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Letters to the editor will be reviewed and are
published as space permits. By submitting a
letter to the editor, the author gives permission
for its publication in the Journal. Letters
should not duplicate material being published
or submitted elsewhere. Letters referring to a
recent Journal article should be received
within 3 months of the article’s appearance.
The editors reserve the right to edit and
abridge letters and to publish responses.

Text is limited to 400 words and fewer
than 10 references. Submit on-line at
www.ajph.org, or send a diskette and 3
copies to the editorial office. Both text and
references must be typed and double-spaced.

REVISITING RACE/ETHNICITY AS A
VARIABLE IN HEALTH RESEARCH

The Jamaican population in the United States
offers a cautionary example to those who
argue that that we should “abandon the con-
cept of race for the purpose of surveillance
and instead use ethnicity as the appropriate
classification schema for public health re-
search and practice.” There are lessons too
for those who advise that we maintain race as
a variable in research, else the observation
that “racism is a pathogen with biological con-
sequences” will be lost.1

According to the 2000 census, Jamaica
ranks among the top 10 countries sending
emigrants to the United States. Even so,
there are no national health statistics for
the subpopulation. Many Jamaicans resi-
dent in the United States are classified
under the Office of Management and Bud-
get’s Black/African-American racial cate-
gory. However, the experiences of Jamaican
immigrants are distinct from those of
Blacks born in the United States. Prelimi-
nary data in one study suggest that Jamai-
can women have higher rates of infant
mortality than do US-born Black women.2

Another study concludes that babies born
to Jamaican women are more likely to sur-
vive than are babies born to US-born Black
women.3

Health statistics that track ethnicity rather
than race may help resolve this paradox. It is
plausible, though, that they may not. The her-
itage of Jamaicans is not restricted to West
Africa; it includes China, India, and Lebanon.
Are the health concerns of those born in Ja-
maica to Indian descendants and now resi-
dent in the United States different from the
health concerns of those who trace their her-
itage to West Africa? 

Several decades of academic scholarship
have produced racial and ethnic data suggest-
ing that Jamaican immigrants have higher me-
dian family income and are less likely to get
into trouble with the law than African Ameri-
cans. Policy papers cite these data as evidence
that racism does not explain socioeconomic
status among African Americans.4 Health
data may similarly be distorted.

Among the models that move us beyond the
race and ethnicity paradigms in health re-
search are those of Gregorio et al. and those of
Lillie-Blanton et al. In a 1997 study, Gregorio
et al. found strong evidence that occupation-
based social position has an influence on mor-
tality rates. In that study, race and ethnicity did
not modify the underlying association between
variables.5 Lillie-Blanton et al. demonstrated
other ways in which we might conceptualize
public health research.6 In their analysis of co-
caine use, they included demographic informa-
tion showing that there was no significant dif-
ference in cocaine use among racial groups.
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The recent debate promoted by the Journal
stimulates fresh thinking on the evolving issues
of race and ethnicity.1 Thomas’ letter offers me
an opportunity to clarify and develop some of
my views recently published in the Journal.2

Race and ethnicity are complex, overlap-
ping concepts that serve political, social, pol-
icy, planning, epidemiologic, public health,
and other purposes.3 I analyzed the strengths
and limitations of race and ethnicity in the
public health arena, in the context of politics,
health policy, health planning, clinical care,
surveillance, health services research, and
causal research. I concluded that both race
and ethnicity have a role to play, and the
choice of one or the other is dependent on
context and purpose.3

In my view, the priority is to achieve wide-
spread understanding of the strengths and
limitations of the concepts of race and ethnic-
ity in the fields of public health, health care,
and research. The need for shared concepts
and vocabulary, which will require regular re-
view and revision, will then be readily appre-
ciated,2,4 as will the vital role of editors.5

Thomas’s letter exemplifies my own cur-
rent view that neither race nor ethnicity
ought to be abandoned lightly.3 Thomas won-
ders whether ethnicity or race would help us
understand the health of Jamaicans. The key
question, surely, is, In what respect? If the
question is one of genetic causes of diseases,
or the impact of racism based on skin color or
facial features, the concept of race may
serve.3 If the question is one of the causes or
consequences of most complex diseases or
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health care delivery problems, the broader
concept of ethnicity—encapsulating culture,
environment, and biology—is more likely to
be of value.3

A study of Jamaicans that does not differ-
entiate between Jamaicans of Indian descent
and Jamaicans of African descent is likely to
mislead. Even within broadly defined ethnic
or racial groups—for example, groups labeled
as Indian, Asian, or South Asian6—the hetero-
geneity in health patterns and risk factors is
immense. Those who analyze data catego-
rized by inappropriate racial/ethnic labels,
most often data captured for administrative
purposes, have too readily ignored such het-
erogeneity. An analysis of data by catch-all
categories such as “Black” and “White” is
likely to be inconsequential or harmful be-
cause of the tendency of such designations to
disguise important variations.

Demonstrating and understanding inequali-
ties, whether by race or ethnicity, is, sadly, no
more than a first step. At the heart of the
processes initiating and perpetuating such in-
equalities lurk social and economic factors. To
analyze ethnic or racial inequalities without
paying attention to socioeconomic factors,
which are inextricably entwined with ethnic-
ity and race, is naive,7 and Thomas is correct
to draw our attention to this fact.
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CHANGING TO THE 2000
STANDARD MILLION

We appreciated Krieger and Williams’ discus-
sion of changes that can be expected with the
implementation of the new 2000 standard
population for age-adjusting mortality data.1

We would like to address the authors’ recom-
mendation that the Centers for Disease Con-
trol and Prevention’s National Center for
Health Statistics (NCHS) “should either pres-
ent ‘bridge’ data allowing comparisons of con-
temporary rates adjusted to the 1940 and
2000 standard or else should reissue older
data readjusted to the 2000 standard”1(p 1213).
In fact, NCHS implemented this recommen-
dation concurrent with the first publication of
1999 mortality data.2

On June 26, 2001, a series of tables show-
ing age-adjusted death rates using the 2000
standard population was published on the Na-
tional Vital Statistics System mortality Web
site (http://www.cdc.gov/nchs/datawh/
statab/unpubd/mortabs/hist-tabs.htm).These
tables provide age-adjusted death rates for
standard cause-of-death lists used by NCHS
beginning with data for 1960 and for se-
lected causes of death for each year from
1900 through 1959. In the future, more
causes of death will be made available for the
period 1900 through 1959. Each of these ta-
bles provides age-adjusted rates by sex and
race. The categories of race for all years in-
clude “all races,” “white,” and “all other.” Be-
ginning with tables for 1968, rates are also
available for the Black population.

The Web site also contains tables showing
numbers of deaths, age-specific death rates,
and other detailed mortality data. These ta-
bles provide the public health community
with consistent long-term trends of cause-
specific, age-adjusted death rates and other
resources with which to take analyses of

mortality data beyond the summary mea-
sure, as Pamuk and others have recom-
mended.3–5
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KRIEGER AND WILLIAMS RESPOND

The staff of the National Center for Health
Statistics deserve much appreciation for un-
dertaking the task of reissuing older mortal-
ity data newly standardized to the 2000
standard million and for recognizing the im-
portance of these updated data to the valid
monitoring of racial/ethnic and socioeco-
nomic disparities in health. Their work only
underscores the critical importance of con-
ducting similar efforts for the many public
health outcomes other than mortality that
are also vital for monitoring the public’s
health.
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