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ABSTRACT

In this essay, | reflect on some of the ways racial privilege influenced my expe-
rience as a white physician in training. While white Americans often think of
"racism” as a social construct primarily affecting people of color, “racism” is a
system of both racial disadvantage as well as reciprocal racial advantage. Medi-
cal professionals are increasingly aware of how social determinants of health
lead to important health disparities, however white physicians seldom ask how
their own racial privilege reinforces a white supremacist culture and what effects
this may have on our patients’ health. Drawing attention to the powerful legacy
of racial discrimination in medical institutions, | call on other white physicians to
name their privilege in order to dismantle the systems that propagate racism in
our profession.
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e was a young man in his late teens or early twenties, African

American, and no longer alive. He entered the Baltimore hospital

on a stretcher with multiple gunshot wounds piercing his torso
and head with paramedics compressing his chest while pushing oxygen
into his lungs. Within minutes of arrival, it was clear that further attempts
at resuscitation were futile.

In the suddenly quiet moments following the pronouncement of death,
the medical staff busied their restless hands cleaning the trauma bay and
arranging the body for family members to pay their respects. Hastily
torn sterile wrappers were brushed aside, torn and bloody clothing was
removed, and a semblance of order was recreated in preparation for a sud-
denly grieving family.

One hospital staff member removed a cell phone from the patient's
pocket and then removed a second phone from the same pocket. A medi-
cal resident, wearing three pagers and two phones as part of his responsi-
bilities on a busy night in the hospital, joked, “Maybe he was on call."

Another resident corrected him, “No, I've seen The Wire, | know what
this is about,” referencing a fictional television series set in Baltimore about
drug-dealers who use multiple cell phones to evade police wire-taps.

In an instant, the room switched from nervous cleaning to nervous
laughter. The humor resided in its improbability: a young black man shot
in the chest and head was unlikely to be a physician on overnight call,
instead he was immediately implicated as a criminal drug dealer based on
his age, race, gender, manner of death, and the contents of his pockets, all
substantiated by the house staff's expertise in television crime dramas.

That young man's death has haunted me for years. ['ve turned it over
again and again, troubled by those residents’ jokes and how they reflected
the deeply ingrained racism of our medical system. Their mockery rein-
forced my implicit racist attitudes as an impressionable white medical stu-
dent standing at the bedside. | failed to speak up and name the racist jokes
for what they were, which I now deeply regret.
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That experience also drove me to question how
racism benefits me as a white physician. Racism is a
“system of structuring opportunity and assigning value
based on appearance that unfairly disadvantages some
individuals and unfairly advantages other individuals,”
however white people are seldom asked to recog-
nize the ways that our race advantages us.! While |
also accrue unearned power due to my class, wealth,
religion, ethnicity, language, nationality, gender, and
sexual orientation, the role of racial privilege in my
day-to-day interactions as a family medicine resident in
Baltimore is overwhelmingly apparent.
Inspired by the work of Peggy Mclntosh, who
cataloged the contents of her “invisible knapsack” of
unearned white privilege, I set out to catalog some of
the ways [ accrue unearned privilege in medical train-
ing as a consequence of my white skin color?:
¢ [ have been taught since an early age that people of
my own race can become doctors.

¢ Throughout my education, I could succeed academi-
cally without people questioning whether my accom-
plishments were attributable to affirmative action or
my own abilities.

During college and medical school, | never struggled
to find professors and academic role models who
shared my race.

When [ applied to medical school, I could choose
from many elite institutions that were founded to
train inexperienced doctors of my race by “practic-
ing” medicine on urban and poor people of color.

[ am reminded daily that my medical knowledge is
based on the discoveries made by people who looked
like me without being reminded that some of the most
painful discoveries were made through inhumane and
nonconsensual experimentation on people of color.

When [ walk into an exam room with a person of
color, patients invariably assume I am the doctor in
charge, even if the person of color is my attending.

If [ respond to a call for medical assistance on an
airplane, people will assume [ am really a physician
because of my race.

e Every American hospital I have ever entered con-
tained portraits of department chairs and hospital
presidents who are physicians of my race, reminding
me of my race's importance since the founding of
these institutions.

Even if I forget my identification badge, | can walk
into the hospital and know that security guards will
probably not stop me because of the color of my skin.
When I travel to and from the hospital late at night
as required by my job, I do not fear that [ will be
stopped, delayed, unjustly detained, inappropriately
touched, injured, or killed by the police because of

my race.

e [ can attend most professional meetings confident
that I will be surrounded by physicians who look
like me, and that we will likely have mutual acquain-
tances who also share our race.

e [ can speak my native language in my own dialect in
professional settings without being viewed as unedu-
cated or out-of-place.

e [ know that I can leave the impoverished area where
[ work without being accused of abandoning my
community.

e [ can criticize medical institutions without being cast
as a cultural outsider.

e [ can name racism in my professional workspace and
not be accused of being angry, potentially violent, or
excessively emotional.

® When patients tell me they are “glad to have a white
doctor,” I am not personally threatened, and I can
choose to confront their racism or ignore it.

e | can pretend that health disparities don't affect me
or my family without acknowledging that we accrue
benefits from a system that systematically favors our
skin color.

In a society that sees casual racism among its most
powerful leaders, white people can ignore the power of
racism all around, or they can choose to acknowledge
and confront it.

Our medical system is structured to individually
and systemically favor white physicians and patients
in ways that white people are trained to ignore. Most
white doctors do not think race affects them or their
clinical decisions and are taught to ignore their own
racial privilege in favor of a meritocratic social myth.
However, multiple studies reinforce the existence of
racial bias among physicians and its negative implica-
tions for patient care.? Collective inaction has led to
a decline in the absolute number of African-American
male matriculates to US medical schools from 1978
to 2014.* Black men make up just 2% of male full-
time faculty at MD-granting institutions. Failure to
confront racism within the medical profession has
implications for the patients we serve: infants of color
continue to die at higher rates, children of color get
less needed care, and adults of color receive poorer
quality care than their white counterparts, and the
trends are not improving.>”

Although systems of racial oppression take genera-
tions to dismantle, we must begin with an awareness
of the problem. As I reflect on that bullet-riddled body
and the callousness with which my colleagues mocked
the memory of his life, [ think of the important work
we have left to do. White physicians have an opportu-
nity to acknowledge the unearned racial privilege that
benefited their careers and actively work to dismantle
the systems that propagate racism in medicine. | chal-
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