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As concerned members of the Academic Medicine Editorial Board and of the academy, we write
to express our deep anger, frustration, and exhaustion in the continued existence of systemic
racism in our country and in our profession.

The murders of George Floyd, Breonna Taylor, Rayshard Brooks, and others by the police in
2020 sparked demands across the United States and around the world to end systemic racism
against Black people. Unfortunately, police brutality against Black citizens is not a new
phenomenon.! However, these instances of appalling violence occurred during the COVID-19
pandemic, which magnified longstanding health disparities in the Black community. The
combination of violence and illness has provided a catalyst for action and an opportunity for
change in academic medicine.

Given the hostile and sometimes violent response of society toward many Black people, we
worry about the fate of our Black sons and daughters, partners, brothers and sisters, loved ones,
and colleagues, and all Black people around the world. The degradation of Black people in the
United States has been a historical staple for 4 centuries, carried out through chattel slavery,
lynching, Jim Crow segregation, mass incarceration, and police brutality. The shadow of slavery
has left a stain that continues to thwart societal advancement and individual achievement for
Black people.

We in academic medicine have not been untouched by systemic racism, both as providers caring
for the victims of racism and, shamefully, as unwitting perpetrators through our connections to
systems that have institutionalized and sustained racism.? To overcome such a deeply-rooted
problem requires deliberate action, organizational commitment, and most important a shared

vision for the future.



Historically, the victims of racism have also carried the burden of addressing this longstanding
problem. Their ability to implement change has often been hindered by isolation and the need to
convince the majority that a problem actually exists. As members of the Academic Medicine
Editorial Board who are from groups underrepresented in medicine, we join our voices to
strengthen one another and our message of a vision of an antiracist future for academic medicine.
Individual, Structural, and Symbolic Violence

Here, we have used the term Black to reflect one of the primary sources of racial
discrimination—skin color—and to support the Black Lives Matter movement
(https://blacklivesmatter.com). We have framed this discussion around the concept of violence in
both the literal and figurative sense to fully expose the ways in which Black people—past and
present—have been deprived of dignity and denied opportunities to thrive within the academic
medicine community and U.S. society as a whole.

Individual violence

Black people are subjected to physical violence at the hands of law enforcement and the criminal
justice system.3# Too often these acts of violence are dismissed as isolated incidents or justified
by the “few bad apples theory,”® which suggests that these actions are individual in nature and do
not represent the policies or structure of society as a whole. However, when this type of violence
is perpetuated with impunity time and time again across multiple contexts, we must relinquish
this theory and look deeper into its root cause. Such violence is not just dismissed with these

claims within broader society, it is also dismissed within academic medicine.



Structural violence

In addition to this individual physical violence, Black people also face structural violence that
precludes them from achieving their basic needs. Structural violence manifests as a lack of
access to drinkable water, healthy food, safe neighborhoods, quality schools, and employment
opportunities—much of what we in medicine refer to as the social determinants of health.
Structural violence in health and health care is evident in disparities in access to quality medical
treatment, for example disparities in appropriate interventions in cardiac care, pain management,
cancer treatment, and diabetes care, to name a few.® These unrelenting disparities result in
shorter life expectancies and a lower quality of life for Black people and have been recognized
for decades.’

Symbolic violence

Many Black people, even Black professionals who overcome systemic obstacles, regularly face
violence in symbolic form. Symbolic violence is an exercise of power that confers legitimacy
and “truth” on certain ways of seeing, being, and acting in the world.2 Symbolic violence
underlies differences in health outcomes often attributed to the “biology” of race, which assumes
that such social phenomena as crime, poverty, racism, and the disproportionate impact of
diseases like COVID-19 on communities of color are due to “natural” differences or differences
in social standing that are immutable.®

Central to the concept of symbolic violence is the notion that violence is exercised on individuals
in society with the complicity of the society.® By complicity, we mean operating in a society that
fails to challenge why Black bodies and lives are less valuable than White bodies and lives, a
society that fails to question differences in health outcomes and instead ascribes these differences

to race or the social determinants of health, without questioning the root cause. It is this



complicity that serves to perpetuate the violence of racism and the legacy of suffering it causes.
Acknowledging the existence of symbolic violence helps us recognize the uncomfortable fact
that we are all part of the problem. As this concept of symbolic violence may be new to the
academic medicine community, in the sections that follow, we discuss several ways in which it
has affected and continues to affect Black people.

Symbolic Violence in Academic Medicine

We argue that the individual violence against George Floyd mirrors the longstanding structural
and symbolic violence towards Black people that exists within our academic health centers.
Excellence in academic medicine comprises professional development, education, research, and
patient care. Each of these missions has been impacted by symbolic violence.

Exclusion from the profession and professional development

Modern medical education in the United States is historically rooted in symbolic violence. The
1910 Flexner Report established the commonly held view that the practice of medicine should be
based in science, and it brought rigor to medical training.'® While these are laudable goals,
prevailing biases held during the early 20th century supported the exclusion from the profession
of Black people, women, Native Americans, and others deemed “unfit” to study medicine.!®
Black people also were at one point excluded from membership in professional medical
societies. 141

In the century after the Flexner Report, those who were not White men struggled to find a place
in the profession. Physicians who were Black, women, or from other marginalized and
underrepresented groups were often invisible to the profession, the system, and the public.
Symbolic violence is expressed in the devaluation of their identities and positions. Many Black

physicians were, and still are, often mistaken for service workers such as custodians, interpreters,



or valets.!”1® They have even been viewed suspiciously by the very security staff at their own
institutions who are meant to protect them.?

In addition, Black people face overwhelming obstacles to admission to medical school and
residency, recruitment to faculty positions, and promotion to advanced academic ranks or other
senior academic roles.?:?2 This systemic exclusion and the absence of role models from
historically underrepresented groups are strong deterrents for individuals considering a career in
medicine. Affirmative action and Project 3000 by 2000 were laudable efforts to increase access
to the field. However, these initiatives were dismantled before their goals were achieved.?%°
Black people comprise approximately 13% of the U.S. population, yet only 5% of the physician
workforce and even less in academic medicine. As Filut and Carnes note in their article in this
issue, now more than ever, academic medicine must support, recruit, and retain Black
clinicians.?:?’

Because of symbolic violence and limited access to the profession, Black and other non-White
physicians often experience psychological consequences, imposter syndrome, microaggressions,
burnout, and the burden of a “Black or minority tax.”?® This “tax” comprises the excessive
service requirements and requests that individuals from underrepresented groups face because of
their minority status (e.g., committee participation, community outreach, mentoring, etc.), which
consumes professional and personal time and may impede career advancement.?%-3!

Medicine in the United States in the post-Flexner period produced some of the greatest scientific
advancements in the world. However, we cannot quantify the advances that did not come to
fruition because of the exclusion of entire groups of people from the field. Importantly, academic
medicine post-Flexner has failed to produce an equitable health system or the health outcomes

we expect as a nation.*?



Racism in the learning environment

Academic medicine has subjected Black and other non-White trainees to symbolic violence in
the learning environment. At the core of racism lies the preservation of White supremacy, which
requires 2 basic beliefs: Black inferiority and White superiority.® This paradigm manifests for
Black people in the United States, including Black trainees, in the constant suggestion, both
explicit and implicit, of their inferiority, which is used to justify denying them access to
opportunities.3

Trainees are subjected to gross misrepresentations of the health issues that Black people face;
those with a disease are blamed for their choices without discussion of the systemic forces that
caused their conditions (e.g., obesity, diabetes).**>* Educators often highlight biological
differences between racial groups as part of their teaching rather than appropriately recognizing
race as a social construct. Such misinterpretation perpetuates negative stereotypes about Black
people, exacerbates social inequities, and influences care delivery. A recent survey of White
medical students and residents demonstrated that 50% held false beliefs about Black bodies, and
these beliefs were associated with treatment decisions.®’

White patients are used as the base case for learning. An example is found in dermatology, where
images of conditions in patients with darker skin are often missing from traditional textbooks and
lectures.®®% In 2020, a Black medical student created a handbook to help his fellow trainees
identify skin conditions in patients with darker skin to fill this very gap.*°

Discussions of race in academic medicine must be reframed, and curricula that critically consider
how society, including racism, shapes health must be developed. We echo many of the
recommendations put forth by Nieblas-Bedolla and colleagues* in this issue to change how

academic medicine uses race. We call on educators to be intentional when including race as a



risk factor for disease; to allow students the agency to identify the inappropriate use of race in
lectures and assignments; and to ask interviewers to discuss race during the admissions process
to gauge candidates’ understanding of the relationship between race and health or social
inequities.*

Exclusion from the medical research enterprise

The medical research enterprise has violated the trust and humanity of Black people in a number
of ways. Two definitive examples are the unconsented use of a Black woman’s (Henrietta Lacks)
clinical samples to create the immortal HeLa cell lines*? and the Tuskegee experiment (1932-
1972) in which Black men were left untreated for syphilis even after penicillin was widely
available.®

The medical research enterprise also has minimized the work of Black researchers, particularly
those interested in Black health care disparities and those focused on issues and diseases within
Black communities.*® This work continues to be underfunded with limited adoption of novel
scientific concepts put forth by Black scholars.*** Bias has been documented in the
development of medical equipment, such as the pulse oximeter that is so important in the
management of COVID-19,%%4" and in the development of algorithms to manage the health of
populations.*® In each case, these biases may contribute to worse outcomes for Black patients.
Despite strategic attempts to address the systemic disparities in access to research funding
through the establishment of programs by organizations such as the Robert Wood Johnson
Foundation, Harold Amos Program, National Institute of Medicine, and the National Institute on
Minority Health and Health Disparities, the research pipeline is still sparsely populated by Black

scientists.*



Racial disparities in clinical care

Academic health centers have been painfully slow to address the disproportionate burden of
morbidity and mortality among Black people. This slow response is unconscionable, particularly
for institutions located in Black communities.*

Although health disparities in outcomes related to cardiovascular disease, cancer, diabetes, and
HIV/AIDS’>! have long been recognized in academic medicine, the COVID-19 pandemic has
highlighted these inequities for all to see.>? Underlying health disparities have contributed to the
COVID-19 devastation in Black communities. State-level data show that Black people in
Louisiana account for a disproportionate share of COVID-19 hospitalizations (77%) and deaths
(71%), while making up only 31% of the population.®® In Georgia, 83% of hospitalized patients
were non-Hispanic Black people during the month of March 2020.%*

National-level data confirm these racial disparities and indicate that Black people are dying at
2.5 times the rate of White people (77/100,00 vs. 31/100,000).>>°%" These COVID-19 outcomes
mirror a century of disparities in health outcomes, including mortality rates for Black people
versus White people. Even amid COVID-19, in the United States, the White mortality rate in
2020 is likely to be less than the Black mortality rate during non-pandemic years.*

A Way Forward: Action, Not Discussion, Is Required

In our various roles within health sciences education, quality improvement, health care delivery,
and scientific discovery, we in academic medicine have a responsibility to our community to
address the problem of racism in medicine. Remaining silent signals that we acquiesce to the
status quo and that we are complicit in the denial of rights and privileges that result in the

exclusion of some members of our communities.
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Because violence is expressed on individual, structural, and symbolic levels, dismantling
systemic racism will require individual and collective action across groups and communities to
create new antiracist structures within our academic health centers.> Below, we offer potential
courses of action at each of these levels to stimulate thinking on how each of us can contribute to
actionable change.

Individual actions

Each member of the academic medicine community should readily acknowledge that it is not
only the system that must change but also the individuals who exist within it. We must all
develop new ways of thinking, seeing, and behaving to do our part to mitigate systemic racism.
We recommend the following individual actions:

e Embrace a growth mindset® by continuing to participate in allyship, implicit bias, and
bystander training to learn to recognize and appropriately respond to acts of
discrimination.®

e Practice empathy and humility and work towards justice within our spheres of influence.

e Hold each other accountable for racist comments or behaviors.

e Invite early-career faculty and trainees into the discussion to include diverse
intergenerational views and foster challenges to the status quo.!62

e Allocate resources to support organizations dedicated to advancing Black inclusion and
success in medicine, such as the National Medical Association and Student National

Medical Association.
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Structural actions
Our institutions also can do more to address systemic racism in the clinical and learning
environments. The White Coats for Black Lives movement has demonstrated that, like society at
large, our academic health centers have much work to do to end racism against Black people.®%
Institutions must move beyond discussing the problem and waiting for the “right”” data to
confirm its magnitude. Action is needed now. Many of our recommendations for structural
actions can be administered through existing diversity, equity, and inclusion frameworks;
however, they will only be successful if all parts of the institution adopt new ways of operating
and assess all that we do, at both the grassroots and leadership levels. We recommend the
following structural actions:
e Examine policies and processes to ensure they are free of implicit bias and racism and
they support equity.
e Track and report the diversity of leadership, faculty, and staff and compare it to
community demographics.
e Support recruitment, retention, and leadership development activities for trainees, faculty,
and staff from backgrounds underrepresented in medicine.
e Engage in dialogue with faculty and staff to understand the climate at each institution and
to identify opportunities to change the culture.
e |dentify metrics of inclusion that can be used to support faculty promotion and tenure.
e Examine and restructure curricula to ensure that didactic and case-based learning

materials are free of racial bias.
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¢ Include advocacy training for trainees and pivot the dialogue about the social
determinants of health from a victim-blaming orientation toward structural change to
better support Black communities.®®
e Adopt participatory community engagement principles to ensure that Black populations
have access to, and can critique, the patient care and research conducted in their
communities, especially those communities in which academic health centers are located.
e Use the impact of an institution on the health and flourishing of the community in which
it is located as a true measure of its reputation and performance.®®
¢ Include the amelioration of health disparities as a variable for accreditation or hospital
ranking in U.S. News & World Report, Vizient, Inc., or other national ranking reports.
Academic medicine community actions
The Association of American Medical Colleges (AAMC) represents 172 U.S. and Canadian
medical schools and more than 400 teaching hospitals and stands as the voice for the profession.
We as a community must reflect on the policies, procedures, and processes of the AAMC that
may have contributed to the current clinical and learning environments. We call on the AAMC to
create a diverse and inclusive commission to examine the profession’s past, acknowledge where
it has fallen short of the ideals of medicine, apologize if warranted, and identify actions that will
lead to wholeness and reconciliation. We also recommend that as community we come together
to:
e Introduce systems-level policies and data collection practices to steer our institutions
towards better health outcomes for Black people and other groups underrepresented in

medicine.
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e Adopt implementation science and quality improvement methods to create new
antiracism structures and processes.
e Identify new resources to recruit and retain trainees and faculty from groups
underrepresented in medicine.
¢ Reallocate funds currently used for exclusive events, such as annual awards celebrations,
to benefit more members of the community.
e Report outcomes data on faculty and trainees stratified by race/ethnicity to identify where
disparities exist and to guide efforts to close gaps.®"%®
e Acknowledge historical institutional injustices and translate those into appropriate
actionable amends (e.g., student scholarships, leadership development programs, or other
financial support).®"
e Require that panelists and speakers be from diverse backgrounds to ensure Black
physicians have access to these opportunities.
Ultimately, the physicians, scientists, administrators, educators, staff, and trainees who make up
the academic medicine community are responsible for bringing about change in the profession.
Now more than ever, current and future health care providers are called to be “trained troops and
not raw recruits” in the fight against racism in medicine.” All of us must engage in antiracism
efforts. It will require our commitment, courage, and a willingness to look at the problem of
racism clearly, to embrace difficult truths, discomfort, and pain, to learn from students,
communities, activists, and each other in order to bend the arc of the moral universe towards

freedom, justice, and health.”
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