
O c t o b e r  2 0 0 6   •   w w w. p e d i a t r i c n ew s . c o m Practice Trends 67

Expert Urges Rejection of ‘Race-Based’ Medicine
B Y  J OY C E  F R I E D E N  

Senior Editor  

B A LT I M O R E —  Targeting medicines at
particular racial categories “is a misguid-
ed approach, and what we should be pur-
suing is attribute-based medicine,”
Sharona Hoffman said at the annual
meeting of the American Society of Law,
Medicine, and Ethics.

One example of a medicine targeted at
racial categories is BiDil (fixed-dose isosor-
bide dinitrate and hydralazine), an anti-
hypertensive drug that was approved
specifically for use in blacks. 

Some experts have concluded that a
good response to BiDil has more to do
with attributes and genes than it does
with racial identity.

Patient attributes that might be consid-
ered relevant for assessing disease vulner-
ability or treatment responses include ge-
netic variations or alleles that might be
more common for people who are of one
ancestral origin rather than others but
could still cross population lines. 

“Then there are other factors such as
diet, exercise, stress level, and exposure to
toxins” that play into treatment response,
said Ms. Hoffman, a professor of law at
Case Western Reserve University in
Cleveland.

“The Human Genome Project showed
us that race is not a biologically valid or
genetically valid concept, and therefore
the emergence of ‘race-based’ medicine is
both perplexing and troubling,” she said at
the meeting, which was cosponsored by
the University of Maryland. 

“Race doesn’t mean much of anything”
from a genetic perspective because “99.9%
of genes are identical for all humans,” and
in the remaining 0.1%, 90%-95% of ge-
netic variations are found at equal rates in
every population.

Society also has difficulty defining race,
with legal definitions of race varying from
one state to another, Ms. Hoffman said.
The race categories listed in the U.S. Cen-
sus also change every decade. Almost 7
million people checked off more than one
race in the 2000 census, she noted. 

“If you ask people to self-identify, they
may say they’re African American when
they are really of mixed race. And visual

observation is even more misleading.”
In addition to these problems, using

“race-based” medicine may exacerbate
health disparities, because “it’s possible
doctors may try to specialize in treating
blacks or whites,” said Ms. Hoffman. That
may violate federal or state antidiscrimi-
nation laws.

Instead of pursuing race-based proto-
cols, Ms. Hoffman recommended design-
ing attribute-based trial protocols, and hav-
ing institutional review boards and

scientific review boards subject them to
special scrutiny.

“Consider the genetic variations and
the psychosocial, economic, cultural, en-
vironmental, and other factors, which you
can measure or ask about—stress, diet, ex-
ercise, exposure to toxins, and cultural
and religious barriers to treatment com-
pliance,” she said. “Maybe people aren’t
doing well because they are not following
the protocol—because they either don’t
understand it [due to] a language barrier,

or they have religious beliefs that prevent
them from doing some of the things you
need them to do. 

“Don’t use skin color as a proxy. What
questions do you need to ask? Do you
need to do further genetic testing?” she
said. 

Also, be aware of the limits of self-iden-
tification or identification through visu-
al observation. “It’s very hard to tell what
ancestry people have if you don’t ask
specific questions,” Ms. Hoffman said. ■
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