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FROM THE 
EDITOR

W .E.B. Du Bois was an American so-
ciologist. He was the first African 
American to earn a PhD from Har-

vard and was a cofounder of the National Asso-
ciation for the Advancement of Colored People 
(NAACP). He wrote a collection of essays in 
1903 called The Souls of Black Folk that de-
nounced the idea of White Americans being 
genetically superior to Black Americans.1 In 
1906, Du Bois wrote that social determinants 
of health were the real cause of disparities in 
health between African American and White 
Americans, not race or any other biological 
variables.2 One hundred years later, the full 
sequencing of the human genome proved him 
correct when it demonstrated that all humans 
(regardless of race or ethnicity) shared 99.99% 
of their genetic material.3 This begs the ques-
tion, why are we still talking about race as a 
biological variable causing disease when the 
genetic differences between races encompasses 
only 0.01% of the complete human genome?

We practice medicine by making treatment 
decisions based on evidence and clinical ex-
perience. We teach medical students and resi-
dents to do the same. Health care professionals 
make hundreds of decisions each day using our 
knowledge and expertise. We know that bias-
es may affect how we make decisions. Many 
still consider race and ethnicity biological vari-
ables in medicine despite strong evidence to 
the contrary.  

Race-based medicine, defined as the use of 
race as a biological variable to explain inci-
dence or prevalence of a disease, perpetuates 
damaging diagnostic inaccuracies and treat-
ment decisions in clinical practice.4 Race is a 
social variable, not a biologic one. Using race 

as a predictor of disease deemphasizes the role 
of the social determinants of health that ex-
plain many of the racial and health disparities 
prevalent in our society. By ignoring the social 
determinants of health that cause a condition, 
one may reinforce racism by identifying race 
as the cause of the relationship instead of the 
factors that actually are implicated as causing 
disease (eg, poverty, food insecurity, and rac-
ism). Further, by ignoring the potentially miti-
gatable factors (ie, the social determinants of 
health) that cause increased incidence of dis-
ease and replacing them in our minds with 
race as a biological variable (a nonmitigatable 
variable), we miss an opportunity to mean-
ingfully address the true, underlying cause of 
the disease.5 

In this issue, David Henderson, MD, discuss-
es the history of race-based medicine and pres-
ents a structure to evaluate new knowledge. 
His paper reviews how over the last 200 years 
race as a biological variable has supplanted so-
cial determinants of health as a cause of dis-
ease. He states, 

In science, there is no answer that does not 
begin with a prior question. If the question is 
tainted with bias, reason, mathematics, and 
statistics have no means of eliminating such 
a seminal cognitive error.6 

In discussing the epistemology of knowl-
edge about race, he explores where beliefs 
originate and addresses inherent biases that 
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are prevalent in medical care. Implicit bias is 
defined as an unconscious stereotype or atti-
tude toward another person based on person-
al characteristics such as their race, ethnicity, 
level of disability, sexual orientation, or social 
situation. A clinician sees a patient and has an 
inherent positive or negative attitude toward 
that patient, based on systemic stereotypes. 
Implicit bias is as prevalent in clinicians as it 
is in the general population and causes signifi-
cant harm to people of color within the medical 
system.7 To date, research has not discovered 
effective methods to undo implicit bias.8 

This issue of Family Medicine also includes 
several papers exploring the scope of family 
medicine and efforts to teach procedures in 
family medicine residencies. A generalist scope 
of practice is one of the foundational tenets of 
family medicine. With increasing specializa-
tion in health care and the explosion of new 
information, fewer new physicians are practic-
ing the full spectrum of family medicine that 
includes in-patient care and obstetrics.9 The 
study by Grierson et al.10 is a secondary anal-
ysis of interviews with 48 family physicians 
in Canada who pursued Certificates of Added 
Competence (similar to Certificates of Added 
Qualifications in the United States). These in-
terviews explored the motivations for pursu-
ing extra training and found it was often to 
address a community health need or to have 
their individual expertise more highly valued. 
The added training often took them away from 
generalist care.10 A paper by Patel et al re-
ports the results of a Council of Academic Fam-
ily Medicine Educational Research Alliance 
(CERA) study looking at vasectomy training 
in family medicine residencies and found less 
than 10% of programs surveyed offered sig-
nificant training to residents.11 Sebastian and 
colleagues found that a virtual training model 
could be effective for increasing participants’ 
comfort levels with intrauterine device inser-
tions.12 Ferderber et al measured the frequen-
cy that family medicine residents performed 
musculoskeletal injections and found that res-
idents who pursued a sports medicine track 
performed higher numbers of injections than 
other residents.13 These papers study the bal-
ance of full-spectrum family medicine versus 
specialization and the complexities of ensur-
ing a comprehensive education that includes 
procedural training for all family medicine 
residents.  

The separate issues of implicit bias and spe-
cialization are two important challenges for 
family medicine educators to explore in the 
years to come. 
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