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Learning Objectives

1. Define race, the different forms of racism, prejudice, and
discrimination

Understand how racism impacts health outcomes in patients

3. Trace the historical roots of racism in medicine to where we are
today

ldentify actions by which we can combat racism

5. Engage in case-based discussions with thoughtful dialogue about
how race and bias impact patient care



GROUND RULES

RESPECT EACH OTHER — no personal attacks
No judgement zone
Vegas rules

IIIII

statements — speak from your own experience

Al S

Be brave
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Presentation Notes
This is a safe space with no judgement – of course I want you to share the knowledge that you learn but if someone shares vulnerable experiences or asks a genuine question Vegas rules apply – what is said here stays here. Use your best judgement in knowing what is unacceptable to share with others. Please use this as an opportunity to ask questions you wouldn’t otherwise feel comfortable asking or share experiences that you have had or witnessed

I identify as a POC but know that I am not a black American and do not speak for BAs nor do I claim to know or understand their experience. That said, please challenge my beliefs and interrupt me with questions! I am not an expert and am not claiming to be. 
 
This is not meant to say that white Americans have “had it easy” or that they have not encountered hardship – it is just to say that the history of slavery, institutional racism, and individual racism have not been one of them. In the context of medicine, this means that although white Americans surely have their fair share of poor healthcare interactions and outcomes, racism from healthcare providers is not the cause of their poor outcomes. 
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Presentation Notes
Everyone has biases – no one is capable of “not seeing color” and we don’t want you to not see color! �
There are always patients who you see and automatically have a gut reaction to – I can’t see his pain so he’s probably just looking for drugs, she’s not even trying to lose weight bc she’s lazy, he can’t speak English so he must be uneducated. 

These thoughts happen to all of us whether you’re a first year med student or an attending of 30 years. What matters is that you RECOGNIZE when you have that thought and don’t just ignore it. Acknowledge it and be EXTRA conscious in your ensuing interaction that you are treating that patient with the same respect and medical decision making as you would any one else with the same compalint


Definitions

* Race is the classification of humans into groups based on physical
traits, ancestry, and social relations, or the relationships between

them

* Racism is a system of structuring opportunity and assigning value
based on the social interpretation of race.

* Prejudice is differential assumptions about the abilities, motives, and
intentions of others according to their race

* Discrimination is differential actions toward others according to their
race

Jones CP. Am J Public Health. 2000;90(8):1212-1215.
Jones CP. Med Care. 2014;52:571-575.
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Presentation Notes
You may have heart people say that race is a social construct – what this means is that there is no biological basis for race. Yes, we know about epigenetics and how certain environemental stressors can alter the human genome but research actually shows that there is very little genetic diversity across the human race as a whole and even less between racial groups. We like to use race as a way of differentiating different groups of people who physically look different although race is actually a poor representation of biological diversity. Instead, it is a way of socially classifying people often putting certain groups at a disadvantage


Housing
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Banking * Criminal

Justice
SYSTEMIC
Ongoing racial inequalities
maintained by society.

INSTITUTIONAL
Discriminatory policies and practices
within organizations and institutions.

INTERPERSONAL
Bigotry and biases shown between
individuals through word and action.

INTERNALIZED
Race-based beliefs and feelings
within individuals.

Systemic Level

* Immigration policies
¢ Incarceration policies
* Predatory banking

PUbIlC Community Level
Health * Differential resource

allocation
¢ Racially or class segre-
gated schools

Education.

Institutional Level

* Hiring and promotion
practices

* Under- or over-valua-
tion of contributions

Interpersonal Level
¢ Overt discrimination
¢ Implicit bias

Intrapersonal Level

Internalized racism

* Stereotype threat

Embodying inequities


Presenter
Presentation Notes
Institutional – employers less likely to hire people with “black sounding” names

Redlining began in the 1930s 
NFHA (national fair housing alliance) estimates that more than 4 million cases of housing discrimination occur each year.
HOLC hired mortgage lenders, developers and real estate appraisers in nearly 250 cities to create maps that color-coded neighborhoods and entire cities based on assessed risk. HOLC assessors looked at a number of factors, including housing stock, proximity to factories or docks, or positive influences like city facilities or parks.
But as many scholars who have studied these maps and descriptions have shown, the factor that assessors most associated with the highest risk is a high percentage of “negro” population. HOLC maps overlay or outline the riskiest neighborhoods in red, which is where the term “redlining” comes from.
It’s only been around 20 years since the federal government officially recognized community development financial institutions (CDFIs), many of which emerged specifically to provide access to capital in formerly redlined neighborhoods.
These grades were a tool for redlining: making it difficult or impossible for people in certain areas to access mortgage financing and thus become homeowners. Redlining directed both public and private capital to native-born white families and away from African American and immigrant families. As homeownership was arguably the most significant means of intergenerational wealth building in the United States in the twentieth century, these redlining practices from eight decades ago had long-term effects in creating wealth inequalities that we still see today. 

There were 28,181 complaints of housing discrimination in 2016.

 https://nextcity.org/daily/entry/new-mapping-inequality-online-redlining




Why does this matter?




e School districts in 2000 were more segregated than in the 1970 due to
the resegregation that occurred in the 90s. This leads to inner-city
minority schools lacking decent buildings, being overcrowded, and
generally lacking resources. Lower education leads to lower health
literacy

* Minority Americans are less likely than whites to get many effective
medical and surgical services across a variety of clinical settings:
* Black patients 22% less likely to receive pain medication than white patients
* Lower rates of revascularization procedures for acute Ml
* Fewer prescriptions for beta-blockers after Ml
* Less timely administration of antibiotics for pneumonia
* Less optimal care for diabetes
* Fewer prescriptions for inhalers in children with asthma
* Fewer cancer screening tests


Presenter
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Mr. Orfield writes in his study that U.S. schools are becoming "resegregated" in part because the federal courts have ended strong desegregation plans that were adopted after the 1954 decision in Brown v. Board of Education of Topeka, the landmark case that concluded racially segregated schools were "inherently unequal." He also attributes segregation in schools to how people sort themselves in deciding where to live. Isolation of minorities in inner cities has occurred because of "white flight" to the suburbs, he said.

Meghani SH, Byun E, Gallagher RM. Time to take stock: a meta-analysis and systematic review of analgesic treatment disparities for pain in the United States. Pain Med. 2012;13(2):150-174. doi:10.1111/j.1526-4637.2011.01310.x

Smedley BD et al. Institute of Medicine; 2003. 
Hoffman KM, Trawalter S, Axt JR, Oliver MN. Racial bias in pain assessment and treatment recommendations, and false beliefs about biological differences between blacks and whites. Proc Natl Acad Sci USA 2016;113:4296-4301


Experienced/perceived discrimination

PREGNANCY-RELATED DEATHS « Associated with poorer health outcomes:
PER 100,000 LIVE BIRTHS * Hypertension and poor sleep quality
e in African Americans
40 o * Increased frailty in Asian Pacific
o 4 Islander and Latino elderly
* Black, American Indian, and Alaska
et Native (Al/AN) women are two to
10 4 three times more likely to die from
pregnancy-related causes than white
0O =

White Women American Indian/ Black Women meen - and thIS dlsparlty INCreases
Alaska Native Women with age

MMWR 5? Full report: bit.ly/maternaldeath_
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New DSM-V now includes PTSD to include secondhand trauma

Dolezsar CM et al. Psychosom Med. 2013;75(3):A-45.
Hoggard LS et al. Behav Sleep Med. 2016;3:1-14. 
Gonzales KL et al. Diabetes Educ. 2014;40(6):747-755. 
Siordia C et al. 2016;5(2):111-117.
Han C et al. 2015;44(2):411-420.
Slaughter-Acey JC et al. 2017;21(2):129-139

https://www.cdc.gov/mmwr/volumes/68/wr/mm6835a3.htm?s_cid=mm6835a3_w



Personally-mediated racism

e Can be intentional or unintentional

* Manifests as:
* Lack of respect
* Suspicion
e Devaluation
* Scapegoating
* Dehumanization
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Presentation Notes
 Importantly, personally mediated racism can be overt, but it is more commonly unintentional and based on unconscious bias. Our attitudes and actions are influenced by unconscious bias, and can lead to discrimination, despite our best intentions.



History of racism

* 336 years of slavery and legal segregation, making up 85% of United
States history

* Today, white Americans have accumulated socioeconomic resources
over 20 generations from ancestors who benefited from slavery and
racial oppression



TRIGGER WARNING


Presenter
Presentation Notes
The following are historical examples of racism and medical experimentation that may be triggering and gruesome. Although they are difficult to discuss, I am sharing them because the victims can’t have undergone their suffering for no one to acknowledge and learn from them. It is hard for us to hear but exponentially harder for these people to have experienced.
Please feel free to mute and rejoin at any time 


A painting of Dr. James Marion Sims, by American artist Robert Thom from the 1950s, is the only known representation of Lucy, Anarcha and Betsey, three enslaved
women who Sims operated on, according to the American Historical Association.

« 1850: James Marion Sims (father of gynecology, inventor of the speculum, and pioneer of vesicovaginal fistula repair)
conducts experiments on female slaves and neonates without anesthesia

* Anarcha (17 yo F) was experimented on for four years without anesthesia while he attempted to fix her
vesicovaginal fistula, requiring multiple men to hold her down

Believed Black people were less intelligent than White people because their brains were compressed by skulls that
grew too quickly

* Operated on Black children to pull their bones apart and loosen their skulls
Believed Black people did not feel pain
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Sims’s statue in NYC was just removed in 2018
https://www.today.com/health/racism-gynecology-dr-james-marion-sims-t185269


1932

U.S. Public Health Service’s and Tuskegee Institute’s “Study of Syphilis in
the Untreated Male” recruits 600 black men for treatment of “bad
blood” without informed consent

* Hypothesized that syphilis affected the neurological system of
Whites and genitalia of Blacks because Blacks were driven by
sexual desires and had underdeveloped brains

* Even after penicillin was determined first line therapy for
syphilis in 1945, it was withheld from Black men to see how
the disease affected them and the trial continued until 1972

* By that time, 128 of the men had died, 40 spouses were
diagnosed with syphilis, and 19 children had acquired it
through birth

* Fostered significant distrust in black communities of
healthcare system that still persists today
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600 men were recruited with the promise of free medical care but researchers lied to them and told them they were receiving treatment when they were only getting placebos
Eventually 399 were diagnosed with latent syphilis and 201 without. Those with syphilis were never made aware of their diagnosis despite the risk of infecting others and the deadly consequences 
Wanted to see the full course of syphilis from latent to death 
Last participant died in 2004

https://www.history.com/news/the-infamous-40-year-tuskegee-study
https://www.cdc.gov/tuskegee/timeline.htm


1939: Margaret Sanger (founder of Planned Parenthood) helps
start the “Negro Project” which used birth control eugenics as a
way of reducing the black population

* High levels of hormones put Black women at increased
risk of stroke and HTN

* Early IUDs killed many Black women through infection
1951: Henriette Lacks goes to Johns Hopkins for treatment of

cervical cancer where the doctor cultured cells from the tumor
without her consent

* Became the first immortalized cell line (HelLa) that was
used to develop the polio vaccine and is still used today,
including for COVID19 vaccines

1961: Fannie Lou Hamer goes to have a uterine tumor removed
and instead her white doctor performs a hysterectomy

* Black women were often victims of forced sterilization as
a way to reduce the Black population

*  “Mississippi appendectomy”
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This year is HELA100 – 100 years since Henrietta Lacks was born and her descendents are leading a new movement to celebrate her life and legacy through righting past injustices. Giving some profits back to the Henrietta Lacks Foundation, ensuring COVID19 vaccine efforts go back to helping the communities it most dispropotionatly affects, and pass a law that requires consent for from patients before their cells, even if deidentified, are used in research

https://www.nature.com/articles/d41586-020-02494-z


2000s:



Racial bias in medical
training



- Diversity and Culture
Foc

ants’ culture influences their rasponse to and beliefs
pain. Sc:ma common cultural differences refated to

request pain medicine but instead thank Aliah for

ﬁ’ﬂwm&o‘ a healing medical procedure.
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* 2014: Pearson publishes a nursing textbook with the following advice
on how to treat pain

® They believe in prayer and laying on of hands to heal pain
anid believe that relief is proportional to faith.

Jews

® Jews may be vocal and demanding of assistance.

® They believe that pain must be shared and validated by

pthers,

Hispanics

® Hispanics may believe that pain is & form of punishment
and that suffering must be endured if they are to enter
heaven. |

® They vary widely in their expression of pain: Some are stoic
and some are expressive. -

® Catholic Hispanics may turn to religious practices to help
them endure the pain,

mm-ﬁam

L] Naﬁwmwmmmaypmferwm medications that
‘have been blessed by a tribal shaman They believe such
8 blessing allows the client to be more at peace with the
‘creator and makes the madicine stronger.

= Theylendto belmamheboﬂaurballymmw
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https://www.insidehighered.com/news/2017/10/23/nursing-textbook-pulled-over-stereotypes


e 2016: study finds that 40% of first and second year medical students
believe that “black people’s skin is thicker than white people’s”

SURLEYKENDRAJAMES - EREDDIE G e 2020:
. HA ‘%} f+ Z r’ ¥ |
Iy . 2 DD

University of
Minnesota
medical
student
defaces
George Floyd
mural and
poses for a
picture after
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Racial bias in pain assessment. Kelly M. Hoffman, Sophie Trawalter, Jordan R. Axt, M. Norman Oliver
Proceedings of the National Academy of Sciences Apr 2016, 113 (16) 4296-4301; DOI: 10.1073/pnas.1516047113


https://minnesotareformer.com/2020/08/19/george-floyd-mural-defaced-suspect-apprehended-by-volunteer-security/


Immigration and
Customs
Enforcement (ICE)



Sep 15, 2020: Dawn Wooten, nurse at Irwin
County Detention Center in Ocilla, GA housing
immigrants detained by ICE, reveals that the
center refused COVID testing for detainees and
allowed symptomatic workers to continue
working. She also raised concern for the rate at
which hysterectomies were being performed and
inability for detainees to comprehend and
consent

Whistleblower Alleges 'Medical Neglect,’
Questionable Hysterectomies Of ICE
Detainees

RACHEL TREISMAN




Police Violence



Police killings and their spillover effects on the mental health of
black Americans: a population-based, quasi-experimental study

e 2013-2015 CDC Behavioral Risk Factor Surveillance System Survey
combined with national data police killings data

* 38,993 of 103,710 black American (BA) respondents were exposed to
>1 police killings of unarmed BA in their state in the 3 months prior to

the survey

* Each additional police killing of an unarmed BA was associated with
0.14 additional poor mental health days during this time period
among BA respondents; no impact on white American respondents

* Could contribute to 1.7 additional poor mental health days per
person per year, or 55 million excess poor mental health days per year


Presenter
Presentation Notes
DSM V now includes in the definition of PTSD indirect trauma rather than only experienced trauma
This means that black individuals can have PTSD from “second hand” trauma of hearing about police violence on the news, stories in their own communities, etc. It does not have to be experienced by that individual in order for the threat to be felt 

Bor J et al. Lancet. 2018;6736(18):1-9. 



Percentage of fatal police shootings compared
to percentage of population by ethnicity
B Population W Killed in police shootings

White

African-American

Hispanic

Note: 1,004 fatal shootings in 2019, 39 in 'other' ethnic groups, 202 'unknown' ethnicity
Source: US census bureau and Statista.com 2019 B|B|[C
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https://www.bbc.com/news/world-us-canada-52877678


COVID-19



FACTORS THAT INCREASE | . o
- .. CROWDED  CLOSE/PHYSICAL DURATION
COMMUNITY SPREAD AND ~ gjuaTioNs ~ conTACT | ENCLOSEDSPACE o ExpOSURE
INDIVIDUAL RISK i = /U

Rate ratios American Indian Asian, Black or Hispanic or
compared to White, or Alaska Native, Non-Hispanic African American, Lating S
Non-Hispanic Persons Non-Hispanic persons persons Neon-Hispanic persons P

CASES? 2.8X
higher
HOSPITALIZATION? @

by

higher

2.8x
higher

4.6x
higher
higher

DEATH?

No
Increase

Race and ethnicity are risk markers for other underlying conditions that impact health — including socioeconomic status, access to health care,
and increased exposure to the virus due to occupation (e.g., frontline, essential, and critical infrastructure workers).

I —

1 Data source: COVID-1% case-level data reported by state and territorial jurisdictions. Case-level data include about B0% of total
reported cases, Numbers are unadjusted rate ratios.

2 Data source: COVID-NET (https:/fwww.ede.gov/coranavirus/2019-neov/covid-data/covidview/indest. html, accessed 0B/05/20).
Mumbers are ratios of age-adjusted rates.

3 Data source: NCHS Provisional Death Counts (https://www.cdc.gov/nchs/nvss/vsrr/COVID19/index htm, accessed 08/06/20). C5319360-A 05/03/2020
Mumbers are unadjusted rate ratios.

cdc.gov/coronavirus
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https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.html
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What can we do?

e Advocate

* Build trust, empathy, and self-efficacy into your relationships with
patients

* Learn and teach others
* Mitigate unconscious bias

* Create non-threatening strategies to address bias when you recognize
it in a clinical encounter



Attendings and Residents:

* Lead by example

* Be an anti-racist advocate within your team

* Make your space welcoming for people of color
* Encourage open discussions on race

* Acknowledge ongoing racism outside of the hospital and how it
impacts what happens inside the hospital

We can’t solve a problem we can’t discuss


Presenter
Presentation Notes
Curbsiders: black resident recalls when he was a resident and going to work after a police shooting made national news and not a single person addressed it and he had to carry that trauma alone, going through the work day like it was any other
Now as an attending during the time of George Floyd, he texted his team the next morning and did a brief debrief before rounds about racism and supporting each other, making the team feel inclusive and comfortable discussing race at work. Acknowleding the trauma that POC experience from racism is HUGE in the workplace and making it known that you recognize this and support POC is invaluable 



 Studying and acknowledging issues of race and racism can make a
difference in your day-to-day care of patients by:
* Increasing how much you value health equity
e Reducing unconscious bias by getting to know patients on an individual level

* Reducing patient blame by recognizing the larger competing priorities and
discriminations in their lives and life histories

* Mobilizing diverse teams and maximizing teamwork
* Supporting and empowering yourselves and your colleagues



| identify how | may
unknowingly benefit from Racism.

| promote & advocate

for policies & leaders

| recognize racism is a that are Anti-Racist.

present & current problem.

| seek aut questions that | sit with my
| deny racism is make me uncomfortable. discomfort.
a problem.
| avaid | understand my own | speak out when | see
hard questions. privilege in ighoring racism. Racism in action.

Learning Zone Growth Zone

Becoming Fear Zone
Anti-Racist

| strive to be | educate myself about | educate my peers
comfortable. race & structural racism. how Racism harms
our profession.

| talk to others who

look & think like me. I am vulnerable about my
own biases & knowledge gaps. | don’t let mistakes

deter me from being better.

| listen to others who think &

2l EAtBIE3hy am fiis | vield positions of power to

those otherwise marginalized.

I surround myself with others who
think & look differently than me.

www SurgeryRedesign.com

Where are
you?
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https://internalmedicine.wustl.edu/becoming-anti-racist/


CASE 1

* A9 vyear-old black female presents to the emergency room from home with
complications from an intracranial infection (subdural empyema). Prior to
admission, her intravenous (PICC) line had fallen out. She has had several
recent admissions, and her parents have repeatedly expressed anger and
distrust with the healthcare team. A student on the admitting pediatrics
team repeatedly witnesses nurses in the emergency department and
residents on the neurosurgery and pediatric team refer to the patient and
her family as “annoying,” “crazy” and “non-compliant.” At turn-over report
the next day on the pediatric ward, one of the residents states, “They must
be so stupid to pull the PICC line out. Mom and Dad are so negligent.”
Another replies, “Why don’t they just leave. We shouldn’t even admit her
anymore.” The student notes that healthcare workers making these
comments are from a several different races and backgrounds.


Presenter
Presentation Notes
Case themes: Othering phenomenon, high stress healthcare environment, importance of exploring the patient/family perspective 



 Why do you think the healthcare professionals are reacting this way?
Why are these types of comments accepted and shared by healthcare
providers across specialties, responsibilities, and backgrounds?


Presenter
Presentation Notes
Students may discuss that it can be emotionally taxing to care for a patient so young with a potentially devastating neurologic injury. It can also be challenging to care for a patient and family who express a deep frustration and mistrust with healthcare. The extra effort and distress can be overwhelming, especially if the team is feeling overworked or fatigued. The healthcare workers in this scenario may have few outlets to cope with this frustration and distress, and may be using these comments to both relieve stress and to unite around a common sentiment, which further exacerbates the “us vs them” or “othering” phenomenon at play in this scenario. Race may also be a contributor, since it is easier to “other” and make assumptions based on many social and cultural factors—including race/ethnicity, language, cultural heritage, LGBTQ status, religion, geographic origin (urban, rural, suburban), and education, among others. 

Lastly, a focus on wellness for the healthcare teams is warranted. Often, despite our best intentions, our automatic thinking processes take over when we’re rushed, overwhelmed, fatigued, and forced to take shortcuts. As a medical student, you will begin to see your role in calling out ethical injustices in medicine since you may be the least fatigued person on the team. In this scenario, the caustic comments of these healthcare workers may be a symptom of the underlying problem of burnout 


* |s the patient harmed by these comments and attitudes, even if she
and her family do not overhear them? Why or why not?


Presenter
Presentation Notes
The patient is harmed by these comments; they re-enforce bias and can lead to flawed medical decision-making (“we should not even admit her…”). This bias can also cause a further deterioration of communication between the team and the family. 

In this case, it appears that not only is the team biased against the patient and family, but that the family also harbors a strong negative bias against the healthcare team and the system at large. This bias is severely compromising the ability of the healthcare team to effectively communicate with the family and to provide the best possible care for the patient. We cannot be sure about the origins of the distrust and anger, and making assumptions about these motivations can lead to further miscommunication. The best way to find out is to ask. 




* What can the student say to the family to try to elicit their
perspective? Why is this perspective important and how can it help
the student and the healthcare team better understand the effects of
the team’s comments?


Presenter
Presentation Notes
As a medical student, you will find that you have more time to care for each individual patient—and this makes your role critical to the medical team. By taking the time to ask the family about their concerns, their priorities, and their prior experiences with healthcare, the family may find that they are being heard for the first time. By asking them about their distrust and validating their reactions and feelings, you may establish trust where there was none before 

 And by finding out how they perceive their loved one’s illness, their hopes and expectations, and their understanding of the disease process, you may help to clarify misconceptions and miscommunications and empower them to approach communication with the team in a more effective manner 

Remember that we are all human—and as a student you can help to put a human face on the healthcare system. You can also begin to develop skills that will help you be a more effective communicator and a more equitable provider as you progress through your training and take on more responsibilities in a high-stress work environment.  



CASE 2

* You are on your surgery rotation and are doing an overnight trauma call
shift. You are called down to the critical care unit for a Level | trauma. Lying
in Room 4 is a 26-year-old man with two superficial abdominal stab
wounds to the left lower quadrant. His vitals are stable, but he is crying out
in pain. You examine the patient with the resident physician, and you take
notes as the resident voices the results of his primary and secondary
survey. On completion of the exam, the resident determines that the
patient does not need surgical intervention. When you ask what the
patient will receive for pain control, the resident responds, “Who cares? He
is probably on drugs anyway” You feel confused. Last week you were
working with this same resident on acute care service when the resident
advocated giving a 31-year-old woman Dilaudid for the pain she was
experiencing during an episode of acute appendicitis. What do you do?



 What are the factors that you think are impacting the resident’s
indifference to this patient’s pain?


Presenter
Presentation Notes
. Be sure to discuss factors such as: the circumstances of the injury (appendicitis as seemingly ‘blameless’ vs. stab wound as not), the level of pain the patient is reporting, history of addiction (to prescription medications or other illicit substances), gender, recent physician interactions with narcotic reporting system (i.e. more pressure to withhold pain medications) and level of family advocacy.



* What is the role of bias and stereotyping in this case?


Presenter
Presentation Notes
There is growing evidence that physician discrimination impacts patient care in significant ways1-4. In this case, there are certain risk factors we are taught to associate with higher drug use- such as being male and being young. Although we are not explicitly taught to associate minorities and lower socioeconomic class with drug use, there is evidence that this message nonetheless gets across5. This is learned despite the evidence that white people use drugs at a similar or even higher rate to people of color (http://www.samhsa.gov/data/population-data-nsduh/reports). One area of interest related to this was a study done in the 1990s that showed that women of color were 10 times as likely to be reported to child protective services (CPS) as white women6. When universal drug screening policies were initiated, this disparity was reduced to only 4x7. You can also use this case as an opportunity to discuss Tweedy’s chapter “When Doctors Discriminate.” 


* When we are taught about pain, how are we taught to interpret the
patients’ reporting of their pain? ‘validity’?


Presenter
Presentation Notes
measures such as pain rating, physical exam and point to how little objective evidence we have for determining a person’s pain level. Allow your students to discuss their own biases in a safe space. Be sure to discuss the many ways we are taught to ‘test’ whether a patient has real pain including specific physical exam maneuvers, whether or not the patient changes their behavior based on if the providers are in the room, nursing reports etc. Be sure also to note that pain has a significant emotional component that affects its subjective experience. 


* Did you make any assumptions about the race of either patient
described in these cases? How might race be relevant in terms of
decisions related to treatment of pain?


Presenter
Presentation Notes
The race of the patient is purposely omitted but might be relevant. Ask your students to state what race they presumed the patients in this story were. This is a good time to point out the large body of papers that describe disparities in analgesia prescription across races- in many setting include epidurals during labor8, emergency room9,10, cancer care11. One review article in particular does a great job of describing literature from 1990-2008 and describes that minorities are less likely to receive any pain medication, more likely to receive lower doses of pain medications, more likely to have longer wait times and less likely to receive narcotics despite higher pain scores12.



* How would you approach this topic with your resident and other
members of the team?


Presenter
Presentation Notes
Discuss how to responding to a situation like this might make you uncomfortable as a student. Encourage students to ask questions of your residents or attendings. Use words like “I’m really trying to learn about pain control.” “What makes this case different from last week?” “How do you determine how much pain medication a patient needs” What kinds of factors influence use of narcotics vs. NSAIDs?” By asking residents/attendings to explain their thought process is may trigger their own self-reflection without you having to ask directly if bias played a role. 
Discuss with patients how students can play a role in improving their patients care and pain management. For example students can clearly describe pain symptoms, report documentation of exactly how much pain medication a patient has already gotten to dispel myths on overuse of PRNs. Students can remind the team of the underlying pathology causing pain. Students can also suggest adjuvant methods of pain control- using simple things like ice, positioning, adding Tylenol or mindfulness exercises. Students can also suggest getting palliative pain service on board in certain difficult cases. When addiction plays a role, students can take full histories of patient’s addiction, prior attempts at rehabilitation and social factors that may be barriers to care. 



CASE 3

* On your internal medicine clerkship, you are taking care of a 47-year-
old woman with type Il diabetes and hypertension who was admitted
in a hyperosmolar hyperglycemia state (HHS) and a systolic blood
pressure in the 200s. Your patient is black and lives in downtown
Allentown. In your presentation you mention that she was admitted
for the same thing two months ago. After discussing the medical plan,
your resident says with frustration, “l don’t understand why some
people just don’t want to take care of themselves, and depend on us
to deal with the consequences.”



* What are the racial implications of what the resident said?


Presenter
Presentation Notes
This may be a difficult question to answer since the statement did not explicitly mention race. You can refer to the Bonilla-Silva reading on ‘Cultural Racism’ as a framework. His book, Colorblind Racism, discusses how racism in post-Obama era is often explicitly devoid of racial language, but still serves the general purpose of racism to maintain racial hierarchies. This residents’ statement does not mention that the patient is black, nor does he state who he is referring to with ‘some people.’ However it is a nice example of blaming the victim for what is often problematically termed ‘the culture of poverty,’ and thus succeeds at justifying and normalizing the inequality of health outcomes illustrated with this patient.  



* How do policies and discrimination lead to racial segregation and how
is racial segregation relevant to why the patient has now presented
twice with the same complications.


Presenter
Presentation Notes
Jim Crow laws established laws to ensure disenfranchisement of blacks –separating them in all public spheres including housing, schools, work place and healthcare environments. 
While residential segregation is declining post Jim Crow and civil rights, significant segregation remain with consequences including that blacks are more likely to pay more for housing, have lower-quality housing and are less likely to own their home.  
Many studies outline housing discrimination at the level of approving loans and choosing renters. 
Lower density of supermarkets with healthy food choices lead to higher rates of diabetes. Among those with diabetes, racial disparities in mortality persist despite socioeconomic status17.
Higher levels of un-insurance rates in certain geographic areas. 
Lower levels of upward mobility (72% of black Americans born into lowest economic quartile of neighborhoods reside in poor areas as adults, compared with 40% whites- Sharkey18)
School districts in 2000 were more segregated than in the 1970 as a backlash to the resegregation that occurred in the 90s. This leads to inner-city minority schools lacking decent buildings, being overcrowded, and generally lacking resources. Lower education leads to lower health literacy 


* What puts this patient at higher risk of hypertension?


Presenter
Presentation Notes
. One explanation may be structural factors- based institutional inequalities in access to healthcare and preventative health as well as segregations impact on health. Any of the above mentioned effects of segregation discussed in the prior question can be used here. And if students don’t, you can also introduce the literature that link experiencing racism with hypertension19. 

Students may also propose “genetic risk factors”. It is very important that you use this opportunity to discuss the misguided focus on genetic explanations to health disparities. Refer to article by Sankar20 for a great background reading. As funding and popularity of genetics research increases, medicine often overemphasizes the impact of genetics on health disparities. Many in medicine understand and teach race as a genetic, biological category rather than a social construct. Moreover, current hypertension and heart failure guidelines recommend that black people be treated with different medications, despite low level evidence. In discussing the high blood pressure the patient in the case you can discuss structural risk factors such as poor diet, lack of exercise and lack of primary healthcare. Then you can use the Cooper et al study and the attached slides to better illustrate the minor influence of genetics on hypertension prevalence. While many students conclude that genetic predispositions are the root of higher prevalence of HTN among minorities, one very important study looked at a huge survey of patients (n=80,000) across the US, Caribbean, Europe and Africa and found that ancestry did not determine higher rates of HTN. This study is important because it helps to prove that these disparities are due to structural factors, rather than genetic differences21. Below is a description of the figures included in Appendix E from the Cooper study.  
Figure 1: This image from the described article shows how blacks in US have higher blood pressure across all age groups than blacks in Nigeria and Jamaica. 
Figure 2: Figure from same article comparing blood pressure of populations by African vs. European descent across all geography.
Figure 3: Figure from same article showing prevalence of hypertension among US whites and blacks as compared with general populations in other countries. 




* What are the things you can do to avoid comments like these after
your presentation?


Presenter
Presentation Notes
Let students discuss ways in which oral presentations can set the stage for the care of the patient. Since medical students often present first, they set the stage for describing who the patient is, where they are from and what their barriers are. If students don’t bring this up, you can bring up the following points:
Avoid words like ‘non-compliant,’ ‘difficult,’ or ‘frequent flyer’ when describing the patient
Discuss patients’ barriers when describing patients’ readmission- ie…patient’s glucose test strips are too expensive, patient does not have access to healthy foods which makes controlling her diet hard, patient only completed through 9th grade and has trouble making calculations for how much insulin to give, patient is suffering severe depression due to family problems (incarcerated family members, domestic violence, job insecurity) and can’t remember to take her medications.
Discuss some of patients’ strengths so that they can be utilized going forward in making a plan to prevent patient from being readmitted again. Humanizing the patient and emphasizing their strengths will help the team avoid using simple bias’ to structure their opinions of the patient. 



What are your key
takeaways from
today?



	An Overview of Racism in Medicine
	Learning Objectives
	GROUND RULES
	Slide Number 4
	Definitions
	Slide Number 6
	Why does this matter?
	Slide Number 8
	Experienced/perceived discrimination
	Personally-mediated racism
	History of racism 
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Racial bias in medical training
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Police Violence
	Police killings and their spillover effects on the mental health of black Americans: a population-based, quasi-experimental study 
	Slide Number 24
	COVID-19
	Slide Number 26
	Slide Number 27
	What can we do?
	Attendings and Residents:
	Slide Number 30
	Where are you?
	CASE 1
	Slide Number 33
	Slide Number 34
	Slide Number 35
	CASE 2
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	CASE 3
	Slide Number 43
	Slide Number 44
	Slide Number 45
	Slide Number 46
	Slide Number 47

