher blood pressure, Dr. Oz, is because during the Middle p
sage, the African Americans who survived were those who could rmﬁ

ermans have the highest. Nigerians have the lowest. U.S. whites come
:black Nigerians and Jamaicans, while U.S. blacks come close to
es from England and Spain.

ugh the slavery hypothesis has beer thoroughly debunked, it still
way in the popular imagination and even in professional circles. The
ry is described in numerous hypertension textbooks without mention of
refutations and “frequently invoked in the medical literature to justify

salt intc their bady.”
“I'm off the show, you don’t need me anymore—that's perfec
cheared, .
One of the most popular yarns about black genetic difference is th
ery hypothesis” for hypertension. Originally spun by Thomas Wilso
Clarence Grim in the 1980s, the theory holds that blacks in Americ
suffer from higher rates of hypertension because their ancestors
the brutal transatlantic voyage from Africa by overcoming water depriva
and dehydrating illnesses owing to their genetic predisposition to:reta

e more generzl proposition of innate biologic difference in cardiovascular
e risk and treatment efficacy,” writes Jay Kaufman,3 The myth re-
d-a shot in the arm when the Harvard economist Roland G. Fryer Jr,
rican American, embraced it in his larger research project to “figure
w.mam blacks went wrong."37 Fryer co-authored a 2005 paper with two
ite colleagues in the Harvard economics department, Edward Glaeser
David Cutler, attributing the six-year disparity in life expectancy be-
en blacks and whites to blacks’ inherited tendency to retain salt.3® Fryer
ashed the discredited theory on the CNN series Black ix America. A
05'New York Times Magazine article ahout Fryer by Stephen Dubner, co-
or with Steven Levitt of Freakonomics, states that Fryer “came across a
d illustration that seemed to show a slave trader in Africa licking the face
of d prospective slave” presumably to “try to select, with a lick to the cheek,

._wm_c.mm Africans.” Dubner writes that Glaeser and Cutler appreciated
aving a black collaborator to circulate the theory: “There’s an insulation
ffect” Glaeser said. “There’s no question that working with Roland 1s
newhat liberating” According to Dubner, Fryer is able to “raise questions

sodium. This hereditary trait, proponents claim, came to daminate th
pool of enslaved Africans and was passed down to a disproportionate shar
present-day African Americans. Their genetically impaired ability to ex
salt expands water volume in the blood vessels, leading to higher rat
hypertension. But many experts—including slavery historian Philip Curt
on whose work Wilson and Grim had relied; biological anthropologist:F:
mah Jackson; and epidemiologist Jay Keufman—have refuted this co
ture on methodological, evidentiary, and theoretical grounds, while oth
have provided more plausible social explanations for African America
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nrm.ﬁ most white scholars wouldn’t dare.”® It is not the case, howey n?w.nm::oﬂ be genetics—why would a group of peaple inherit so
white scholars are fearfu] of attributing racial disparities in health.ig G

difference; most of the hundreds of articles making precisely :._mmmm.
are authored by whites and published in prestigious scientific u.ocgm_m. <siial factors.

having a black co-author on a dubious theory about black genetic mpm,a . iconciude that the cause of health disparities is genetic, scientists
confers seeming legitimacy, ; .

The slavery hypothesis may be particularly egregious, but
whole body of genetic explanations for health disparities is questiop
begin with, most of these studies suffer from the methodological mwmv.
I discussed in chapter 3. They group research subjects into oou.q.mms require the kind of experiment researchers perform on laboratory
he standard scientific test required to prove that a phenotypic differ-
ok as different disease rates) results from a genetic difference is a
id breeding experiment with rigorously regulated environments that
il m.ﬁ ewo generations. Applied to human beings, the study would last
ars and examine the offspring of men from different races who mated
ast four carefully selected women, so the offspring could be com-
The researcher would also have to dictate “what those children could
here they could live, and what exercise regime they could have main-
ed w&:nm out evolutionary biologist Joseph Graves Jr.?
thaps it is unfair to expect such a high degree of scientific precision.
dies that conclude health disparities are caused by genetic differ-
ceido not even come close. These studies typically contral for the socio-
mic status (SES) of the research subjects in an attempt to compare
jects of different races who have the same SES. If there remains a differ-
nithe prevalence or outcome of a disease, the researchers typically at-
te the unexplained variation to genetic distinctions between racial groups.
his conclusion suffers from a basic methodological error. The research-
failed to account for many other unmeasured factors, such as the experi-
) e of racial discrimination or differences in wealth, not just income, that
Likewise, it would seem strange for a large group of people as genetically. lated to health outcomes and differ by race. Any one of these un-
N sured factors—and not genes—might explain why health outcomes
bility to so many commen complex diseases. When he came to the Upite by race. Statisticians call this the problem of residual confounding:
States from his native Nigeria, the geneticist Charles Rotimi was struck b mm_mm@ concluding that there is a causal relationship between two variables
the gulf between white and black heaith. “It seemed highly unusual to/sa here, genetics and disparate health outcomes) because other variables are not
these disparities,” he told me. “I will call it a privileged perspective—I ca sasured .
from a different environment and to see that a group of people in this soch nimportant aspect of this problem is that SES measures used in genetic
ety were so heavily at risk for multiple conditions was & curious thin, tidies are woefully inadequate. The typical measures—occupation, income,

genetic cause from envirenmental influences. Definitively show-
tic cause for a racial disparity in disease prevalence or outcome

racial categories, fail to explain the relationship between these sqcj I ca
gories and genetic traits, and then reach conclusions about mmymmn.
ence among the subjects. A survey published in the Journal of Medica!
in 2006 examined 268 published reports of genetic research that useg
as an independent variable.® The research team found that 72 perg
the studies failed to explain their methods for assigning race to Rmmmn.n.
jects. Despite this glaring flaw, 67 percent of the same studies drev con
sions associating genetics, health outcomes, and race, .

But there is a far more fundamental defect. Genetic explanations fof .rm..
disparities are basically implausible. Remember, the issue is not whe
genes affect health—of course they do—but whether genetic &&@Ri
plains racial disparities in health. I you approached health disparities it
completely open mind, with no preconceived assumption that Hme.m_mm.u.m
ences must be genetic, it would make perfect sense that social grou
have been systematically deprived for centuries have worse health tha
cial groups that have been systematically privileged. The logical cause i
social distance between them and all the ways societal advantage and dis
vantage affect people’s experiences, environments, and access to resource
including health care.
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and education—do not capture fully the social and economic f

Siudies testing a genetic hypothesis fail 0 account for the impact
determine social status. Whites and blacks with the same incom :

o o.u_. health at both the individual and societal levels. Genetic stud-
ot éven attempt to measure the health effects of experiencing racism
. u table social systems.®® There is growing evidence that living in
that devalues your intelligence, character, and beauty, where you

cational levels occupy different rungs on the social ladder ang are e
changesble. Because of their racial privilege, whites earning the exag;
salary as blacks tend to have greater wealth—money in the bank:
and investments, and anticipated inheritance, A large federal surye ar discrimination on a daily basis, and in which entire institutions
that, even after adjusting for SES and household characteristics, Emn

more likely than whites to have experienced economic rm&mr:u du ntists are only beginning to fathom. Researchers cannot resort to
. -auses when they have omitted this crucial variable, “The biology is

ically disadvantage the group you belong to, exacts 2 toll on health

the previous year Biacks who appear to be as poor as poor whit
income alone is measured are at greater risk of being unable tq pay th ack black box that mary researchers use when they find racial differ-
having their utilities shut off, and being evicted. Black poar ﬁmow._m ex mw.m..zmj\m& sociologist David Williams, a leading expert on health
ence a more intense poverty than white poor peonle.*® Even when'3j,

dividuals reach the middle class, chances are they have close relag;

5. It is a kneejerk reaction. It is not based on science, but on a

mwﬁm. | eld, cultural belief about race that the medical field has a hard time
are poor, so they bring family financial needs with them into 5 hig
bracket. Their neighborhood conditions also tend to be drastically di .
Blacks are more likely to live in all-black neighborhoods with fewer's il these methodological problems lead back to a more basic question

more pollution and crime, and higher overall poverty rates. College-ed search testing the hypathesis that health disparities are caused by

p up™* Leaping to genetic conclusions after failing to account for the
of racism on health is fundamentally unscientific.

African Americansg applying for johs routinely “whiten” their résumés differences. Perhaps it is so easy to leap to genetic conclusions, but
ing clues to employers that they are black because they fear their- tg prove them scientifically, because the hypothesis itself is faulty. 50
hurt their chances of getting an interview.* Because of a multitude sitnded on a misunderstanding of race as a naturally created biological
) Instead of a politically invented social division. The belief in natural

despite the evidence obscures the circular logic of studies of race and

vidual and institutional biases against blacks, the typical measyure
control adequately for true SES.

etics. Scientists observe racial disparities in health and hypothesize they
aused by biological difference based on an ideological premise that race

Nor do typical SES variables measure a research participant’s socind
nemic position across time. The “snapshot” model of SES data colle
biomedical researchers ignores subjects’ entire life experiences.*” Poyerty ological category. After collecting data on health disparities, they con-
deprivation early in life may affect a tumor or heart condition or’diaby that unexplained differences between racial groups must be genetic,

. which they claim proves that races are biclogically different.
ditions shape fetal development in ways that have lasting effects on a éhj : ut this type of research has not proven that health disparities stem from
health into adulthood. This omission js compounded by the distinctive te biological difference. It has simply restated the original observation
of black child poverty: black children are not only three times more like  otiealth disparities in genetic terms based on an unsubstantiated assump-
be poor than white children, but they are also more likely to be poor fo of biological distinctions among races. Witness the tautological expla-
entire childhoods. So equating a black bank teller with a high scho;
ploma earning $25,000 a year and a white bank teller with a high:scho
diploma earning $25,000 & year may overlook extremely different.
cumstances, such as childhood years in poverty, current family weal
neighborhood segregation, that can have a huge influence on their healt
Even with better measures of socioeconomic status, there would remai

L appearing in the 1995 tex: Biologic Variation in Health and Hiness:
Uman beings are simifar; they are of the same species, but belong to sev-
7l different races; hence, they may differ in several important ways: in growth
development rates, in enzyme systems, in disease susceptibility, and in
$DOnse to environmental stresses.”! Because it is assumed that races differ
logically, the differences between them appear to be biological.
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There is another fatal flaw in the hypothesis that health &mwm.:.:

hserved realities. By putting forth creative hypotheses that can be
caused by genetic difference. It is not just difficuit to isolate genet AT

. ntific imagination advances our understanding of human biclogy.
without the type of experiment I described earlier that carefully by, o mporary scientific publishing, which generally tends to ignore stud-
research subjects and raises them in controlled environmental conditig . %.a% hypotheses, rarely reports when these hypotheses go wrong,
Is actually impossible to separate genetic from environmental contriby
to health, We usually talk about genes plus environment, as if one:{ .mm are never proved outright,

to the other and each part can be independently measured and quan fa alth disparities research is now focusing on gene—environment

But any genetic scientist worth her degree knows that DNA’s contribye : nzmmm tather than trying to isolate genetic causes of disease. As Francis
disease ahways interacts with environment in a dynamic and ongoing: it in 2004, researchers investigating risk factors for disease “must
cess. Genes are not the original foundation for health that is acted upen . Thirigorous in their collection of genetic and environmental data.
environment. From the moment a pre-embryo is created, its traitg are . genetic factors are considered, only genetic factors will be discovered”
mined both by genes and environment. and this interaction continyes emphasis).> Beyond paying lip service to vaguely defined “nongenetic”
ing every moment of its existence. This is why genetically identical ; owever, MOst genomic scientists are not incorporating rigorous

including human. beings, raised under different environmental condjtjy res of environmental factors—especially social ones—into their health
rities research. What's more, the genetic associations they discover
b atiract more academic and media altention, usually eclipsing the so-
.m.u..nmm on health altogether. Genes are frequently described as “the
disease, while environmental contributions are merely “triggers,”
lirtle attention is paid to how the environmenta] and the biological actu-

differ in physiology.5

]

When experts claim that ‘cenes are responsible for fifty percent” of »
ease or behavior, it gives the impression not only that genes are more imy
tant than they are, but that it is possible to separate genetic and environm
contributions.”® My eight-year-old son understood this when he realiza
if he cloned himself, he could not guarantee his clone would be exattly
him. “He would turn out different if you treated him differently,” he o & al research funding. For the years 1995 to 2004, a search of research
served wisely. We do not need clones to know that identical twins, wi Fvardsin .ﬁwm National Institutes of Health database using the term genetics
: 21,956 new grants (including 181 cross-indexed by the term race),
nly 44 new grants were indexed by the terms racism or racial dis-

nation.> When the NIH launched a new center to study population

t. This emphasis on genetic versus social contributions is reflected

same complement of genes, are different from each other even before
are born because of their Positioning within the womb or chemical .o.rmsmm
that happened in their cells while they were still gestating. Once they g

out into the world, they develop into two distinct individuals, even'w ith, it was originally named the Center for Genomics and Health
raised in the same home, because their environments and experience - Disparities—the environmental component was completely missing from
different. Similarities in twins raised apart do not obviate the myria | inetitle: It has since been reconfigured as the Center for Research on Ge-

nomics and Globel Health to elirminate the implication that it is studying
enomic causes of health disparities.

ogy. Under a2 more accurate model of interactive effects on health, there i It is possible that Nigerians, Jamaicans, and African Americans are all
no separable genetic cause that researchers can identify through a prog tically prone to high blood pressure, but there is something in the envi-
of elimination. As Cooper and Kaufman put it, the question of whether

served racial differences in blood pressure, low birth weight, or asthma

The additive model of nature versus nurture misrepresents human'b

onment that causes elevated rates in this country and lowers rates elsewhere.
erhaps there is a SNP more prevalent in people with African ancestry
makes them more susceptible to environmental triggers for asthma. But

our goal s eliminating the gap between white and black hypertension or
of knowing everything Scientists are supposed to speculate about possi ma in the United States, our focus should be on the environmental

caused by genes “falls properly within the realm of nescience—the unkriow
and the unknowable.”* It seems heretical o say that scientists are incapsh
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causes of the gap because these are factors that can and should be chyy
Continuing to dwell on an unknown genetic component of healtly Ispas
ties only distracts scientists from the more relevant task of Em:z@.
tackling the preventable causes of disease. Spotlighting genetic

“cai
more important than environmental “triggers” steers solutions to hiealy
parities toward gene-targeted therapies rather than toward i

_ 6
TProving
e—esp

environment for everyone. It can cause other kinds of troubl
when racial stereotypes come into play. A black man in San Diego mgTO&SUW Race
veloped hypertension because of exposure to toxic chemicals lgs
his disability award after a doctor reported that blacks are genetica|
to hypertension.”” The failure of racial science to stern the disaster
racial gap in American health is not surprising, given the flawed id
theoretical, and methodological foundation that supports it.

Why, then, do scientists continue to hunt for genetic memnmn
race-based hezlth disparities? The faith in biclogical race is incredib]
erful. Every methodological error or theoretical infirmity is seen g cancer, but black women are twice as likely to die from it, That is a
ng statistic by itself. But what is equally as shocking is that in"1980

men in Chicago are slightly more likely than black women to get

reason to question the hypothesis, but as a challenge to look hard

genetic difference that is presumed to exist. Dissenters are often ma 180 ‘black and white breast cancer mortality rates were identical: black

"

ized, their scientific objections dismissed as “politically correct” or fafl; ite women died at the same rate. Over the course of the next twenty-

grasp the importance of genetics. Nevertheless, another group of reseas ars, the astounding gap emerged.! Consider this additional aspect: the
ers has taken up a more promising line of investigation that demop i parity in breast cancer mortality in New York City is only 15 percent. In
that racial injustice, and not genes, causes America’s glaring inequit 20, the racial gap is ten times greater than in New York,
health. . isunlikely that genes explain these numbers. Did something change in
1f Eo_..:m:.m DNA between 1980 and 2005 that decreased their likeli-
dying from breast cancer? Is there something genetically distinct
black women in Chicago versus New York that makes breast cancer
adlier? A more logical explanation is that there is something about having

st-cancer that changed and that affected black and white women in

cago differently.

006, a group of Chicago breast cancer researchers released their study
howing the alarming racial divergence in breast cancer deaths. An article
Chicago magazine featured a photo of co-author Steven Whitman, an ac-
nplished epidemiologist with a PhD in biostatistics from Yale who directs
Sinai Urban Health Institute.2 Whitman and the Institute have been at




