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esearch continues to reveal glaring
health disparities American families
are facing. Maternal and infant mortality rates are significantly higher among African
Americans compared to European Americans.1,2 Furthermore, a 2016 report by the New
York City Health Department found that women of color are more likely to die than white
women. Despite completing college, women of
color, especially African-American women, were
more likely to die from childbirth than white
women who had less than a high school education.3 It is striking that educational attainment is not more protective of poor outcomes
for mothers of color.
Unfortunately, maternal morbidity and mortality are not the only modern health issues
with disproportionate racial impacts. Physicians are less likely to prescribe opioids to
black patients in pain.4 New HIV infections
disproportionately affect African Americans
and Latinos.5 Suspicions arising from past
research abuses may cause people of color to
decline some tests or treatments in some situations and request aggressive care in others. Health systems and health care providers
must be aware of biases and how they may be
treating patients differently.
This dedicated issue of Family Medicine
describes what some family medicine departments around the country are doing to tackle
this complex subject. In the lead article, Joseph
Hobbs, MD, and colleagues at Augusta University review 5 years’ worth of family medicine
clerkship encounters to determine whether
students’ race and gender were associated with
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differences in the types of patients seen by students.6 Health care professionals and trainees
at the University of California San Francisco,
University of Oklahoma-Tulsa, and Tulsa University are learning about unconscious bias,
historical events, and social determinants of
health.7,8
There is no evidence that people of color are
inherently genetically frail compared to white
people. More likely, racism, not race, explains
health disparities. With the recent attention
brought to police shootings of African Americans, rise of hate crimes against many minority groups, and demonstrations by white
nationalists, the United States must more
forcefully confront its history to move forward.
Throughout American medical history, institutional racism has harmed many people of
color in the pursuit of health research. Birth
control experiments in Puerto Rico and sterilizations in eugenics programs used Latinas.9
Researchers sponsored by the US government
observed untreated syphilis in poor black men
at the Tuskegee Institute in Alabama as well
as prisoners and mentally ill people in Guatemala even after treatment became available.10,11 These experiments have exploited
vulnerable populations without fully informed
consent. While these abuses eventually led to
stronger protections of potential test subjects,
they also understandably have caused minorities to distrust the health care system as well
as medical research in general.12
Racial disparities within the physician
workforce contribute further to this climate
of distrust. Medical schools are accepting fewer
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African-American males now compared to the
1970s.13 Blacks, Latinos, and Native Americans
are not only underrepresented among medical
students, but also within medical school faculty.14,15 Yet, African-American and Latino patients prefer a physician who resembles them.
They report greater satisfaction with their care
when their physician is of their own race or
ethnicity.16 While the United States is becoming more racially and ethnically diverse, the
physician workforce is not keeping pace.
Other articles in this special issue address
diversity recruitment initiatives and share
personal reflections. Brief reports by Maria
Wusu, MD, and colleagues at Boston University and Jessica Guh, MD, and colleagues at
Swedish Cherry Hill in Seattle outline strategic plans to recruit more diverse faculty and
residents.17,18 These programs are strengthening their missions to include physicians who
reflect the patients for whom they provide care.
Often, diversity initiatives can fall under the
responsibility of underrepresented minority
faculty within their programs. Two such faculty, Veneshia McKinney-Whitson, MD, and
Winfred Frazier, MD, MPH, contributed narrative essays on how racism has affected their
lives and work.19,20
Today, institutional and interpersonal racism continue to create and maintain health
disparities by race and ethnicity. The founders of modern family medicine made caring for
underserved populations an explicit goal.21 Because of their comprehensive training, family
physicians are well prepared to serve a variety
of settings, locations, and populations. Physicians have a professional obligation to address
and advocate for health equity for their patients and communities.22 The last few STFM
national conferences have had well-attended
sessions on issues of race and ethnicity, indicating a high level of interest within academic
family medicine for effective models to teach
these issues.
As the United States wrestles with how to
respond to rising nationalism and our country’s
demographics move toward a majority-minority, we must dedicate our work in medicine to
countering these forces through our teaching
and patient care. Dr Martin Luther King, Jr
stated, “Of all the forms of inequality, injustice in health care is the most shocking and
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inhuman.” We must create spaces that are
more inclusive and recognize our unconscious
biases. We need to commit to fighting injustice in health care and ensuring families can
live well to the best of their ability. The real
work to make this a reality will have to occur
in every single medical practice and training
program in the nation. Hopefully, the work detailed by the authors in this special issue will
inspire readers to explore ways to better serve
their own communities.
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