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Welcome to Infection 
Confirmed! 

This zine concerns the 
relationship between 
minorities and health care.  
We, at Infection Confirmed, 
hope to “infect” our readers 
with knowledge about 
minority issues in the medical 
field.  In creating a forum in 
which people are able to 
communicate their concerns, 
and experiences, we hope to 
achieve our goal.  It is our 
intention to enlighten our 
readers by providing truths 
about the current state of 
medicine, as it relates to 
minorities.  In doing so we 
will dispel irrational fears and 
warn against current and 
potential abuses.  The 
relationship between 
minorities and medicine is 
complicated; we seek to 
equip our readers with the 
necessary knowledge to 
confront this reality. 

 

Mission 

 

One benefit of using your newsletter as a 
promotional tool is that you can reuse 
content from other marketing materials, 
such as press releases, market studies, 
and reports. 

While the main goal of distributing a 
newsletter might be to sell your product 
or service, the key to a successful 
newsletter is making it useful to your 
readers. 

A great way to add useful content to this 
newsletter is to develop and write your 
own articles, or include a calendar of 
upcoming events or a special offer that 
promotes a new product. 

You can also research articles or find 

 

“The articles 
featured come 

from the concerns 
that you want to 

be addressed.”  

 Infection Confirmed 

  

This zine, however, relies 
upon the active participation 
of our readers.  The articles 
featured come from the 
concerns that you want to be 
addressed.  Furthermore, we 
invite our readers to send in 
work of their own, which will 
strongly be considered for 
publication in our subsequent 
issues.  As long as submitted 
work is appropriate and 
addresses topics related to 
minority health concerns, it 
may take any literary form.  
This is not simply a 
magazine, in fact it is a zine, 
a production.  Therefore, we 
accept poems, articles, 
stories, illustrations, etc.  It 
is our sincere hope that our 
readers enjoy what we have 
to offer and benefit from the 
information that we provide.  
In return, we seek 
confirmation, in other words 
we wish to gain from the 
responses and submissions 
that we will receive. 

Enjoy! 

IC 
 

  

“filler” articles by accessing the World 
Wide Web. You can write about a variety 
of topics but try to keep  our articles 
short 

Much of the content you put in your 
newsletter can also be used for your 
Web site. Microsoft Word offers a simple 
way to convert your newsletter to a Web 
publication. So, when you’re finished 
writing your newsletter, convert it to a 
Web site and post it. 

  

 

 



 
 
 
 

Sound Off! 
 

In this, our first issue we want to emphasize that all points of view will be 
considered and tolerated.  In no way is everything in this zine a consensus.  We all 
have varying political and social views and wish that our different voices will convey 
that we truly want IC to become a forum for minorities to discuss health.  In this 
issue we highlight early contributions that minorities made to medicine in this 
country.  However, our primary purpose is to address contemporary issues.  For 
example, there is a stark difference in the treatment received by white Americans 
and racial minorities.  This inequality in medical treatment reflects greater societal 
socioeconomic issues, but this zine is aimed at addressing the medical arena.  We 
are more concerned with discussing the federal government’s goal of eliminating 
racial disparities in health care by 2010, than the racial and socioeconomic 
implications of the Hurricane Katrina response.  We are nearing 2008 and still 
glaring discrepancies exist in medical care.  Here at IC, we are eagerly awaiting the 
steps that the federal government will take to reach its ever-approaching goal.  
Without further ado, it is time for you to “meet” us.  The following blurbs written by 
different individuals at IC will introduce some of the issues to be discussed in this 
issue and why we feel they are pertinent to minorities. 
 

In an age when new miracle drugs materialize with every blink of an eye and 
other medical technologies continue advancing exponentially, one might begin to 
start taking the wonders of modern medicine for granted. Certainly, there might be 
some logistical issues when it comes to making health care actually available to the 
masses, but there should be no question about the pure capabilities of modern 
medicine. The combination of an exhaustive medical education and licensing process 
with technology progressing at a rate limited only by human imagination would 
appear to be essentially infallible. Yet, there remains a surprisingly high degree of 
medical malpractice in America today. Some studies have found that “between 
44,000 and 98,000 people die in hospitals annually each year due to preventable 
medical errors,” a number that is frighteningly large. Attention, however, is not 
being brought to bear on this issue; a Harvard study found that “only one 
malpractice claim is made for every 7.6 hospital injuries.” This is especially alarming 
for us at IC, considering that many minorities are being treated with an inferior 
medical system. It is something that cannot be allowed to last. Preventable errors 
are simply unacceptable when it comes to human life. Somehow, this problem needs 
to be made salient in the public consciousness, so that it can no longer fester under 
the cover of what would otherwise appear to be miraculous achievement and 
advancement in the field of medicine. 
        -JQ 
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Illegal immigrants have become a real and critical financial burden on 

America's health care system. Since hospitals are obligated to treat those in need of 
dire emergency care, regardless of legal and financial status, hospitals find 
themselves performing costly operations and treatments without reimbursement 
from these undocumented patients. These hundreds of millions, and even billions of 
dollars in costs, are passed onto the taxpaying proportion of the population. Not only 
does this cause concern regarding hospital financial solvency, but it also raises an 
ethical dilemma regarding the equity of hospital care: there exists a sizable 
population of impoverished American citizens that are still responsible for paying the 
exorbitant costs of their own health care, while millions of illegal immigrants receive 
the same health care for free. Financial and moral issues are not the only questions 
raised by illegal immigrants; increasing numbers of illegal immigrants may also bring 
health risks. Illegal immigrants tend to avoid preventative care, and as a result use 
emergency care and treatment more often than documented individuals. The 
proliferation of untreated illnesses among this sizable proportion of America's 
population could pose real hazards in the future. Although the federal government 
now helps to reimburse hospitals that care for illegal immigrants, the funding for 
such reimbursement ultimately still comes from the taxpaying population. A solution 
to this financial and ethical quandary is desperately needed. 
        -PZ 
 
 
 The progression of today’s medical technology is remarkable.  Daily, we 
receive news about new developments that prolong life and improve our quality of 
living.  Desperate problems of yesterday are being solved with simple yet ingenious 
advances.  Despite this unprecedented progression, we must not proceed blindly.  
As we continue to charge forward, numerous ethical dilemmas come into question.  
One of these principle issues concerns the deciphering of the human genome.  In an 
age when our rights are continually being infringed upon, new discoveries about our 
genetic makeup should be a sobering development.  Information about an 
individuals DNA can now be used in police databanks to identify both alleged 
criminals and their family members.  Not to mention, the uncovering of individual 
genomes provides grounds for potential discrimination by healthcare providers.  If it 
is discovered that someone is genetically predisposed to a costly disease, insurance 
agencies may be reluctant to provide care for potential clients.  Considering racial 
discrepancies in susceptibility to various illnesses, and existing inequalities in health 
care, this is very alarming.  Undoubtedly, the most disconcerting issue tied to 
progress in genetics is that of race.  Certain drugs are already being tailored toward 
specific races.  Although this presents an exciting development, it is also troubling.  
This means that people may be denied from potentially life-altering or life-saving 
medicine based on skin color.  Progression in genetics brings great promise, but this 
promise is countered by potential abuse and misuse.   
        -DD 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Mary Mcleod Bethune 
(1875-1955) When white 
hospitals denied service to 
black patients and training 
for black residents and 
nurses, Bethune founded 
McLeod Hospital to serve 
the community and to 
provide training for black 
physicians and nurses. 

 

Charles Drew (1904-1950) A 
brilliant black physician, 
famous for his pioneering work 
in blood preservation. Amongst 
many achievements Charles 
Drew became known for 
developing a method of 
transporting blood plasma over 
large distances. His work saved 
many lives in WWII.  In 
addition, he became the first 
African American surgeon to 
serve as an examiner on the 
American Board of Surgery. 

 
Susan LaFlesche Picotte 
(1865-1915) LaFlesche was the 
first American Indian woman to 
become a physician in the 
United States.  She decided to 
become a physician after 
witnessing an Indian woman die 
because of neglect from a white 
physician. 

 

Haing Ngor (1940-1996) Dr. Haing S. 
Ngor was a Cambodian American 
physician and actor, best known for 
winning the 1985 Academy award for best 
supporting actor.  As an ethnic Chinese 
surgeon and gynecologist, he faced 
persecution under the Khmer Rouge 
regime, but eventually made his way to 
America with his niece. 



HEADLINES 
 
 

Racial discrepancies are numerous in the health sector.  In a nation that 
claims to be the leader of the world, this is an unacceptable fact.  Below are 
just a few titles headlining scientific studies exploring this issue… 
 
 

 
Racial differences in the use of revascularization 
procedures after coronary angiography 
 
 
Racial Differences in the Evaluation of Pediatric Fractures 
for Physical Abuse 
 
 
Racial and Ethnic Disparities in Faculty Promotion in 
Academic Medicine 
 
 
Racial and Ethnic Differences in Time to Acute Reperfusion 
Therapy for Patients Hospitalized With Myocardial 
Infarction 
 
 
Racial Differences in the Use of BRCA1/2 Testing Among 
Women With a Family History of Breast or Ovarian Cancer 
 
 
Racial Barriers May Hamper Diagnosis, Care of Patients 
With Alzheimer Disease 
 
 
Racial Differences in Rates of Traumatic Lumbar Puncture 
 
 
 
 
 

  

  



Targeting 'black' Americans 
KARLA FC HOLLOWAY 
 
DURHAM - Although extracting DNA information seems like 
a cut-and-dried 
scientific process aimed at improving health, among 
other things, it is so 
closely tied to the complicated issue of race in this 
country that it seems 
impossible to separate the two. 
 
Recent discoveries about our genetic makeup have turned 
medicine, science 
and even our legal system into high-stakes players in a 
DNA lottery, one 
that could affect the treatment people receive for 
cardiac care, diabetes 
and other diseases. As the scholar Henry Louis Gates 
Jr. recently cautioned, 
"We are walking a fine line between using biology and 
allowing it to be 
abused." 
 
In fact, it was Gates' DNA ancestry-for-television 
specials that prompted a 
lot of folks to look into their roots. Some African-
Americans have been 
swabbing their cheeks and sending the collected DNA 
sample through the mail 
to companies that promise to reveal their African 
ancestry. 
 
But there are problems with these revelations. They 
begin with technical 
issues about the accuracy of the samples and take on 
greater significance as 
researchers and physicians use the category of race to 



make treatment 
determinations. Police and FBI databanks also have 
collected samples to 
identify alleged criminals or their family members. It 
seems that there are 
lots of reasons to be interested in DNA. 
 
At Howard University Hospital in Washington, scientists 
have collected 
patient samples from their predominantly black patient 
populations for input 
into the National Human Genome Institute database. 
Their research will focus 
on diseases that affect primarily African-Americans. 
 
Physicians and scientists in Arizona have explored the 
genetic backgrounds 
of some Native Americans to determine their 
susceptibility to Type 2 
diabetes. In the latter case, there have already been 
disputes about the 
methods of collection, the informed consent of 
participants and the sharing 
of data. These types of abuses are not uncharacteristic 
of the potential for 
ethical judgments to lag behind the scientific inquiry. 
 
l l l 
 
SO WHEN DOES RACE MATTER? It has certainly mattered for 
those 
African-Americans whose race makes them the target 
population for the 
heart-disease drug BiDil. How black must one be to 
merit the drug? 
 
Consider this potential example. The publishing world 



is abuzz with the 
moving biography of Bliss Broyard's father. Anatole 
Broyard, a former New 
York Times book critic, hid his black ancestry until 
the end of his life. 
His daughter was raised to think of herself as white. 
Both she and her 
father could easily "pass" because their skin color did 
not betray their 
black ancestry. Should Bliss Broyard now be among those 
who get BiDil? 
 
More broadly, what kinds of determinations do 
physicians make before they 
consider BiDil as a treatment option? If it will depend 
on a physician's 
judgment of phenotype (skin color), then we're back to 
a question as foolish 
as "Do you look black enough for a 'black drug?' " And, 
by the way, which 
drug does Barack Obama get? 
 
The importance given to "race" in the United States 
does not easily align 
with information on population markers that geneticists 
have discovered. But 
there seems to be little room for us to parse these 
significant differences. 
 
l l l 
 
THE GOAL OF GENETIC SCIENCE IS APPROPRIATELY TARGETED 
toward medical 
decisions that are individual. A person's genetic 
makeup will one day lead 
to very specific, indeed individualized medical advice. 
But as long as we 



equate genetics and race, we bring along a set of 
biases that could disrupt 
this important medical objective and urge the shortcut 
of race as a stand-in 
for the scientific question. It's a slippery slope that 
could discourage our 
consideration of medically significant issues such as 
nutrition, stress and 
lifestyle. 
 
We know that race is deeply embedded with social 
significance. But when it 
comes to medicine and science, how easily can we 
displace socially learned 
constructions about race and ethnicity? Exactly what 
percentage of African 
ancestry must one have to merit a particular drug 
marketed to black folks? 
 
In the historic South, the "one-drop rule" determined 
your race in both 
social and legal matters. Just one drop of black blood 
in the family tree 
excluded you from claims to your white ancestry. 
 
The days of "one drop" might not be as distant as we 
had imagined. 
Acknowledging the social biases inherent in our 
judgments about race is 
critical so that we don't do projects for "black 
Americans," but for people 
with a whole set of demographic similarities. 
 
*** 
 
Karla FC Holloway is the Arts & Sciences professor of 
English and professor of law at Duke University. 



STATS 
Racial discrepancies within the medical profession and 

among patients 
 
 
-1/3 of Black/Latino doctors reported difficulty in getting their patients 
admitted into hospitals, compared to ¼ among White doctors 
 
-In 2002, 50 percent of those infected with Hepatitis B were Asian Americans 
and Pacific Islanders. 
 
-Only 6% of practicing doctors are black, Latino or Native American 
 
-Nationally, 22% of doctors account for 80% of the visits by black patients 

*77% of these doctors had board certification in their primary care 
specialty compared to 86% of doctors who mainly treated whites 

 
-Presently, African Americans are 2.9 percent only 9.2 percent of nurses, 
1.5 percent of dentists and 0.4 percent of health care administrators, yet 
African Americans comprise 12 percent of the population. 
 
-In December 2004, the American Journal of Public Health reported that 
886,000 more African Americans died between 1991 and 2000 than would 
have died had equal health care been available. 
 
-In 2002, the African American AIDS diagnosis rate was 11 times the white 
diagnosis rate – 23 times more for women and 9 times more for men.  African 
American and Hispanic children make up over 80 percent of pediatric AIDS 
cases and roughly 78 percent of women with HIV are minorities 
 
-12% of Black doctors and 15% of Latino doctors reported experiencing 
trouble getting specialty referrals for their patients, compared to 8% of white 
doctors 
 
-Death rates from stroke are 40 percent higher among African Americans 
than among whites  
 
 



-The Syphilis rate for African Americans nearly 30 times the rate for whites. 
 
-Of all the TB cases reported from 1991-2001, almost 80 percent were in 
racial and ethnic minorities. 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 



Tired of receiving unsatisfactory medical care for simple 
medical issues?  Finding it difficult to afford medicine for the 
common cold?  Below are a few inexpensive homemade 
remedies, enjoy! It should be noted that in no way do these suggestions 
substitute for healthcare provided by a physician.   
 
 
- For a cough that just won’t go away mix a tablespoon of 
lemon juice with a teaspoon of sugar and a teaspoon of salt.  
(This tastes terrible but it does the trick.)  If you prefer 
something tastier swallow a concentration of dark honey and 
lemon juice.   
 
- To combat a sore throat gargle vinegar or warm salt water.    
 
- Wrap a chopped up onion in white cloth and place on chest 
for a fever.  
 
- Poor WARM sweet oil in ear to soothe an earache.  Be very 
cautious with this one and make sure that the oil is not too 
hot.   
 
- Place tobacco on a bee sting to cope with the soreness and 
swelling.   
 
- To deal with dandruff, apply apple cider vinegar or castor 
oil to hair.    
 
- Apply a milk compress to affected area for itching due to 
poison oak. 
 
- Epsom salt can work wonders for your feet.  Use it to treat 
athletes’ foot or to soothe general foot pain. 
 
- Consume peppermint for stomach cramps.  
 
- Use toothpaste to treat pimples. 
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Texas Hospitals' Separate Paths Reflect the 
Debate on Immigration 
 
 
The doctors and nurses at Parkland Memorial Hospital knew a lot about 
Zahira Dominguez, a maternity patient who was beginning to feel the 
squeeze of her contractions. 

They knew that she had been born in Mexico, was a 15-year-old student at 
a Dallas high school and had gone to her prenatal checkups. They knew 
she was scared about giving birth. 

What the hospital staff did not know, because they did not ask, was 
whether Ms. Dominguez was an illegal immigrant. 

''I don't want my doctors and nurses to be immigration agents,'' said Dr. 
Ron J. Anderson, the president of Parkland. 

Patients like Ms. Dominguez -- uninsured Hispanic immigrants with 
uncertain immigration status -- have flocked in recent years to public 
hospital emergency rooms and maternity wards in Texas, California and 
other border states. Their care has swelled costs for struggling hospitals 
and increased the health care bills that fall to states and counties, giving 
ammunition to opponents of illegal immigration who complain of undue 
burdens on local taxpayers. 

As a result, health care has become one of the sorest issues in the border 
states' debate over illegal immigration. Facing harsh criticism from 
residents, public hospitals are confronted with an uneasy decision: 
demand immigration documents from patients and deny subsidized care to 
those who lack them, or follow the public health principle of providing basic 
care to anyone who needs it. 

In Texas, two of the biggest public hospitals chose differently. 

The Parkland Health and Hospital System, which serves Dallas County, 
offers low-cost care to low-income residents with no questions asked 
about immigration status. 

''We decided that these are folks living in our community and we needed to 
render the care,'' Dr. Anderson said. 

In Fort Worth, in neighboring Tarrant County, JPS Health Network requires 
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foreign-born patients to show legal immigration documents to receive 
financial assistance in nonemergencies, like elective surgery and the 
treatment of routine or chronic illnesses. Executives said that their first 
responsibility was to legal residents, but that they were uncomfortable 
about having to make such distinctions. 

''I don't think you should ask the hospital to make moral decisions for the 
State of Texas or, for that matter, for the United States,'' said Robert 
Earley, a senior vice president of JPS. 

To some Fort Worth residents, the hospital -- which does provide 
emergency and maternity care to illegal immigrants -- has nonetheless 
sent a message that illegal immigrants are not welcome. 

''Whenever immigrants go to the hospital, the first thing they are asked is, 
'Who are you and where are your immigration papers?' '' said Jose Aguilar, 
a leader of Allied Communities of Tarrant, a coalition of church-based 
community groups that has pressured the JPS board to reverse its policy. 
''They are being scared away.'' 

Across Texas, the debate over illegal immigration has spilled into county 
commission hearings and hospital board meetings. A study ordered by 
commissioners in Harris County, which includes Houston, found that about 
one-fifth of the patients in its health system last year were immigrants 
without documents, most of them from Mexico. Their numbers had 
increased 44 percent in three years, the study found, and their care had 
cost the county $97.3 million, about 14 percent of the health system's total 
operating costs. 

''We have a lot of United States citizens that need our help in health, and 
we should pull them up before we pull up someone here illegally,'' said Tim 
Gallagher, 45, a software salesman from Plano, north of Dallas, who in an 
interview expressed views widely shared in the state. Mr. Gallagher said he 
favored deporting illegal immigrants who sought care from public facilities, 
even if the patient was a mother who gave birth to an American citizen. 

''If somebody here needs health care, they should get it, and then if they 
are illegal, they should go bye-bye,'' said Mr. Gallagher, who wrote a letter 
on the subject to The Dallas Morning News. 

In California, hospitals spent at least $1.02 billion last year on health care 
for illegal immigrants that was not reimbursed by federal or state programs, 
according to federal government estimates. Hospital officials there said the 
ailing health care system was being pushed to its limit. 



''Emergency rooms and hospital doctors are forced to subsidize the lack of 
immigration enforcement by the federal government,'' said C. Duane 
Dauner, president of the California Hospital Association. ''It amounts to an 
unfunded mandate for us to treat everybody.'' 

California received $66 million in federal money in 2005, the first year of a 
four-year national program to help pay for emergency care for illegal 
immigrants. But it was ''not even a down payment'' on the total cost, Mr. 
Dauner said. With more than 1.4 million of California's residents uninsured 
and more than half of California's hospitals operating in the red, Mr. Dauner 
warned that care for illegal immigrants could tip some hospitals into 
bankruptcy. 

Even so, the surging numbers of illegal immigrants in the health care 
system have fed some misconceptions, hospital administrators said. 

While Texas border hospitals often get ''anchor babies'' -- children of 
Mexican women who dart across the border to give birth to an American 
citizen -- most illegal immigrants who go to major hospitals in Texas can 
show that they have been living here for years, said Ernie Schmid, policy 
director at the Texas Hospital Association. Many immigrant families have 
mixed status; often a patient with no documents has a spouse or children 
who are legal. 

Most immigrant patients have jobs and pay taxes, through paycheck 
deductions or property taxes included in their rent, administrators at the 
Dallas and Fort Worth hospitals said. At both institutions, they have a 
better record of paying their bills than low-income Americans do, the 
administrators said. 

The largest group of illegal immigrant patients is pregnant women, hospital 
figures show. Contrary to popular belief here, their care is not paid for 
through local taxes. Under a 2002 amendment to federal regulations, the 
births are covered by federal taxes through Medicaid because their children 
automatically become American citizens. 

These cases are not affected by new regulations that went into effect on 
July 1 requiring Medicaid patients to provide proof of citizenship, Texas 
health officials said. They said they believed that only small numbers of 
illegal immigrants had received other Medicaid benefits. 

Administrators at Parkland said the hospital delivered 11,500 babies last 
year to mothers who were probably illegal immigrants, representing at 
least 56 percent of its maternity patients. 



One was Ms. Dominguez, whose family brought her to Dallas from Mexico 
11 years ago. Guided through Parkland's prenatal care, the frightened 
teenager had an unexceptional labor and a robust baby girl. 

Many immigrants have sought low-cost care by going to Parkland's 
emergency room, where, by federal law, they must be examined and 
treated, as is the case in any emergency room. Leticia Martinez, 24, 
walked into the emergency room one morning weak with cramps, fearing a 
miscarriage in her two-month pregnancy. 

Ms. Martinez said she had been sure she would get care at Parkland 
because her first baby had been born there. ''They help economically,'' she 
said. ''They don't ask the immigration question.'' 

Dr. Anderson fiercely defends Parkland's open policy. ''It's much wiser to 
render care than towait until they are very sick,'' he said. 

In Fort Worth, JPS Health Network also provides low-cost prenatal care 
and delivery for illegal immigrant mothers. It does not offer them help for 
other nonemergency care. 

In January 2004, the JPS board of managers voted to offer its financial 
assistance program to all Tarrant County residents, legal or otherwise. But 
eight months later, with illegal immigrants starting to fill the hospital, the 
managers reversed course in a meeting where they agonized over their 
votes, the minutes show. 

The policy has given the hospital a mixed reputation among Hispanics in 
Fort Worth. 

Edy Patricia Rodriguez, 18, an illegal immigrant whose husband is an 
American citizen, cuddled her newborn recently in a private, state-of-the-art 
room at the JPS hospital. The child, Pablo F. Ibarra, born June 28, thrived 
in the network's care, and his mother was satisfied. 

But misunderstandings about immigration status clouded the case of 
Victoria Canales, a Mexican immigrant who had sought care for advanced 
liver disease, said her husband, Jesus Canales, 36. 

Mrs. Canales was a legal resident and a member of the JPS network's low-
income program. But hospital staff members seemed confused about her 
case, Mr. Canales said, and twice sent her home when she had gone to 
seek relief from the liquid filling her body. 

Humiliated, Mrs. Canales was reluctant to return to the hospital until she 



could no longer manage at home, Mr. Canales said. She died June 26. 

JPS officials say they do not refuse care to people who need it, but are 
wrestling with the demands of county residents and changing state laws. 

Mr. Earley, the JPS vice president, said, ''We have been bounced around 
like a basketball on this issue.'' 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

  

  

  



FACTS 

racial inequality in health care 
 

Black and Latino doctors have a harder time than white doctors getting 
hospital and specialty care for their patients.   

Everyday discrimination may contribute to stress experienced by 
racial/ethnic minorities and could lead to chronic illness. 
 
Lack of access to quality health care can particularly affect blacks and 
Latinos, who are at higher risk for a number of illnesses including 
diabetes and heart disease, diseases that often require hospitalization 
and care by endocrinologists and cardiologists. 
 
Blacks are more likely than whites to die of cancer and heart disease, 
more likely to get diabetes and asthma, and less likely to get preventive 
care and screening. 
 
Many black people in the United States get their primary health care in a 
separate and apparently inferior system-- a situation similar to the 
segregated neighborhood schools prevalent in some parts of the country. 
 
A study of cardiac care found that doctors who performed cardiac 
surgery on blacks were less qualified than those doing surgery on whites. 
 
Minority Americans are more likely to fall victim to complex systems of 
care. They often lack insurance coverage, live in poor communities, 
experience language barriers and face subconscious biases of health 
professionals -- factors that contribute to unacceptable disparities in care. 
 
In 2001, Hispanics and African Americans aged 65 and older were less 
likely than Non-Hispanic Whites to report having received influenza and 
pneumococcal vaccines. 



 
In 2000, American Indians and Alaska Natives were 2.6 times more 
likely to have diagnosed diabetes compared with non-Hispanic Whites, 
African Americans were 2.0 times more likely, and Hispanics were 1.9 
times more likely. 
 
African American, American Indian, and Puerto Rican infants have 
higher death rates than white infants. 
 
American Indians and Alaska Natives appear to suffer 
disproportionately from depression and substance abuse. Minorities 
have less access to, and availability of, mental health services. They are 
less likely to receive needed mental health services and often receive a 
poorer quality of mental health care.  Furthermore, minorities are 
underrepresented in mental health research. 

  
 
 
 

 
 



 

 
 

 

 

 The sharing of un-sterilized needles for the use of intravenous drugs 
is a principle problem, hindering the fight against AIDS.  As stated on the 
stats page, HIV affects black Americans disproportionately.  One of the key 
factors in the discrepancy shown between the African American community 
and the white community is a glaring difference in trust of the medical 
system.  Black mistrust of the medical establishment is not without cause, 
however.  As this zine has shown, there is a startlingly clear inequality in 
health care between minorities and whites in the U.S.  Furthermore, the 
relationship between African Americans and the medical system is dark.  
Most notably, the infamous Tuskegee Syphilis study lingers in the black 
consciousness as it confronts present issues, such as HIV/AIDS.  Therefore, 
it is understandable that blacks are suspicious of initiatives targeting their 
community.  However, it is difficult for me to grasp the notion that the 
needle-exchange program, prevalent in many African American 
communities, is an attempted genocide.  Despite the numerous racial 
discrepancies that this zine has pointed out, we have made great progress 
since the days of Tuskegee, and I would like to believe that the government 
has learned from its past mistakes.  Illicit drug use and AIDS are two very 
real and current black issues that are closely intertwined.  Research into any 
use of injection needles will reveal that without proper sterilization, risk of 
many diseases increases substantially.  It would appear logical then, that 
providing clean needles would only serve to decrease exposure to HIV.  
Further evidence refuting the ‘black genocide’ theory can be provided by the 
fact that this program is being implemented internationally.  Former soviet 
nations with high drug usage, such as Ukraine are currently providing clean 
needles to curb HIV infection rates.  Unless there is a conspiracy to 
eradicate many others besides African Americans, fears of the needle-
exchange program are irrational.  The real problem points to the necessity 
for this program.  Initiatives must be taken to curtail drug use in black 
communities. 
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