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I have observed the implications of white privilege 
from the standpoint of one who does not possess 
it. This experience leads me to believe that the 

essay “White Privilege in a White Coat: How Racism 
Shaped My Medical Education”1 describes one of many 
places to start on the path of self-realization and active 
interventions to address the racial disparities in health 
care and society as a whole.

WHAT IS WHITE PRIVILEGE?
White privilege is a long-standing debated concept 
defining a set of privileges available to white people 
because of their race and unavailable to others. The 
concept is integrally related to realized or unrealized 
personal or institutional racism.  White privilege has 
been the subject of increased public discussion over 
the last 3 decades. Peggy McIntosh’s influential 1989 
essay, “White Privilege: Unpacking the Invisible Knap-
sack”2 describes a white person’s discovery of personal 
privileges in everyday life, afforded specifically by 
race, that contribute to a racial privilege gap and to 
racism. This racial privilege is described as “unearned” 
and seems cloaked in invisibility. According to McIn-
tosh, this depersonalization of white privileges, using 
such words as “invisible” and “unearned” (or similar 
current terms such as “unconscious,” “implied,” “inad-
vertent,” or “institutional”), collectively obscures rec-
ognition of the painful impact of racism and diminishes 
personal responsibility and the belief that one should 
or can change their perceptions of racial privilege.

The concepts of white privilege and unconscious 
and implicit racial bias dilute personal responsibility for 
racism because the individual’s personal involvement 
may not be realized or intended. In the case of insti-
tutional racism, the institution may promote the col-
lective and not the individual. Since one may not have 
control of an institution, the mere recognition of insti-
tutional racism will not necessarily effect the changes 
required to mitigate the source of racial inequality and 
inequity. In fact, the institution can become an inani-
mate structure against which blame can be cast while 
avoiding personal complicity for its negative attributes. 
The same could be said for Peggy McIntosh’s “invis-
ible knapsack.” Its invisibility allows people to avoid 
personal responsibility for racism, although its contents 
are likely visible to those without this privilege.

EFFECTS OF WHITE PRIVILEGE
To understand the negative implications of white privi-
lege requires a broader understanding of its effect on 
those who do not possess it. Many nonwhite individu-
als have had negative personal experiences in social 
systems where racism was supported by law or custom 
and their progeny continue to be affected by this pain-
ful legacy. For example, a nonwhite person who expe-
riences racial profiling is more deeply affected than 
is a white person who assumes he is not likely to be 
stopped by the police because of race. When a white 
person performs better than colleagues knowing that 
the likelihood of rewards will be greater than those 
of other races, and that is compared with a nonwhite 
person who performs just as well knowing that rewards 
are not as certain or may not occur because of their 
race, it is a much more ominous personal experience.

HEALTH CARE AND RACE
Although the white privilege debate is complicated by 
disparities in privileges based on other characteristics 
(eg, economics and educational status), ample evidence 
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suggests a disparity in the quality of health care deliv-
ered to whites and nonwhites. According to a 2003 
Institute of Medicine report, this disparity cannot be 
accounted for by clinical appropriateness, needs, and 
patient preferences, but rather exists at the level of the 
system of health care as well as by discrimination that 
occurs at personal, institutional, and societal levels.4 
This disparity is an example of the assets of white 
privilege. Differences in life expectancy and health 
outcomes based on race likely elicit greater personal 
concerns for an individual whose race confers a lower 
life expectancy.3

The constellation of personal and institutional priv-
ilege and power in health care settings provides oppor-
tunities to either sustain racial health care privilege 
gaps or transform these organizations and those who 
work within them to effectively reduce health care 
quality disparities between minority and non-minority 
persons.5 Although tasked with serving all people, 
while leadership positions in the health care system 
are occupied mostly by individuals of privilege—based 
on multiple characteristics including race—the system 
has the tendency to project values and provide services 
that meet the needs of the majority while not fully 
recognizing the needs of the minority. Recognizing 
white privilege’s impact on personal and institutional 
engagement in patient care, education, and research in 
the health care workplace is the initial step, but should 
occur concurrently with active personal and institu-
tional efforts to diminish racially based privilege gaps 
or disparities in the quality of health care and all of the 
other components that constitute this service.

RECOGNITION AND ACTION
There may be a personal emotional relief when one 
comes to grips with issues such as implicit and uncon-
scious racial bias and white privilege, but this relief is 
ineffective if not reflected in actions. Actions should 
attempt to not only mitigate personal racism and racial 
insensitivities, but be the catalyst to address the impact 
of this privilege gap in settings where we work, learn, 
live, play, and worship. Failure to follow recognition 
with action in the personal exploration of concepts 
such as white privilege can inadvertently support 

assumptions that these advantages are only cast upon 
you and not in some part of your own making.

In health care, racist comments and racial insen-
sitivity, racially biased decisions, and stereotyping 
continue to occur in patient care settings, personnel 
recruitment and management, and school admissions. 
Those of us who experienced this firsthand in the 
early 1970s, as well as the racial bias and stereotyping 
described in this issue’s essay, hoped that this level of 
racism would not be evident today. Similar experi-
ences, however, continue to be documented.6

To experience implicit or unconscious bias in the 
professional and personal settings of health care and 
fail to address it is a missed opportunity to facilitate 
change. Personal introspection and understanding of 
the negative impact of white privilege without taking 
action begs the question, why? Is lack of action in the 
face of racial bias due to disbelief, fear, indifference, 
conformity to social norms, or unresolved personal 
racism? If reasons fall into any of these categories, then 
one needs to continue unpacking that knapsack.

To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/16/3/197.
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