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Trigger	Warning	



1.  Recognize	race	as	a	social	construct	with	no	genetic	or	biologic	basis.	
2.  Identify	at	least	three	instances	in	which	medicine	uses	race	as	a	scientific	

variable,	in	addition	to	the	case	of	race-based	hypertension	therapies	
explored	in	the	workshop.	

3.  List	three	ways	you	can	incorporate	cultural	humility	and	implicit	bias	
education	into	medical	training	at	your	institution.	

Objectives	



Medical	Education	



African	American	Health	Disparities	





In some cases, we admit 
disparities are related to other 

factors. 

In others we attribute them to 
genetic pre-disposition or 

genetic differences. 



ASCVD	Risk	Calculator	



Why	do	we	accept	race	as	explanation?	

§  Longstanding	belief	that	race	is	a	concrete,	
valid,	scientific	category	

§  Research	error	

§  Implicit	bias	



There’s	no	way	to	tell	one	ethnicity	
from	another.		Race	has	no	genetic	or	
scientific	basis.	

-	Craig	Ventor,	geneticist	
	
“From	a	genetic	perspective,	non-
Africans	are	essentially	a	subset	of	
Africans.”	

-  Deborah	Bolnick,	anthropologist	
Individual	Ancestry	Inference	and	the	Reification	of	Race	as	a	

Biological	Phenomenon	



	
	
	
	

	
“From	a	genetic	perspective,	non-
Africans	are	essentially	a	subset	of	
Africans.”	

-  Deborah	Bolnick,	anthropologist	
Individual	Ancestry	Inference	and	the	Reification	of	Race	as	a	

Biological	Phenomenon	



Research	
“Any	federally	supported	
[researcher]	performing	
biomedical	research…	is	required	
to	include	racial	and	ethnic	
minorities	as	research	subjects		
and	to	analyze	their	findings	by	
race.”	





Racial	Categorization	

    

	
Free	White	Males	
Free	White	Females	
All	other	free	persons	
Slaves	



Plessy	vs	Ferguson	Homer	Plessy	
	
	
“Separate	but	equal”	



Homer	Plessy	
	
1890	–	Black	
1910	–	Mulatto	
1920	–	White		



Race	in	Scientific	Studies	





Tuskegee	Syphilis	Study	

Forced	&	nonconsensual	sterilizations	

Anarcha,	Lucy,	and	Betsey	-	victims	of	J.	
Marion	Sims	(Father	of	Gynecology)	

Cloning	of	Henrietta	Lacks’	Cells	

Segregated	hospitals	&	medical	schools	

	

	

Use	of	race	in	formal	presentations	“63	
yo	AA	male	presents	with…”	

Race	corrections	in	GFR	and	spirometry	

BiDil	

AAs	receive	less	pain	medication	

TOLAC	calculator	

ASCVD	calculator	

Race	&	Medicine	



Race-based	therapy?	The	Case	of	
Hypertension	in	African	Americans	



As	we	review	the	evidence	
  What	assumptions	about	race	affect	our	
clinical	decision	making?	
  What	other	factors	impact	disparities	in	
hypertension	treatment?	

	
	



Case	
AM	is	a	43yo	woman	who	comes	in	to	

reestablish	care.	She	has	not	been	
seen	in	your	clinic	for	four	years...		



Case	
Exam:	
VS	(9:59am):	HR	82,	BP	187/121,	H	65cm	,	WT	269lb	
VS	(10:37am):	BP	150/91	
	
Exam	is	unremarkable	
	
PMHx:	HTN,	no	significant	FHx	

Meds:	None		
Labs:	Office	a1c	5.7		

	
	



Case	
After	some	reluctance,	your	patient	is	willing	to	try	

antihypertensive	therapy.	With	her	blood	pressure,	lack	of	
symptoms	and	lack	of	comorbidities,	you	decide	that	
monotherapy	is	appropriate.		

	
	
	



Case	
How	do	you	want	to	treat	this	patient?	

	

Write	down	your	answer,	based	on	what	you	
know	from	the	evidence.	



Epidemiology	
  Highest	prevalence	of	hypertension	
among	non-Hispanic	black	adults	
(42.1%)	
▪  Non-Hispanic	white,	28.0%	
▪  Hispanic,	26.0%	
▪  Non-Hispanic	Asian,	24.7%	
▪  American	Indian/Alaska	Native,	24.8%	
	
  Higher	incidence	of	comorbidities	
▪  Stroke	
▪  Heart	failure	
▪  CKD/ESRD	

	

Rodriguez	and	Ferdinand,	2015;	Go	et	al,	2014		



Theories	for	HTN	Disparity	
 Physiologic	and	genetic	differences:	obesity,	renin-
angiotensin	system	activity,	salt	sensitivity	

 Social	determinants:	socioeconomic	status,	income	
inequality,	access	to	care	

  Influence	of	nonmedical	beliefs	on	adherence	to	medication	

  Ineffective	patient-provider	interactions:	Mistrust,racism,	
implicit	bias	leading	to	lower	adherence	

	 Flack	et	al,	2010	



 ≥	60	yrs	old:	treat	BP	≥150/90	(A)*	
 <	60	yrs	old	or	CKD:	treat	BP	≥140/90	(C)		
 African	American:	thiazide	or	CCB	as	1st-line	(C)	



1965 1970 1975 1980 1985 1990 1995 



Timeline	of	Race	and	Hypertension	
 By	the	1990s:	“The	pathophysiology	of	hypertension	differs	
in	black	adults.	For	example,	hypertension	in	this	population	
is	commonly	of	the	low-renin	type	…”	

	
	
	

WD	Hall.	“A	Rational	Approach	to	the	Treatment	of	Hypertension	in	Special	
Populations.”	Am	Fam	Physician	1999;	60	(1)	



ALLHAT	(JAMA	2002)	
30,000	patients	with	HTN	
randomized	to	lisinopril	or	
amlodipine	vs	chlorthalidone,	
followed	over	4-8	years	
	
30%	of	patients	self-identified	
as	African	American	

 Nonfatal	MI	+	CHD	death	
(primary	outcome)	
 All-cause	mortality	
 Stroke	
 Combined	CHD	
 Combined	CVD	
 Heart	Failure	



ALLHAT	Results	
 Demonstrated	the	non-superiority	of	amlodipine	and	
lisinopril	to	chlorthalidone	

▪  Chlorthalidone	vs	amlodipine	-	no	statistical	difference	in	
primary	outcome,	but	lower	risk	for	HF	across	subgroups	

▪  Chlorthalidone	vs	lisinopril	-	again,	no	difference	in	primary	
outcome,	but	lower	risk	of	HF	and	combined	cardiovascular	
disease	across	subgroups	



ALLHAT	Results	
  Subgroup	analysis	for	lisinopril	vs	chlorthalidone	for	
black	participants	

▪  Higher	risk	of	stroke,	RR	1.40,	(CI	1.17-1.68),	

▪  Combined	coronary	heart	disease,	RR	1.15	(CI	1.02-1.30)	

▪  Combined	cardiovascular	disease,	RR	1.19	(CI	1.09-1.30)	

▪  Heart	failure,	RR	1.32	(CI	1.11-1.58)	



ALLHAT	Conclusions	
  Lisinopril,	when	compared	to	chlorthalidone,	resulted	in	higher	rates	of	
combined	CVD,	stroke,	HF	and	resulted	in	less	BP	reduction	(only	HF	
outcome	was	statistically	significant)	
▪ Consistent	in	all	subgroups	analyzed,	but	more	pronounced	in	African	
Americans	than	in	non-African	American	patients	

  Authors	concluded	that	the	diuretic	is	favored	over	ACE	inhibitors,	more	
so	in	African	American	patients	



Necessary	Assumptions	
  There	is	a	genetic/biologic	variation	in	most	African	Americans	that	
results	in	lower	efficacy	of	their	RAS	

  The	African	American	patient	in	front	of	us	has	this	variant	and	we	avoid	
ACE	inhibitors	for	monotherapy	

  We	should	treat	African	Americans	different	than	every	other	ethnicity,	
according	to	the	data	

  This	is	the	best	way	to	reduce	the	risk	of	combined	CVD,	HF	and	stroke	
for	our	African	American	patients	





ISHIB	Consensus	Statement	

Flack	et	al,	2010	-	ISHIB	Consensus	Statement	

  Contend	that	the	perception	that	blacks	have	a	less	active	RAS	is	a	“long-held	
and	erroneous	conclusion”	
▪  The	majority	of	blacks	do	not	have	suppressed	circulating	renin	levels	

▪  Dietary	salt	suppresses	renin	production	

▪  Reduced	renin	levels	is	actually	associated	with	higher	levels	of	vascular	angiotensin	II	

▪  Overlap	in	response	to	antihypertensives	



Overlap	in	HTN	Response	

Sehghal,	2004		

Seghal,	Hypertension	2004	

  Meta	analysis	

  Goal	to	quantify	how	often	
black	and	white	patients	had	
similar	responses	to	
hypertension	medications	

  9307	white	subjects,	2902	
black	subjects	over	15	studies	



Overlap	in	HTN	Response	

Sehghal,	2004		

Percent	overlap	in	
response	between	white	
and	black	subjects	for	ACEi	
was	81-86%	



Necessary	Assumptions?	
Are	we	only	treating	outliers	when	we	choose	to	avoid	treating	
African	Americans	with	ACEi	as	monotherapy?	

Are	we	making	suboptimal	treatment	choices	because	we	are	
convinced	of	biological	difference	between	us?	

Are	we	perpetuating	the	race	myth	by	continuing	to	pursue	a	
question	that	may	have	little	clinical	significance?	



“They’re	inferring	something	is	genetic	by	
elimination	of	other	factors,	but	geneticists	
believe	that	to	implicate	something	as	genetic	
requires	direct	evidence,	as	opposed	to	
evidence	of	absence.”	-Neil	Risch	



Social	Determinants	of	Health	
  Socioeconomic	status	(education,	income,	occupation)	is	
shown	in	some	studies	to	be	correlated	with	hypertension	

  Many	studies	find,	when	controlling	for	SES,	racial	
differences	in	such	chronic	conditions	as	hypertension	
remain	

Cooper	and	Kaufman,	1998;	



Social	Determinants	of	Health	
Income	
Housing	
Health	services	
Environment	
Biology	&	genetics	
Employment	&	work	conditions	
Healthy	child	development	
Social	support	networks	
Education	

Implicit	bias	
Racism	
Microaggressions	
	



41.1% 

29.3% 



Cooper et al, 2005 



Who	is	your	patient?	
  43yo	African	American	woman?	

  43yo	Ghanaian-American	woman?	

  43yo	Panamanian	woman?	

  43yo	Eritrean	woman?	

  43yo	biracial	woman?	

  43yo	African-British	woman?	



Case	
 This	patient	happened	to	be	a	Kenyan-born	
American	woman	
 The	data	reviewed	applies	only	to	US-born	
West	African-descended	non-Hispanic	blacks	



Race	and	Genetics	
  The	concept	of	race	as	a	social	
construct	is	challenged	advances	in	
genetic	study,	particularly	with	
understanding	of	the	human	genome	

	
  Studies	are	underway	using	single	
nucleotide	polymorphisms	(SNPs)	to	
try	to	explain	racial	differences	in	
hypertension	

Kaufman	and	Cooper,	2001;	
ghr.hlm.nih.gov	



Admixture	Mapping	
  Studies	using	admixture	and	
commercial	genomic	companies	
such	as	23andme.com,	found	that	
self-identified	African	Americans	
have,	on	average	
▪  65-79%	African	Ancestry	
▪  20-30%	European	ancestry	

Smith	et	al,	2004	
23andme.com	



Case	
How	do	you	want	to	treat	the	patient	now?	

How	do	you	teach	your	medical	students	and	
residents?	



	
You	are	the	attending	of	the	week	of	your	residency’s	inpatient	service.	This	is	your	first	day	on	call.	The	team	
is	taking	care	of		54yo	African	American	man	who	is	being	treated	for	community	acquired	pneumonia	who	is	
recovering	and	soon	ready	to	be	discharged,	however,	his	blood	pressure	is	out	of	control	-	ranging	
150-160/90s.	You	notice	he	is	on	an	odd	combination	of	a	beta	blocker	and	potassium-sparing	agent.	When	
you	ask	the	team	why	the	patient	is	on	this,	your	resident	produces	a	paper	he	found	in	a	PubMed	search	
prior	to	rounds	supporting	this	combination	in	African	Americans,	“Since	we	don’t	want	to	use	ACE	inhibitors	
in	African	Americans.”	
	
In	your	groups,	come	up	with	a	teaching	point	for	your	residents	about	why	this	is	problematic?	

Small	Group	1	





Implicit	Bias	
  A"tudes	or	stereotypes	that	affect	our	
understanding,	ac5ons,	and	decisions	in	an	
unconscious	manner.	



Automa5c,	unconscious	thoughts	and	
feelings	dominate	when	we	are	busy	
with	other	tasks,	distracted,	5red,	or	
under	5me	pressure,	and	when	people	
are	anxious.	

	



Look	in	the	Mirror	





“A	white	provider	does	not	have	to	treat	a	black	patient	
poorly	for	racial	disparities	to	emerge	–	simply	treating	the	
white	patient	more	favorably	will	produce	the	same	effect.”	



Implicit	Association	Test	

  It’s	pervasive	

  People	are	often	unaware	
of	it	

  It	predicts	behavior	

  People	differ	in	levels	of	it	

implicit.harvard.edu	



Implicit	Bias	
  Implicit	bias	arises	from		the	human	
tendency	to	divide	ourselves	into	
social	groups	

▪  Often	independent	of	and	in	
contrast	to	our	conscious	attitudes	

▪  Related	to	discrimination	in	
promotion	and	hiring,	education,		
medical	care,	and	criminal	justice	



Implicit	Bias	
  High	levels	of	implicit	bias	affects	practitioners’	clinical	decision	making	

  Also	impacts	behavior	in	patient	encounters	

▪  Less	direct	eye	contact	with	patients	

▪  More	closed	body	language	

▪  Led	to	suspicion	from	patients	and	less	satisfaction	in	patient	
encounters	

  May	also	communicate	lower	expectations	to	patients	



“Over	the	past	two	decades,	thousands	of	studies	have	demonstrated	
the	Black	adults	and	children	are	less	likely	to	receive	appropriate,	
guideline-concordant,	and	cutting-edge	medical	care	than	their	White	
counterparts,	independent	of	disease	status	and	other	clinically	
relevant	factors.”	

van	Ryn,	et	al,	2011	



Bias	in	Medicine	
§  Less	likely	to	be	diagnosed	with	angina	when	presenting	with	same	chest	

pain	symptoms	as	whites	

§  Receive	less	analgesia	when	presenting	with	equivalent	long	bone	fractures	

§  Less	likely	to	receive	procedures	than	whites	who	have	the	same	diagnoses	

§  Higher	mortality	

§  Persists	when	controlling	for	comorbidities,	stage,	severity,	age	



Moving	Forward	
Policy	changes	in	the	past	have	
resulted	in	decreased	health	
disparities.		
	



Embracing	Discomfort	

Where	the	
magic	

happens	
Your	

comfort	
zone	



How do we bring conversations about race to our medical 
schools and residency programs? 
 
Brainstorm ways to integrate this into curricula? 
 
What are ways we can contribute to national or regional 
discussions on eliminating race based recommendations? 
 

Break	Out	





1.  Recognize	race	as	a	social	construct	with	no	genetic	or	biologic	basis.	
2.  Identify	at	least	three	instances	in	which	medicine	uses	race	as	a	scientific	

variable,	in	addition	to	the	case	of	race-based	hypertension	therapies	
explored	in	the	workshop.	

3.  List	three	ways	you	can	incorporate	cultural	humility	and	implicit	bias	
education	into	medical	training	at	your	institution.	

Objectives	



Please	evaluate	this	
presentation	using	the	
conference	mobile	app!		
	
Click	on	the	"clipboard"	icon	
on	the	presentation	page.	
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