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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, PhD,
at jae33@columbia.edu.

THE REALITY OF RACIAL/ETHNIC
BIAS IN HEALTH CARE 

Several questions came to mind as I read
through the different views on racial/ethnic
bias and health in the February issue of the
Journal. My questions are addressed to the
authors of “Investigating the Role of Racial/
Ethnic Bias in Health Outcomes.”1

It has been repeatedly demonstrated that
certain racial/ethnic minority patients receive
diagnosis and treatment recommendations
differing from those of similar White
patients.2 According to USA Today, “even
when their insurance and income are the
same as those of whites, minorities often re-
ceive fewer tests and less sophisticated treat-
ment for a panoply of ailments, including
heart disease, cancer, diabetes and HIV/
AIDS.”3 This occurs even when access-related
factors such as patients’ insurance status and
income are controlled. Racial/ethnic dispari-
ties in health care exist, and, because they are
associated with worse outcomes in many
cases, they are unacceptable.

The authors suggest that one important av-
enue of intervention to prevent differential di-
agnosis and treatment recommendations is
training of patients as well as health care pro-
fessionals. They suggest that patients could

receive training in effective doctor–patient in-
teraction. Oddly, the most important issue re-
lated to such training is not addressed: Why
do Black and economically disadvantaged pa-
tients need to do something extra (be more
assertive in their interaction) in order to re-
ceive the diagnosis and treatment they de-
serve by virtue of being patients?

Another possible area of intervention sug-
gested by the authors is teaching individuals
stress-reduction techniques and methods for
drawing on the strength of their communities.
How would that change racism and ethnic
prejudice, a major source of stress? Maybe
what needs to be done is to first eliminate the
cause of stress.

While developing and testing evidence-
based interventions and providing training to
those who wish to research the role of racial/
ethnic bias in disparate health outcomes are
praiseworthy goals, they could to take forever
to accomplish. In the meantime, individuals
affected by discrimination based on race/
ethnicity will continue to suffer. Some authors
have observed that differential diagnosis and
treatment recommendations are associated
with greater mortality among African Ameri-
can patients.4,5

Let us start at the right place. Considering
that health care providers, rather than pa-
tients, are the more powerful actors in clinical
encounters, providers’ behaviors are a more
important target for intervention efforts.2 Any
action taken at this level is crucial, because
the lives and deaths of helpless minorities are
involved.
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MAKING THE GRADE IN PUBLIC
HEALTH ADVOCACY 

We are pleased that public health advocacy
was the theme of the August 2003 issue of
the Journal. However, we find that several
areas need further emphasis.

As noted by Avery and Bashir, speaking
truth to power is a right and “the advocate
takes this right and makes it her
duty.”1(pp1208, 1209) All public health profes-
sionals should be engaged in public policy
reform. Yet the draft of the Public Health
Professional’s Oath promulgated by APHA
(and absent from this issue) speaks too softly
and says too little on public health profes-
sionals’ responsibility to engage in policy
and social change.2

We also value the inclusion of Minkler and
colleagues’ article on community-based par-
ticipatory research (CBPR),3 given the essen-
tial need for political acumen in CBPR. In-
deed, the Institute of Medicine identified
CBPR, as well as policy and law, among the 8
areas to be strengthened in graduate public
health training.4 The authors added, “Al-
though the importance of policy in public
health has long been recognized . . . , educa-
tion in policy at many schools of public health
is currently minimal. . . . Should schools wish
to be significant players in the future of public
health and health care, dwelling on the sci-
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ence of public health without paying appro-
priate attention to both politics and policy will
not be enough.”4(p13)

Advocacy has been listed among health ed-
ucation competencies since the mid-1980s
and is on the emerging list of competencies
for all public health professionals.5,6 APHA’s
Public Health Education and Health Promo-
tion (PHEHP) Section has cosponsored 6
health education advocacy summits with the
Coalition of National Health Education Orga-
nizations. PHEHP also has participated in de-
veloping a Web site to disseminate advocacy
information and resources.7,8

We have seen little progress in students’
professional preparation as public health
advocates in our years providing Capitol
Hill experience to nearly 500 students and
health education professionals since 1998.
APHA, public health schools and programs,
and others engaged in public health work-
force development must place a higher pri-
ority on offering meaningful courses and
continuing education in policy and media
advocacy. As the Institute of Medicine un-
derscores, it is time for our schools and pro-
grams to appreciate all the dimensions of
our role as public health professionals and
to reward faculty for advocacy involvement.
It is also time for journal editors, authors,
and researchers to fully embrace the impor-
tance of their work in the advocacy
arena.
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PITFALLS IN USING INTERNET
REFERENCES 

I was pleased to read Slater and Zimmer-
man’s fine brief report on problems associ-
ated with health-related Web site listings for
the public.1 That report reinforces and com-
plements my contention, published recently,
that similar obstacles exist in the use of Inter-
net references for scientific articles.2

Further testimony about electronic refer-
ences was given several years ago by Frank
Davidoff, MD, in Annals of Internal Medicine,
of which he was editor at the time. He con-
cluded, “Even—perhaps especially—in the new
information age, a scientific discovery does
not exist until it is safely in print.”3(p58)

All of this emphasizes the points made by
Slater and Zimmerman—that there are pitfalls
in using Internet references and that extreme
care must be taken in accepting them or quot-
ing them. My follow-up article4 offers some sug-
gestions to aid authors in being accurate; how-
ever, this is no panacea. Much study—by both
electronic advocates and electronic skeptics—
will be needed to try to eliminate recurring dif-
ficulties in this area and to protect all of us.

However, none of us has addressed the
greater danger: that electronic information
may be accepted as infallible by professionals
or lay individuals, who might then base actual
human therapy on these reports—with possi-
ble dire consequences. Therein lies a poten-
tially major public health problem, and per-
haps some medicolegal ones also.

Thanks to Slater and Zimmerman for shed-
ding more light on this problem.

Arnold Melnick, DO, MSc
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SLATER AND ZIMMERMAN RESPOND

We appreciate Melnick’s kind letter regarding
our study of Web site listings in response to
common health queries, and we appreciate as
well the opportunity it affords to elaborate on
some of the significant problems and opportu-
nities afforded by the Internet.

Recent surveys indicate that between 40%
and 80% of adult American Internet users
access health information on the Internet.1,2

The Internet has already influenced the
provider–patient relationship, as patients ar-
rive armed with information or misinforma-
tion from Internet sources.3 In such clinical
contexts, trained medical personnel have the
opportunity to help consumers interpret the
information they have received. More worri-
some, as Melnick suggests, is the prospect of
consumer decisions regarding lifestyle, diet,
supplements, and treatment being made on
the basis of information from problematic In-


