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 LETTERS

Letters to the editor referring to a recent
Journal article are encouraged up to 3 months
after the article’s appearance. 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. The editors reserve the
right to edit and abridge letters and to publish
responses.

Text is limited to 400 words and 10 refer-
ences. Submit on-line at www.ajph.org for
immediate Web posting, or at submit.ajph.org
for later print publication. On-line responses
are automatically considered for print
publication. Queries should be addressed to
the department editor, Jennifer A. Ellis,
MPhil, at jae33@columbia.edu.

MISCLASSIFICATION OF RACIAL/
ETHNIC MINORITY DEATHS:
THE FINAL COLONIZATION 

The recent article by Stehr-Green et al.1 that
details the effect of racial/ethnic misclassifica-
tion (underclassification) of American Indians
and Alaskan Natives on death certificates in
Washington State highlights a global difficulty
for indigenous and minority peoples. In New
Zealand, reports on the health status of the
Maori population make grim reading in com-
parison with reports on the health status of
the “Pakeha” (European) population.2 Life ex-
pectancy, for example, is currently 7 years
shorter for Maori than for non-Maori people.3

It is, however, widely acknowledged that the
full extent of the health divide is significantly
greater than this.

Numerous studies have highlighted the un-
derrepresentation of the Maori ethnic group
in mortality and hospital discharge data
sets.4–6 It has been suggested that the under-
counting of Maori may have served to lower
official reports of Maori mortality by up to a
third.7 This has been described locally as the
“final colonization.”8 As Papaarangi Reid re-
minds us, “not counting in death is the ulti-
mate hallmark of social exclusion.”8

It is abhorrent that the full extent of the ra-
cial/ethnic morbidity and mortality divide is

effectively hidden and misrepresented by the
delicate sensitivities of hospital staff, most of
whom are members of the majority culture
and enjoy a superior health status. Issues of
race and ethnicity need to be addressed
openly and directly if significant changes in
the existing structures of health inequality are
to be overcome.

It is not acceptable for hospital staff to sim-
ply guess a person’s ethnicity. Appearance is
no guarantee of ethnic status. As Stewart-
Harawira notes from New Zealand, “a num-
ber of Maori today, particularly in the South,
have fair skin, blue or green eyes, and blond
or red hair.” The first stage in the process of
rectifying the misclassification issue may be
the introduction of decolonization and cul-
tural awareness programs for staff.
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WOMEN OF COLOR AND 
END-OF-LIFE CARE  

I would like to thank the Journal for its
April 2002 issue devoted to the health of
women of color. The range of the articles
underscores how much we know but also
how far we have yet to go. In particular, I
would like to call attention to one area of
health care that requires greater attention
from researchers and the public at large,
that is, end-of-life care.

Improving care for the dying is the mission
of Last Acts, a national communications cam-
paign supported by The Robert Wood John-
son Foundation. Begun in 1996, Last Acts
works with more than 900 partners and 300
coalitions to improve care and caring near
the end of life. The work focuses on enhanc-
ing professional education, institutional
change, and public engagement to develop a
health care system that supports treatment
preferences and provides quality care at the
end of life.

With all the knowledge we have acquired,
information about how our health care sys-
tem interacts with women of color, both as
consumers of health care and as caregivers, is
still mostly anecdotal. What we do know is
that too many of these women are dying in
pain and alone. In 2000, African Americans
represented only 8% and Hispanics repre-
sented only 2% of all hospice patients. To im-
prove this dismal situation more resources
have to be dedicated to outreach and educa-
tion at the community level. 

In November 2001, Last Acts took a major
step in the direction of focusing more atten-


