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Culturally Competent Science

Although social norms have eliminated many forms of
overt discrimination, more subtle forms of bias persist.
Unfortunately, the scientific community, and particu-
larly those of us in the health sciences, may be uninten-
tionally contributing to many of these biases. The study
of population differences is important for the under-
standing of health outcomes. However, studies of popu-
lation differences can be, and have been, negatively
influenced by subjective value judgments. This has his-
torically taken the form of the majority population being
ascribed as having "normal” traits and being used to set
norms for disease definitions and treatment standards.
We hypothesize that this subtle "majority is normal” bias
has resulted from a lack of broad-based participation in
the scientific process. Although there have been great
efforts to promote culturally competent care, less has
been done to encourage culturally competent science.
The former focuses on practicing physicians delivering

donor race negatively affects patient survival among
white patients when kidneys from black donors are trans-
planted to white recipients; however, outcome differ-
ences by donor ethnicity did not exist when organs from
black or white donors were transplanted to patients from
other racial groups, suggesting that the original find-
ings may be limited to the pairing of black donors and
white recipients. This finding should raise the question
of whether the negative association with survival is
attributable to issues related to black organ donors, or
to the immunotolerance of white recipients.® In the
revised US Preventive Services Task Force breast can-
cer screening guidelines, the screening age was raised
to 50 years to reflect the finding that the majority of
women in the United States who develop breast
cancer receive a diagnosis in their 60s. However, it was
recently noted that this incidence pattern is only
applicable to white women; among nonwhite women,
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Agenda

« How Gilligan Island could teach us about disparity research
 See the problem (of normality bias)
 Be the solution
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Gilligan’s Island:
A tale Of a fateful trip
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Gilligan’s Island story

A group of strangers gathered for a boat tour
Originally a 3-hour ocean tour

« Caught in a freak storm, almost sank, got lost
 Landed on an isolated island
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The “Gilligan Islanders™

Gilligan - A crewman of the S. S. Minnow; well-meaning but bumbling, always seems to
Inadvertently mess up the castaways' escape

The Skipper - Captain of the S. S. Minnow

Thurston Howell 111 - A millionaire used to luxurious living and never does any work on the
Island

Mrs. Howell - Thurston's wife; can be more spoiled than Mr. Howell at times, but is always the
first to want to try something new

The Professor - Has numerous scientific degrees and uses his knowledge to build many things on
the island out of available materials; he is the most well-educated of the group and always has a
logical answer to everything (although not always correct)

Ginger Grant - A movie star from Hollywood

Mary Ann Summers - A farm girl from Winfield, Kansas; not much is known about her before
she gets to the island; she is portrayed as a typical "girl next door" and does most of the laundry
and cooking
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Observations from Gilligan’s Island

* People on Gilligan’s Island will be different from the rest of the
world from Day 1
— Differences in social determinants

« Different food
« Different housing

— Differences in biology
« Different gender composition (57% male)
« Different average age

o Artificially created groups will always be different
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Lessons from Gilligan’s Island

1. Race Is a social construct
— Even though biological differences exist

— Because biological (and social) differences always exist between any
random grouping of people
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Imagine an allergic plant on Gilligan Island...

» If the plant was ubiquitous throughout the world, then treatment
would be readily known, and it should not matter

 But If the plant was exotic, then treatment would likely be
unknown, and it could degrade the health of Gilligan Islanders
relative to the rest of the world
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Lessons from Gilligan’s Island

 Differences in characteristics should not automatically lead to
different health outcomes

— Risk factors could lead to BAD outcomes; but they should not lead to
WORSE outcomes

differences in traits # differences in health outcomes
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Lessons from Gilligan’s Island

1. Race is a soclal construct
— Even though biological differences exist
— Because biological (and social) differences always exist between any
random grouping of people
2. Racial differences should not lead to different health
outcomes

— Qur ignorance of social/biological factors unique to an artificially /
socially constructed group is what contribute to their WORSE
outcomes

— The social/biological factors, by themselves, do not contribute to
WORSE outcomes, even if they lead to BAD outcomes
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If we want to iImprove the health of Gilligan
Islanders

» Studying biological traits unique to the Gilligan Islanders could
help them (e.g., allergy to exotic plants on that island)

... but probably not as helpful as studying social determinants
(e.g., their isolation from the rest of the world)

« Think: modifiability
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Lessons from Gilligan’s Island

1. Race is a soclal construct
— Even though biological differences exist
— Because biological (and social) differences always exist between any
random grouping of people
2. Racial differences should not lead to different health outcomes

— Our ignorance of social/biological factors unique to an artificially /
socially constructed group is what contribute to their WORSE outcomes

— The social/biological factors, by themselves, do not contribute to WORSE
outcomes, even if they lead to BAD outcomes

3. Studying social determinants are more helpful than studying
bioloaical determinants in healthcare disbaritv
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See the problem

Be the solution
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Now 1magine...

 Imagine If the Professor Is the smartest person in the world, and he
was financed by the rich couple who happened to be the richest
couple in the world
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Now 1magine...

 The health status of Gilligan Islanders will improve
— May ultimately have BETTER health outcomes than the rest of the world
 But again, their superior health outcomes are not due to any innate
difference in biology, even though biological differences exist

— Their superior health outcome is due to an artificial / social decision to
Invest in research only for them

— They just got lucky
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Now Iimagine the Gilligan Islanders got off the
Island

 Research done on Gilligan Islanders may or may not be exportable
to the rest of the world

 Just because they have good health, doesn’t mean that “their way”
IS the only way to achieve good health
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See the problem

Be the solution
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Demographic composition of US

Asians, 5%

Total 325 million
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Generalizable?
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US breast cancer screening guideline,
2016

Cancer Screening Gu X +

& Cc & newsweek.com

Newsweek  NEW BREAST CANCER SCREENING GUIDELINES: USPSTF SAYS MAMMOGRAMS BEFORE AGE 50 AREN'T ESSENTIAL | TECH & SCIENCE —
TECH & SCIENCE Ad closed by Google

NEW BREAST CANCER SCREENING GUIDELINES:
USPSTF SAYS MAMMOGRAMS BEFORE AGE 50 e
AREN'T ESSENTIAL

BY JESSICA FIRGER ON 1/11/16 AT 5:52 PM EST
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JAMA Surgery, February 2018

RESEARCH LETTER

Breast Cancer Screening Redefined by Taking Race
Into Account

The US Preventive Services Task Force (USPSTF) currently rec-
ommends initiating breast cancerscreeningat 50 years of age
in patients at average risk.! However, we hypothesize that t hese
guidelines may not be sensitive to racial differences and may
be inappropriately extrapolating data from largely white popu-
lations for use in racially diverse populations. This process
could result in underscreening of nonwhite female patients.
These concerns are similar to broader discussions regarding
sex bias in the clinical research process, leading to recent policy
changes at the National Institutes of Health and the US Food
and Drug Administration.” The goal of this study is to assess
the age distribution of breast cancer diagnosis across race/
ethnicity in the United States.

Methods | We analyzed the Surveillance, Epidemiology, and End
Results Program database from January 1, 1973, through De-
cember 31, 2010. Femnale patients aged 40tao 75 years with ma-

Figure 1. Distribution of Age at Diagnosis for Women With Breast Cancer
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The peak age of each race represents the mode. Using peaks in white patients
to set screening guidelines will disadvantage a disproportionate number of
non-European patients,
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Breast cancer — all US population

all cases e Peaks In the 60s
3.8 -
 Breast cancer screening
3 guideline was changed to
start at 50
2.8
a3 | cases
2.3
1.8 -
1.3 +—r+——rrr T

40 45 50 55 60 65 70 75
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Breast cancer — US population by rac’ &3

3.8

« Whites peak in the 60s

 Hispanics, blacks, Asians
all peak in the 40s

 Raising screening age to
50 will negatively affect
non-white women in US
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“Flawed science hurts more patients than flawed care’

SUMMARY

m CommonHealth L 4

Tide  Race/Ethnicity and Age Distibution of Breast Cancer Diagnosis n the L
7 ten Liv
Published in @ View on publisher site B Listen Live

A @ Schedule
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N & Alert me about new mentions Programs + Podcasts
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About
TWITTER DEMOGRAPHICS

CitySpace

T Standard Age For Mammograms
e Puts Nonwhite Women At Risk,
Campaign For WBUR Study Finds

e profiles of 31 tweeters who shared this research ou
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Post-operative DVT prophylaxis

Each Risk Factor Represents 1 Point Each Risk Factor Represents 2 Points

O Age 41-60 years 3 Acute myocardial infarction O Age 61-74 years J CM !
O Swollen legs (current) O Congestive heart failure (<1 month) | O Arthroscopic surgery - Major surgery (=45 minutes)

O Varicose veins O Medical patient currently at bed rest J Malignancy (present or previous) - i
d Obesity (BMI >25) O History of inflammatory bowel disease | O Laparoscopic surgery (=45 minutes) Subtotal:

O Minor surgery planned O History of prior major surgery (<1 month) | @ Patient confined to bed (>72 hours)

d Sepsis (<1 month) O Abnormal pulmonary function (COPD) | 9 Immobilizing plaster cast (<1 month) —

d Serious Lung disease including pneumonia (<1 month) Each Risk Factor Represents 3 Points

O Oral contraceptives or hormone replacement therapy | | O Age 75yearsorolder  J Family History of thrombosis®
< Pregnancy or postpartum (<1 month) | Q History of DVT/PE Q Positive Prothrombin 20210A

O History of unexplained stillborn infant, recurrent spontaneous

: : _ _ _ _ | [ Positive Factor V Leiden O Positive Lupus anticoaqulant
abortion (= 3), premature birth with toxemia or growth-restricted infant P

O Elevated serum homocysteine i

. ther risk factorg : Subtotal: | O Heparin-induced thrombocytopenia (HIT)
(Do not use heparnin or any low molecular weight heparin)
= — ————————— | [ Elevated anticardiolipin antibodies _ -
Each Risk Factor Represents 5 Points | O Other congenital or acquired thrombaophilia Subtotal:

O Stroke (<1 month) O Muiltiple trauma (<1 month) | Ifyes: Type
< Elective major lower extremity arthroplasty . | | " most frequently missed risk factor I
O Hip, pelvis or leg fracture (<1 month) Subtotal:
2 Acute spinal cord injury (paralysis) (<1 month) i TOTAL RISK FACTOR SCORE: :
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Post-operative DVT by race:
Colectomy
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Colectomy |
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Post-operative DVT by race:
Gastrectomy
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Post-operative DVT by race:
Hepatectomy

whites blacks Hispanics
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Post-operative DVT by race:
Pancreatectomy

whites blacks Hispanics
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Mortality after ground-level falls in the elderly

TABLE 3. Multivariable Logistic Regression for Risk Factors
Associated With Mortality With Head Injury at Index Fall

Odds 95% Confidence
Variable Ratio Interval P
Age 65-T4 vy Default Default Default
Age=T5y 1.1 08 to 14 0.585
Any trauma center 23 l6hio32 =0.001
admussion™®
White Default Default Default

Male sex* 1.9 lHto23 <0.001
Congestive heart failure 1.1 09t 13 0.249
Hypertension 1.1 09t 1 4 0.106
Diabetes mellitus 1 08to 13 0.774
History of vascular disease L 05t 1.7 0.945
History of stroke/TIA* 42 33to 53 <0.001
ICISS* 0.0001 <0.001 to <0.001 <0.001

*p = 0.0035 and 95% confidence mterval does not cross 1.0,
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Do basic anatomy textbooks need to be revised?

Asian Race/Ethnicity as a Risk Factor for Bile Duct Injury During
Cholecystectomy

Stephanie R. Downing, MD, Ghazala Datoo, BS, Tolulope A. Oyetunji, MPH, MD, Terrence
Fullum, MD, David C. Chang, MPH, MBA, PhD, and Nita Ahuja, MD

Departments of Surgery, The Johns Hopkins University School of Medicine, Baltimore, Maryland
(Drs Downing, Chang, and Ahuja and Ms Datoo); and College of Medicine, Howard University,
Washington, DC (Drs Downing, Oyetunji, Fullum, and Chang)

5T-72% W% a 6-12%

Bile Duct Variants

I richt posterior segmental duct il right hepatic duct
B right anterior segmental duct B left hepatic duct

common hepatic duct
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Do basic anatomy textbooks need to be revised?

HHHHHH

€he New York Times
Why Textbooks May Need to
Update What They Say About Birth

Canals

Anew study shows that the structure of the human pelvis varies
between populations, which could have implications for how
babies are birthed.

“Well-built healthy women, who had a
good diet during their childhood growth
period, usually have a broad pelvis.”

Limited prescriptions of what constitutes a
“normal” pelvis or birthing process might
lead doctors to perform unnecessary
Interventions — like induced labor,
cesarean sections or the use of forceps —
which can further exacerbate harm

In the early 1900s, this led to “horrific
situations” in which American doctors
used forceps on black mothers, trying to
force babies to align with “the rotation
pattern for a European classical pelvis,”
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Extends beyond diseases and treatments

o Affects how we think about health and health norms

35
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Milk is healthy?

o (- i SR B S B EHES B B 5

C (@ Notsecure | oprah.com e % Incognito (3)

OPRAH.COM WATCH OWN

Get Creative With Cheese
Make all your cheesy
dreams come true

The Health Benefits of Milk

By Lisa Capretto

Time to up your >
slow cooker game

Despite their children’s begging and pleading for soda or juice, many parents never serve
anything other than milk with dinner. "Drink your milk,” they say. “It's good for you."

As adults, we're all well-acquainted with this idea. Milk /s good for us. But beyond this
vague notion and the familiar milk-mustache media campaign, confusion clouds the

36
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Rates of lactose Intolerance

Worldwide prevalence of lactose intolerance in recent populations
(schematic)

B co-s0%
B :o-100%
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Never formally controlled
. or protected by a European
power

Except for military
occupation after WW2

"The Unconquered World" =

http://neuroskeptic.blogspot.com 17/2/2012 Version 3 www.bjdesign.com _
© Copyright Bruce Jones Design Inc. 2009

Except for Alexander
the Great
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Imagine an alternate universe...

e If Asian scientists dominated biomedical research...
— Milk would have been classified as a poison

e It African scientists dominated biomedical research...
— Sickle cell trait would not be considered a disease

e If Latino scientists dominated biomedical research...

— There would be no campaign to advise Latino patients to stop eating
tortilla
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“MSG 1s bad for your health”

G msg - Goagle Search

& C | @ Secure | hitp: google.com/search?q 15g&tags=chrome.0.69i59j68i6013j012.736)0j7 &sourceid =chromed&ie=U

Ja
v, ™ -

All shopping Maps Images News More Settings Tools

About 37,000,000 results (0.68 seconds)

People also ask

How does MSG work? v Monosodiu <«
Is MSG safe for you? v m g|utamate
I Why MSG is bad for your health? I v
How do they make monosodium glutamate? v
Feeaback Monosedium glutamate is the sodium salt of glutamic

acid, one of the most abundant naturally occurring non-
essential amino acids. Menosodium glutamate is found
Monosodium glutamate - Wikipedia naturally in tomatoes, cheese and other foods. Wikipedia
https://en.wikipedia.org/wiki/Monosodium_glutamate »
Monosadium glutamate (MSG, alse known as sodium glutamate) is the sodium salt of glutamic acid,
one of the most abundant naturally occurring non-essential amino acids. IUPAC ID: Sodium 2-Aminopentanedioate
safety - Preduction - History - Society and culture Molar mass: 169.111 g/mol

Melting point: 449.6°F (232°C)
LDsp (median dose): 15800 mg/kg (oral, rat)

Formula: CsHgNONa

MSG (@TheGarden) - Twitter
https://twitter.com/TheGarden W

Soluble in: Water

You'll never know what you'll Tickets are ON SALE NOW for A young @NeilYoung rocking People also search for View 10+ more
find! #Witness The Garden @TRBoxing The Garden on this day in

transform for @KatyPerry's @VvasylLomachenko v 1978! #MSGClassic

return Oct 2 & 6 on (@RigoEIChacal305 at #NeilYoung (Photo: Richard 3o
Instagram.com/TheGarden #TheaterM3G on Dec 9! Don't E. Aaron/Redferns) > : o
#KatyPerry miss it! pic.twitter.com/DBM2rsf.. am condiment Glutamic Disodim
pic.twitter.com/sqoJTee... cards twitter.com/cards.. acid inosinate

1 hour ago - Twitter 2 hours ago - Twitter 3 hours ago - Twitter FE——
Monosodium glutamate (MSG): Is it harmful? - Mayo Clinic

www.mayoclinic.org/healthy-lifestyle/nutrition-and-healthy.../fag-20058196 ~

Monosadium glutamate (MSG) is a flavor enhancer commonly added to Chinese food, canned

vegetables, soups and processed meats. The Food and Drug Administration (FDA) has classified MSG

as a food ingredient that's “generally recognized as safe; but its use remains controversial

MSG is Dangerous - The Science Is In | Food Renegade

www.foodrenegade.com/msg-dangerous-science/ v -
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in good health at ages considerably in excess of those at
which symptoms of the disease had made their presence
known in elder brothers or sisters, it is extremely unlikely
that this is due to coincidence even though the numbers
involved are not great enough 1o achieve statistical signifi-
cance. To withhold treatment from anyone known to be
homozygous for the gene of Wilson's disease would be nei-
ther wise nor humane, whatever statistical purpose might
eventually be fulfilled by watching him acquire clinical Wil-

son's disease. _
J. M. WaLsHE, M.D.
Department of Investigative Medicine
University of Cambridge

Cambridge, England

1. Walshe, J. M. Physiology of copper in man and its relation to Wil-
son's disease. Brain 90:149-176, 1967,

2. ldem. Some observations on natural history of Wilson's disease. In
Some Inherited Disorders of Brain and Muscle. Edited by D. N.
Raine. Edinburgh and London: Livingstone, Ltd., (in press).

To the Editor: The paper by Sternlieb and Scheinberg adds
one more to a long list of unanswered questions: whether the
use of penicillamine benefits or harms patients thought to be
on the road to the development of clinical Wilson's disease.

The authors have taken to heart the second law (“Results can
always be improved by omitting controls”) and have attempted
to estimate the number of clinical cases that would have
occurred in the absence of the prophylactic treatment. The
estimate seems to be based on observations in retrospect of a
number of patients with clinical disease, applied over a brief
period. There is no evidence that these developments would
actually have occurred.

The authors may be right in their conclusions; if they are
wrong it will take years to erase the effects of this paper. A
controlled trial in carefully matched groups could have given
an unequivocal answer, though doubtless over a longer
me.

Huco Muench, M.D., Dr. P.H.
Consultant in Biostatistics
Lemuel Shattuck Hospital
Boston

LIMITATIONS OF THE SCIENTIFIC METHOD

T the Editor: The editorial appearing in the February 15
issue of the journal entitled “Editor's Choice: Wilson's disease”
has touched upon problems that seem to be basic to clinical
investigation. That medicine is not a science in the same
sense as physics need hardly be mentioned, and trying to

- | 1 LIS I | 1 -1

R £ R

2. Whitehead, A. N. The Function of Reuson. Princeton: University
Press, 1929.

. CHINESE-RESTAURANT SYNDROME

To the Editor: For several
country, I have experienced a strange syndrome whenever 1
have eaten out in a Chinese restaurant, especially one that
served Northern Chinese food. The syndrome, which usually
begins 15 to 20 minutes after I have eaten the first dish,
lasts for about two hours, without any hangover effect. The
most prominent symptoms are numbness at the back of the
neck, gradually radiating to both arms and the back, general
weakness and palpitation. The symptoms simulate those that
I have had from hypersensitivity to acetylsalicylic acid, but
are milder. 1 had not heard of the syndrome until I re-
ceived complaints of the same symptoms from Chinese
friends of mine, both medical and nonmedical people, but
all well educated.

The cause is obscure. After some discussion my colleagues
and I at first speculated that it might be caused by some
ingredient in the soy sauce, to which quite a few people are
allergic. However, we use the same type of soy sauce in our
home cooking, which does not result in the symptoms de-
scribed above. Some have suggested that these symptoms
may be caused by cooking wine, which is used generously in
most Chinese restaurants, because the syndrome resembles
to some extent the effects of alcohol. Others have suggested
that it may be caused by the monosodium glutamate season-
ing used to a great extent for seasoning in Chinese restau-
rants.

Another alternative is that the high sodium content of the
Chinese food may produce temporary hypernatremia, which
may consequently cause intracellular hypokalemia, resulting
in numbness of the muscles, generalized weakness and pal-
pitation. The Chinese food causes thirst, which would also
be due to the high sodium content. The syndrome may
therefore be due merely to the large quantity of salt in the
food, and the high dissociation constant of the organic salt,
monosodium  glutamate, may make the symptoms more
acute,

Because we lack personnel for doing research in this area,
I wonder if my friends in the medical field might be inter-
ested in seeking more information about this rather peculiar
syndrome.

I shail of course be more than happy to co-operate.

RoeerT Ho Man Kwok, M.D.
Senior Research Investigator
National Biomedical Research Foundation
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Monosodium L-Glutamate: Its Pharmacology and Role
in the Chinese Restaurant Syndrome

Abstract. Monosodium L-glutamate is the cause of the Chinese restaurant
syndrome and can precipitate headaches. In appropriate doses it causes burning
sensations, facial pressure, and chest pain. These are pharmacological effects
obeying a dose-effect relationship, There is considerable variation in eral thresh-

old doses among individuals.

Monosodium L-glutamate (MSG) is
a widely used food additive. Twenty
thousand tons of MSG are manufac-
tured and used in the United States
each year (I). The labeling of a widely
used brand states, “To wake up all the
flavor nature put in your food, be sure
to use at least the amounts . . . sug-
gested below, adding more as desired.”
Amounts approximating 1 g per serv-
ing are the minimum amounts sug-
gested.

Monosodium L-glutamate is not a
wholly innocuous substance. It was pro-
posed as the cause of the Chinese res-
taurant syndrome in July 1968 (2). We

provoke an attack (5, 6). Although
other foods caused the response, won-
ton soup was the simplest in composi-
tion.

The restaurant prepared soup with-
out MSG and it failed to provoke
an attack. The subjects then ingested
each of the seven components of the
wonton soup separately. Only MSG
caused the symptoms. In a blind proce-
dure, MSG was then given to four
additional individuals who had symp-
toms in the same restaurant. It pro-
voked an attack in all four in amounts
of 3 g or less. Therefore, we concluded

A repeat trial with 5 g of L-glutamic
acid, fully dissolved in 500 ml of water
at 30°C, provoked an attack. In addi-
tion, to eliminate the possibility of an
impurity in the commercially available
L-glutamate, we synthesized monosodi-
um DL-glutamate (7). The resultant
product was identified from infrared
spectra and by thin-layer chromatog-
raphy. Five grams of this product were
sufficient to provoke an attack.

The following substances did not
provoke symptoms: monosodium bD-
glutamate (7 g), monosodium L-aspar-
tate (5 g), NaCl (10 g), and glycine
(5 2).

We next determined that the inten-
sity and duration of the symptoms
were related to the dosage of MSG.
To define the temporal sequence and
nature of the symptoms, we gave MSG,
as Glutavene, intravenously to 13 sub-
jects, After oral administration of this
substance, the symptoms were per-
ceived by our subjects in a less well-
defined order because the onset was less
abrupt and the increase in intensity

[ was mmmm mmmmmm = mmmm e memeem— e — -

taurant syndrome in July 1968 (2). We
report here some aspects of the acute
human pharmacology of MSG and, in
addition, present evidence that it causes
headache.

Many symptoms have been suggested
as components of the syndrome (3).
On repeated observations, we find
that three categories of symptoms can
be clicited by MSG—burning, facial
pressure, and chest pain. Headache is
a consistent complaint in a minority of
individuals. The MSG response and
the syndrome are identical, The symp-
toms appear only if the meal is taken
on an empty stomach by a susceptible

—irdivddual—Ld4)

The proof that MSG is the cause of
the syndrome was arrived at with the

cooperation of two subjects, both of
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fig. 1. Relation between intensity of

urning  (solid  line), facial pressure
dashes), and chest pressure (dotted line)
nd intravenous dose of MSG. Each

whom had symptoms in the same res-
taurant. We found that 200 ml of
wonton soup alone was sufficient to

point represents a mean intensity from
three or more responses. The data were
obtained from four subjects.
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Ingredients: Whole Corn, Vegetable Oil (Corn,
Canola, Soybsan and/or Sunflowar 0il),
Maltodextrln( ° !

Cheese (Mllk G
Whey, Tomato Powder, Splces Sour Cream (Cream
Skim Milk, Cultures), Sugar, Garlic Powder,
Jalapeno Pepper Powder, Paprika, Natural Flavors.
Citric Acid, Hot Sauce (Aged Cayenne Red Peppers,
Vinegar, Salt, Garlic), and Malic Acid.

CONTAINS MILK INGREDIENTS.

Nutrition Facts

Serving Size 1 oz (28g/About 12 chips)

Amount Per Serving
1oz, Enfirs Pkg.

Calories 140 390
Calories from Fat 70 200
% Daily Value*

Total Fat 8g, 229 12% 34%

Saturated Fat 1g, 3g 5% 15%
Trans Fat 0g, Og
Cholesterol Omg,0mg 0% 0%
Sodium 160mg, 470mg 7% 20%
Total Carbohydrate 16g, 469 5% 15%
Dietary Fiber 1g, 3g 4% 12%
Sugars 0g, less than 1g

Protein 2g, 5g

Vitamin A 0% 4%
Vitamin C 0% 0%
Calcium 0% 2%
Iron 0% 4%
Thiamin 2% 4%
Vitamin Bs 2% 6%

* Percent Daily Values are based on a 2,000 calorie
diet. Your daily values may be higher or lower

depending on your calorie needs:
Calories: 2,000 2,500
Total Fat Lessthan 659 80g

Sat Fat Lessthan 20g 259
Cholesterol Lessthan 300mg  300mg

Sodium Lessthan 2,400mg 2,400mg
Total Carbohydrate 300g 375g

Dietary Fiber 259 300
Calories per gram:

Fat9 + Carbohydrale 4 + Protein 4
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This normality bias Is bigger than healthcare
disparity

* May turn something into a “problem” when it really 1s not

— People will subtly/unconsciously define “knowledge” in a way that 1s favorable
to them

— Because It is easier to describe and justify how things are

— Majority / common => “normal” / “good”
* What is “uncommon” becomes “bad” / “disease”
» “Minority” traits then become synonymous with “bad” / “sick”

« May simply mask biases
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Phrenology and eugenics

Likd B Todd
Lucemcs Deaws (TE MATERIALS FROM MARY JO4RCEE BOD ORCADIES
TREN INTO AD mARFMOGIOOS 4ATITY.
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Harvard contributed to phrenology!
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Interracial marriage

Loving vs State of Virginia,
1967
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Homosexuality

MENTAL
DISORDERS

L
D
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“Hugs” 1s healthy?

Lower blood pressure
Improve memory
Reduce stress

Happy people are 50% healthi&

What about bowing?



The normality bias in science Is not
only leading to worse patient
outcomes for women and minority...

o . 8 # @ mogio
N =55« |tis subtly being used to
W WEsfnmitndes justify discriminatory
ugging IMilR (an y Geneticists ;
Are Alarmed) beliefs about women and

non-European cultures

« Discriminatory beliefs are
much more difficult to
debunk when linked to
“health”

50
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This problem happens in many other industries,
with dire consequences for our children

R G cwre LAV

cl BN ——
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See the problem

Be the solution
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Solutions

e For readers
e For researchers



G} OO S

&

L

For the readers: Be aware of common errors

* Non-representative sample
» Dilution effect

* “Numbers by themselves, without comparison, don’t say good or
bad”

* “A difference 1s just that, a difference
¢ “X1s good”, vs “X 1s better/best”
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Be aware of non-representative sample

ORIGINAL ARTICLE

Racially Conscious Cancer Screening Guidelines
A Path Towards Culturally Competent Science

Numa F. Perez, MD,” 71 Yefri A. Baez, BA,1§ Sahael M. Stapleton, MD, MBA," 1 Ashok Muniappan, MD,"
Tawakalitu S. Oseni, MD,* Robert N. Goldstone, MD,* and David C. Chang, PhD, MPH, MBA 14
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Be aware of dilution effect

3.8

« Whites peak in the 60s

 Hispanics, blacks, Asians
all peak in the 40s

 Raising screening age to
50 will negatively affect
non-white women in US

3.3 A

2.8 -

2.3 -

1.8

1.3

40 45 50 55 60 65 70 75
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Numbers by themselves, without comparison,

don’t say good or bad

Risk Factors for Morbidity After Lobectomy for
Lung Cancer in Elderly Patients

Mark F. Berry, MD, Jennifer Hanna, MD, Betty C. Tong, MD,
William R. Burfeind, Jr, MD, David H. Harpole, MD, Thomas A. D"’Amico, MD, and

Mark W. Onaitis, MD

Department of Surgery, Division of Thoracic Surgery, Duke University Medical Center, Durham, North Carolina; and Department
of Thoracic Surgery, St. Luke's Health Network, Bethlehem, Pennsylvania

Background. Studies evaluating risk factors for compli-
cations after lobectomy in elderly patients have not
adequately analyzed the effect of using minimally inva-
sive approaches.

Methods. A model for morbidity including published
preoperative risk factors and surgical approach was de-
veloped by multivariable logistic regression. All patients
aged 70 years or older who underwent lobectomy for
primary lung cancer without chest wall resection or
airway procedure between December 1999 and October
2007 at a single institution were reviewed. Preoperative,
histopathologic, perioperative, and outcome variables
were assessed using standard descriptive statistics. Mor-
bidity was measured as a patient having any periopera-
tive complication. The impact of bias in the selection of
surgical approach was assessed using propensity scoring,

Results. During the study period, 338 patients older
than 70 years (mean age, 75.7 = 0.2) underwent lobectomy
(219 thoracoscopy, 119 thoracotomy). Operative mortality

was 3.8% (13 patients) €@d_morbidity was 47% (1§E>
patients). Patients with at least one ation had
increased length of stay (8.3 = 0.6 versus 3.8 = 0.1 days;
p < 0.0001) and mortality (6.9% [11 of 159] versus 1.1% [2
of 179]; p = 0.008). Significant predictors of morbidity by
multivariable analysis included age (odds ratio, 1.09 per
year; p = 0.01) and thoracotomy as surgical approach
(odds ratio, 2.21; p = 0.004). Thoracotomy remained a
significant predictor of morbidity when the propensity to
undergo thoracoscopy was considered (odds ratio, 4.9; p=
0.002).

TTustons. Patients older than 70 years of &
ergo lobectomy for lung cancer with low morbidj
and mortality” ¢ of a thoracot-
omy increased the risk of complications in this patient
population.

(Ann Thorac Surg 2009;88:1093-9)
© 2009 by The Society of Thoracic Surgeons
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Hazard function
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A difference Is just that, a difference
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@ Primary Prevention of Cardiovas: X =+

< c

# nejm.org

' InvokanQ:  inpatientswith Dkb and T2,

(canaglifiozin) teblets INVOKANA® Is the only SGLT2i approved by the FDA
to reduce the risk of end-stage kidney disease, doubling
of serum creatinine, C death, and hospitalization for HF*

Sea the DKD banafits>

Presoriing Informagon

= Lower-Limb Amputation: An increased
risk of lower-limb amputations
associated with INVOKANA® use versus
placebo was observed in CANVAS (5.9
nar 100N natiant vaare)
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Access provided by MGH

NEJM Group Follow Us

The NEW ENGLAND
JOURNAL of MEDICINE

PERSPECTIVE

Banning Genetic Discrimination
in Life Insurance — Time to
Follow Florida’s Lead

PERSPECTIVE

— Progress and Future
Prospects

ORIGINAL ARTICLE

Solving Population-wide Obesity

A Signin  Create Account
SUBSCRIBE > - Q =
OR RENEW -

ORIGINAL ARTICLE
Once-Weekly Insulin for Type 2
Diabetes without Previous
Insulin Treatment

Primary Prevention of Cardiovascular Disease with a Mediterranean Diet
Supplemented with Extra-Virgin Olive Oil or Nuts

Ramén Estruch, M.D., Ph.D., Emilio Ros, M.D., Ph.D., Jordi Salas-Salvads, M.D., Ph.D., Maria-Isabel Covas, D.Pharm., Ph.D., Dolores Corella,
D.Pharm., Ph.D., Fernandoe Arés, M.D., Ph.D., Enrique Gémez-Gracia, M.D., Ph.D., Valentina Ruiz-Gutiérrez, Ph.D., Miquel Fiol, M.D., Ph.D., José
Lapetra, M.D., Ph.D., Rosa M. Lamuela-Raventos, D.Pharm., Ph.D., Llufs Serra-Majem, M.D., Ph.D., et al., for the PREDIMED Study Investigators”

Article  Figures/Media

A 33 References 644 Citing Articles  Letters
oBe Abstract
<
BACKGROUND
® Observational cohort studies and a secondary prevention trial have shown invers

Metrics

€

June 21, 2018

N Engl | Med 2018; 378:¢34
DOI: 10.1056/NE]Moa1800389
Chinese Translation W EHZ

Related Articles

CORRESPONDENCE OCT 4, 2018

Primarv Prevention of Cardiovascular Disease
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For the readers: Where to look?

« Demographics
— Generalizability?
— Dilution effect?

« Comparison:

— Is it saying X is good? (descriptive, or compare to no intervention / no
exposure)

— Or is it saying X is better/best? (compare to another
Intervention/exposure)
* Problem iIs probably not in the stats — you don’t need fancy
training to pick up on these problems



NG ) s

&

L

For the researchers: What to do?

 Improved study designs
— Enrollment
— Analysis
— Interpretation



Increase enrollment

Program Director/Principal Investigator (Last, First, Middle):
Inclusion Enrolliment Report
This report format should NOT be used for data collection from study participants.
Study Title:

Total Enrollment: Protocol Number:
Grant Number:

PART A. TOTAL ENROLLMENT REPORT: Number of Subjects Enrolled to Date (Cumulative)
by Ethnicity and Race

Sex/Gender
Unknown or
Ethnic Category Females Males Not Reported Total

Hispanic or Latino **

Not Hispanic or Latino

Unknown (individuals not reporting ethnicity)

Ethnic Category: Total of All Subjects™ *

Racial Categories
American Indian/Alaska Native

Asian

Mative Hawaiian or Other Pacific Islander

Black or African American
White

More Than One Race

Unknown or Not Reported

Racial Categories: Total of All Subjects” *
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Increase enrollment not enough

 Dilution effect: Minority patients will still be a minority in the
study population, with their impact overwhelmed by the majority

population
 Need to actively consider the generalizability question in analysis

and interpretation

— Need to consider the possibility that there may not be ONE answer; there
may be multiple answers, different for different populations
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Improved analysis

 Not helpful to know that women and non-whites have different
outcomes
— Very depressing

* More important to know If the risk factors are different among
non-whites

« Stratify on non-modifiable risk factors
— Adjust for modifiable risk factors
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Improved analysis

» “Heterogeneity of treatment effects”
 Statistical “interaction”
 Synergistic / antagonistic effect / effect modification

e “Clinical indications”: We know 1t works, but does 1t work
equally well in everyone?
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Interpretation

* Consider alternate “reference” group

— Statistical “reference” group often subtly becomes the “normal” group

66



VIEWPOINT

David C. Chang. PhD,

MPH, MBA
Department of Surgery,
Massachusetts General
Hospital, Harvard
Medical School,
Boston.

Diego B. Lopez, BA

Francis Weld Peabody
Saciety, Harvard
Medical 5choal,

Boston, Massachusetts.

George Molina, MD,

MPH

Department of Surgery.
Massachusetts General
Hospital, Harvard
Medical School,
Bastan.

Culturally Competent Science

Although social norms have eliminated many forms of
overt discrimination, more subtle forms of bias persist.
Unfortunately, the scientific community, and particu-
larly those of usin the health sciences, may be uninten-
tionally contributing to many of these biases. The study
of population differences is important for the under-
standing of health outcomes. However, studies of popu-
lation differences can be, and have been, negatively
influenced by subjective value judgments. This has his-
torically taken the form of the majority population being
ascribed as having "normal” traits and being used to set
norms for disease definitions and treatment standards.
We hypothesize that this subtle "majority is normal” bias
has resulted from a lack of broad-based participationin
the scientific process. Although there have been great
efforts to promote culturally competent care, less has
been done to encourage culturally competent science.
The former focuses on practicing physicians delivering

donor race negatively affects patient survival among
white patients when kidneys from black donors are trans-
planted to white recipients; however, outcome differ-
ences by donor ethnicity did not exist when organs from
black or white donors were transplanted to patients from
other racial groups, suggesting that the original find-
ings may be limited to the pairing of black donors and
white recipients. This finding should raise the question
of whether the negative association with survival is
attributable to issues related to black organ donors, or
to the immunotolerance of white recipients. In the
revised US Preventive Services Task Force breast can-
cer screening guidelines, the screening age was raised
to 50 years to reflect the finding that the majority of
women in the United States who develop breast
cancer receive a diagnosis in their 60s. However, it was
recently noted that this incidence pattern is only
applicable to white women: among nonwhite women,
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 Flawed science hurts more patients
than flawed care

 Culturally competent care begins
with culturally competent science
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Exercise

Read the abstract of NEJM article, and a NY Times article, about
the Mediterranean diet

~5 People in each breakout room

Introduce yourselves by stating your name and birthday (just
month and day)

Whoever’s birthday is closest to today will be the reporter

How might you have written (or re-write) the NY Times
article?



