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Learning Objectives
� Describe historical examples of structural racism in 

history, science, and medicine and how they have 
impacted health.

� Describe the historical context of racism within HIV 
care and service provision.

� Discuss key concepts of cultural humility, anti-racism 
and Critical Race Theory frameworks as guiding 
concepts in our work towards antiracist clinical care.

� Review strategies for health providers to advocate for 
and utilize these frameworks and navigate barriers to 
implementation



Reflection Questions

� What were you taught about race and racism during your training?

� How do you think about a patient’s race in your clinical practice? 
How do you think it will impact your clinical decision making?

� Do you think in the HIV health and medical landscape that we do 
a good enough job of discussing race and the impact of racism?



Fixed mindsetà Growth 
mindset



Public Health Critical Race Framework: 
Key Concepts from CRT

� Ordinariness: The nature of racism in post–civil rights society: that is, integral and normal rather 
than aberrational

� Social construction of race: The endowment of a group or concept with a delineation, name, or 
reality based on historical, contextual, political, or other social considerations

� Centering in the margins:  Making the perspectives of socially marginalized groups, rather than 
those of people belonging to dominant race or culture, the central axis around which discourse on 
a topic revolves

� Challenging Ahistoricism: Contextualizes the role that racism has in shaping institutions and 
policies.

� Race consciousness: Explicit acknowledgment of the workings of race and racism in social contexts 
or in one’s personal life (contrary to color-blindness)

� Experiential knowledge: Ways of knowing that result from critical analysis of one’s personal 
experiences

� Critical consciousness: Digging beneath the surface of information to develop deeper 
understandings of concepts, relationships, and personal biases

� Praxis: Iterative process by which the knowledge gained from theory, research, personal 
experiences, and practice inform one another

Source. Critical Race Theory concepts adapted from Delgado and Stefancic, referenced in Chandra Ford’s Public 
Health Critical Race Framework.



Key Definitions: Racism
� A system of structuring opportunity and assigning 

value based on the social interpretation of how one 
looks ("race"), that unfairly disadvantages some 
individuals and communities, unfairly advantages 
other individuals and communities, and saps the 
strength of the whole society through the waste of 
human resources.

1 Jones CP. Confronting institutionalized racism. Phylon 2002; 50: 7-22. 



Types of Racism

Vestibulum nec 
congue tempus

Structural

Institutional

CulturalInterpersonal

Internalized

Racism

Creation and perpetuation of 
systemic disparities via mutually 
reinforcing societal norms (stigma, 
etc) and overarching structures that 
together shape society’s fabric (e.g., 
capitalism determines income & 
wealth distributions)

Creation and 
perpetuation of 
disparities via 
discriminatory policies 
and practices by 
institutions

Belief that there are generalized 
intrinsic cultural differences 
belonging to individuals of one 
race or ethnicity

Behavior and communication 
between individuals based on 
unfounded negative attitudes 
about one’s race

Maintaining or participating in 
the set of attitudes, behaviors, 
etc supporting the power of the 
dominant group

Definitions adapted from many scholars including Bailey Z et al (2017)

Slide credit: Instituteforhealingandjustice.org

1 Jones CP. Confronting institutionalized racism. Phylon 2002 



Race & Structural Racism
� Structural Racism Definition: the totality of ways in 

which societies foster racial discrimination through 
mutually reinforcing systems of housing, education, 
employment, earnings, benefits, credit, media, health 
care, and criminal justice. These patterns and 
practices in turn reinforce discriminatory beliefs, 
values, and distribution of resources.

� White Supremacy

� Understanding Racism, NOT Race, as a risk factor 
when examining health disparities 

Bailey et al, Lancet 2017



• CRT: A transdisciplinary, race-
equity methodology that 
originated in legal studies and is 
grounded in social justice.

• CRT offers the field of public 
health a new paradigm for 
investigating the root causes of 
health disparities.

(Ford CL, Airhihenbuwa CO. The public health critical race methodology: 
Praxis for antiracism research, Social Science & Medicine, Volume 71, 
Issue 8, 2010)

Critical Race Theory (CRT) and CRT Public Health Praxis



Public Health Critical Race Framework: 
Key Concepts from CRT

� Ordinariness: The nature of racism in post–civil rights society: that is, integral and normal rather 
than aberrational

� Social construction of race: The endowment of a group or concept with a delineation, name, or 
reality based on historical, contextual, political, or other social considerations

� Challenging Ahistoricism: Contextualizes the role that racism has in shaping institutions and 
policies.

� Centering in the margins:  Making the perspectives of socially marginalized groups, rather than 
those of people belonging to dominant race or culture, the central axis around which discourse on 
a topic revolves

� Race consciousness: Explicit acknowledgment of the workings of race and racism in social contexts 
or in one’s personal life (contrary to color-blindness)

� Experiential knowledge: Ways of knowing that result from critical analysis of one’s personal 
experiences

� Critical consciousness: Digging beneath the surface of information to develop deeper 
understandings of concepts, relationships, and personal biases

� Praxis: Iterative process by which the knowledge gained from theory, research, personal 
experiences, and practice inform one another

Source. Critical Race Theory concepts adapted from Delgado and Stefancic, referenced in Chandra Ford’s Public 
Health Critical Race Framework.



Structural Racism in 
Medicine

Pathologizing Race

Journal of Internal Medicine, May 2020

False Beliefs re: Racial Differences

Racial bias in pain assessment and treatment
recommendations, and false beliefs about biological
differences between blacks and whites
Kelly M. Hoffmana,1, Sophie Trawaltera, Jordan R. Axta, and M. Norman Oliverb,c

aDepartment of Psychology, University of Virginia, Charlottesville, VA 22904; bDepartment of Family Medicine, University of Virginia, Charlottesville,
VA 22908; and cDepartment of Public Health Sciences, University of Virginia, Charlottesville, VA 22908

Edited by Susan T. Fiske, Princeton University, Princeton, NJ, and approved March 1, 2016 (received for review August 18, 2015)

Black Americans are systematically undertreated for pain relative
to white Americans. We examine whether this racial bias is related
to false beliefs about biological differences between blacks and
whites (e.g., “black people’s skin is thicker than white people’s
skin”). Study 1 documented these beliefs among white laypersons
and revealed that participants who more strongly endorsed false
beliefs about biological differences reported lower pain ratings for a
black (vs. white) target. Study 2 extended these findings to the med-
ical context and found that half of a sample of white medical stu-
dents and residents endorsed these beliefs. Moreover, participants
who endorsed these beliefs rated the black (vs. white) patient’s pain
as lower and made less accurate treatment recommendations.
Participants who did not endorse these beliefs rated the black
(vs. white) patient’s pain as higher, but showed no bias in treat-
ment recommendations. These findings suggest that individuals
with at least some medical training hold and may use false beliefs
about biological differences between blacks and whites to inform
medical judgments, which may contribute to racial disparities in
pain assessment and treatment.

racial bias | pain perception | health care disparities | pain treatment

Ayoung man goes to the doctor complaining of severe pain in
his back. He expects and trusts that a medical expert, his

physician, will assess his pain and prescribe the appropriate
treatment to reduce his suffering. After all, a primary goal of
health care is to reduce pain and suffering. Whether he receives
the standard of care that he expects, however, is likely contingent
on his race/ethnicity. Prior research suggests that if he is black,
then his pain will likely be underestimated and undertreated
compared with if he is white (1–10). The present work investi-
gates one potential factor associated with this racial bias.
Specifically, in the present research, we provide evidence that
white laypeople and medical students and residents believe that
the black body is biologically different—and in many cases,
stronger—than the white body. Moreover, we provide evidence
that these beliefs are associated with racial bias in perceptions
of others’ pain, which in turn predict accuracy in pain treatment
recommendations. The current work, then, addresses an im-
portant social factor that may contribute to racial bias in health
and health care.
Extant research has shown that, relative to white patients,

black patients are less likely to be given pain medications and, if
given pain medications, they receive lower quantities (1–10). For
example, in a retrospective study, Todd et al. (10) found that
black patients were significantly less likely than white patients to
receive analgesics for extremity fractures in the emergency room
(57% vs. 74%), despite having similar self-reports of pain. This
disparity in pain treatment is true even among young children.
For instance, a study of nearly one million children diagnosed
with appendicitis revealed that, relative to white patients, black
patients were less likely to receive any pain medication for mod-
erate pain and were less likely to receive opioids—the appropriate
treatment—for severe pain (6).

These disparities in pain treatment could reflect an over-
prescription of medications for white patients, underprescription
of medications for black patients, or, more likely, both. Indeed,
there is evidence that overprescription is an issue, but there is
also clear evidence that the underprescription of pain medica-
tions for black patients is a real, documented phenomenon (1, 4).
For example, a study examining pain management among pa-
tients with metastatic or recurrent cancer found that only 35% of
racial minority patients received the appropriate prescriptions—
as established by the World Health Organization guidelines—
compared with 50% of nonminority patients (4).
Broadly speaking, there are two potential ways by which racial

disparities in pain management could arise. The first possibility is
that physicians recognize black patients’ pain, but do not to treat
it, perhaps due to concerns about noncompliance or access to
health care (7, 8). The second possibility is that physicians do not
recognize black patients’ pain in the first place, and thus cannot
treat it. In fact, recent work suggests that racial bias in pain
treatment may stem, in part, from racial bias in perceptions of
others’ pain. This research has shown that people assume a priori
that blacks feel less pain than do whites (11–17). In a study by
Staton et al. (14), for instance, patients were asked to report how
much pain they were experiencing, and physicians were asked to
rate how much pain they thought the patients were experiencing.
Physicians were more likely to underestimate the pain of black
patients (47%) relative to nonblack patients (33.5%). Of note,

Significance

The present work examines beliefs associated with racial bias in
pain management, a critical health care domain with well-docu-
mented racial disparities. Specifically, this work reveals that a
substantial number of white laypeople and medical students and
residents hold false beliefs about biological differences between
blacks and whites and demonstrates that these beliefs predict
racial bias in pain perception and treatment recommendation
accuracy. It also provides the first evidence that racial bias in pain
perception is associated with racial bias in pain treatment rec-
ommendations. Taken together, this work provides evidence that
false beliefs about biological differences between blacks and
whites continue to shape the way we perceive and treat black
people—they are associated with racial disparities in pain as-
sessment and treatment recommendations.

Author contributions: K.M.H., S.T., J.R.A., and M.N.O. designed research; K.M.H. and M.N.O.
performed research; K.M.H. and S.T. analyzed data; and K.M.H., S.T., J.R.A., and M.N.O.
wrote the paper.

The authors declare no conflict of interest.

This article is a PNAS Direct Submission.

Data deposition: Data and materials are available through the Open Science Framework,
https://osf.io/crxwa/.
1To whom correspondence should be addressed. Email: khoffman@virginia.edu.

This article contains supporting information online at www.pnas.org/lookup/suppl/doi:10.
1073/pnas.1516047113/-/DCSupplemental.

4296–4301 | PNAS | April 19, 2016 | vol. 113 | no. 16 www.pnas.org/cgi/doi/10.1073/pnas.1516047113
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Public Health Critical Race Framework: 
Key Concepts from CRT

� Ordinariness: The nature of racism in post–civil rights society: that is, integral and normal rather 
than aberrational

� Social construction of race: The endowment of a group or concept with a delineation, name, or 
reality based on historical, contextual, political, or other social considerations

� Challenging Ahistoricism: Contextualizes the role that racism has in shaping institutions and 
policies.

� Centering in the margins:  Making the perspectives of socially marginalized groups, rather than 
those of people belonging to dominant race or culture, the central axis around which discourse on 
a topic revolves

� Race consciousness: Explicit acknowledgment of the workings of race and racism in social contexts 
or in one’s personal life (contrary to color-blindness)

� Experiential knowledge: Ways of knowing that result from critical analysis of one’s personal 
experiences

� Critical consciousness: Digging beneath the surface of information to develop deeper 
understandings of concepts, relationships, and personal biases

� Praxis: Iterative process by which the knowledge gained from theory, research, personal 
experiences, and practice inform one another

Source. Critical Race Theory concepts adapted from Delgado and Stefancic, referenced in Chandra Ford’s Public 
Health Critical Race Framework.



Race is a social construct 
with no biological basis

• Race is not equivalent to 
genetics nor ancestry

• Racism has been codified in 
medicine, used to justify 
beliefs of racial 
inferiority/superiority



Racism Has Been Historically Codified in Science and Medicine 

Slide courtesy of Institute for Healing and Justice in Medicine, Chadha N, Lim B, Kane M, Rowland B:

The conceptualization of race as biology is rooted in colonization



Race-Based Medicine: Examples

Cerdeña JP, Plaisime MV, Tsai J. From race-based to race-conscious medicine: how anti-racist uprisings call us to act. Lancet. 2020)



Advocacy to Abolish 
Race-Based 

Medicine

Working Groups:
● eGFR
● Spirometry
● ASCVD
● Sexual & 

Reproductive  Health



Amutah C et al. N Engl J Med 2021



Stigmatization, Racialization and Criminalization in Medicine

1974 Haldol advertisement, Archives of General Psychiatry



https://www.beckershospitalreview.com/hospital-physician-relationships/uncovering-social-determinants-of-health-in-your-ehr-data.html



Understanding Health Inequities & 
Structural Oppression



COVID-19 Outbreaks: 
Congregate settings

��������� 1DYDMR�1DWLRQ�+DV�0RVW�&RURQDYLUXV�,QIHFWLRQV�3HU�&DSLWD�,Q�8�6���%HDWLQJ�1HZ�<RUN��1HZ�-HUVH\

KWWSV���ZZZ�IRUEHV�FRP�VLWHV�DOH[DQGUDVWHUQOLFKW������������QDYDMR�QDWLRQ�KDV�PRVW�FRURQDYLUXV�LQIHFWLRQV�SHU�FDSLWD�LQ�XV�EHDWLQJ�QHZ�\RUN�QHZ�MHUVH\�������II« ���


��nzf��

,�FRYHU�EUHDNLQJ�QHZV

2EZENS�2EXMSR�,EW�1SWX

'SVSREZMVYW�-RJIGXMSRW�4IV

'ETMXE�-R�9�7���&IEXMRK�2I[�=SVO�

2I[�.IVWI]

�xf�Yzd�Y�0�f�zxnbm� �|�af��0�Ykk

3�dY�fd�!Y��¥Õ�¦¤¦¤Õ�¤¨Ô¤¨�y��2

2$, �"� �1DYDMR�1DWLRQ��ZKLFK�H[WHQGV�WKURXJK�$UL]RQD��1HZ�0H[LFR�DQG
8WDK�DQG�LV�KRPH�WR�RYHU���������1DWLYH�$PHULFDQV�ZKR�RSHUDWH�XQGHU
WKHLU�RZQ�WULEDO�JRYHUQDQFH��KDV�VXUSDVVHG�1HZ�<RUN�DQG�1HZ�-HUVH\�ZLWK
PRVW�LQIHFWLRQV�SHU�FDSLWD�

�� ��$/"���/�0��"20Ô��k��|���|�xd�xnwf��|�f�f�bn�f�Yz��|k��|�����Y�f�b|z��yf����n�Yb���nlm��Õ

b|z�Yb�����a��bxnbwnzl�mf�fÔ�|�"|��0fxx�!���zk|Ú�2|�|���|���|k��f��|zYxn�fd�Yd�f��n�nzl�|��yYzYlf

b||wnf��|z��mn���n�fÕ�bxnbw�ó!|�f��zk|ôÚ�0ff�|���,�n�Yb��0�Y�fyfz���|�xfY�z�y|�fÚ

$� !|�f��zk|

paetc.org



Public Health Critical Race Framework: 
Key Concepts from CRT

� Ordinariness: The nature of racism in post–civil rights society: that is, integral and normal rather 
than aberrational

� Social construction of race: The endowment of a group or concept with a delineation, name, or 
reality based on historical, contextual, political, or other social considerations

� Challenging Ahistoricism: Contextualizes the role that racism has in shaping institutions and 
policies.

� Centering in the margins:  Making the perspectives of socially marginalized groups, rather than 
those of people belonging to dominant race or culture, the central axis around which discourse on 
a topic revolves

� Race consciousness: Explicit acknowledgment of the workings of race and racism in social contexts 
or in one’s personal life (contrary to color-blindness)

� Experiential knowledge: Ways of knowing that result from critical analysis of one’s personal 
experiences

� Critical consciousness: Digging beneath the surface of information to develop deeper 
understandings of concepts, relationships, and personal biases

� Praxis: Iterative process by which the knowledge gained from theory, research, personal 
experiences, and practice inform one another

Source. Critical Race Theory concepts adapted from Delgado and Stefancic, referenced in Chandra Ford’s Public 
Health Critical Race Framework.



Challenging 
Ahistoricism & 
Contemporary 

Racial 
Mechanisms:

Historical Relics 
of Redlining



Challenging Ahistoricism & Contemporary Racial Mechanisms:
Historical Relics of Redlining



Health Inequity Roots: HIV 
landscape

1860 Census % Enslaved Modern-day HIV & TB deaths

Source: fivethirtyeight.com/features-mortality-black-belt



Addressing Health Inequities 
with Social Justice, CRT lens

Source: Client Highlight: How White Supremacy Attempts to Make 
Slavery and Segregation, “Soooo Long Ago.”, Zerflin.com, April 6, 2016



Public Health Critical Race Framework: 
Key Concepts from CRT

� Ordinariness: The nature of racism in post–civil rights society: that is, integral and normal rather 
than aberrational

� Social construction of race: The endowment of a group or concept with a delineation, name, or 
reality based on historical, contextual, political, or other social considerations

� Challenging Ahistoricism: Contextualizes the role that racism has in shaping institutions and 
policies.

� Centering in the margins:  Making the perspectives of socially marginalized groups, rather than 
those of people belonging to dominant race or culture, the central axis around which discourse on 
a topic revolves

� Race consciousness: Explicit acknowledgment of the workings of race and racism in social contexts 
or in one’s personal life (contrary to color-blindness)

� Experiential knowledge: Ways of knowing that result from critical analysis of one’s personal 
experiences

� Critical consciousness: Digging beneath the surface of information to develop deeper 
understandings of concepts, relationships, and personal biases

� Praxis: Iterative process by which the knowledge gained from theory, research, personal 
experiences, and practice inform one another

Source. Critical Race Theory concepts adapted from Delgado and Stefancic, referenced in Chandra Ford’s Public 
Health Critical Race Framework.



From Cultural Competency to 
Cultural Humility

Cultural humility:
• A personal lifelong commitment to self-evaluation and self-

critique

• Recognition of power dynamics and imbalances, a desire 
to fix those power imbalances and to develop partnerships 
with people and groups who advocate for others

• Institutional accountability

(Tervalon & Murray-Garcia, 1998)



Vaccine (In)Equity & 
“Medical Mistrust”

PREVENTION RESEARCH

COVID-19 Related Medical Mistrust, Health Impacts, and
Potential Vaccine Hesitancy Among Black Americans Living

With HIV

Laura M. Bogart, PhD,a Bisola O. Ojikutu, MD, MPH,b,c,d Keshav Tyagi, MPH,e David J. Klein, MS,a

Matt G. Mutchler, PhD,e,f Lu Dong, PhD,a Sean J. Lawrence, BA,e Damone R. Thomas,e and
Sarah Kellman, MSe

Background: Medical mistrust, a result of systemic racism, is
prevalent among Black Americans and may play a role in COVID-
19 inequities. In a convenience sample of HIV-positive Black
Americans, we examined associations of COVID-19-related medical
mistrust with COVID-19 vaccine and COVID-19 treatment hesi-
tancy and negative impacts of COVID-19 on antiretroviral therapy
(ART) adherence.

Methods: Participants were 101 HIV-positive Black Americans
(age: M = 50.3 years; SD = 11.5; 86% cisgender men; 77%
sexual minority) enrolled in a randomized controlled trial of a
community-based ART adherence intervention in Los Angeles
County, CA. From May to July 2020, participants completed
telephone interviews on negative COVID-19 impacts, general
COVID-19 mistrust (eg, about the government withholding infor-
mation), COVID-19 vaccine and treatment hesitancy, and trust in
COVID-19 information sources. Adherence was monitored electron-
ically with the Medication Event Monitoring System.

Results: Nearly all participants (97%) endorsed at least one general
COVID-19 mistrust belief, and more than half endorsed at least one
COVID-19 vaccine or treatment hesitancy belief. Social service and
health care providers were the most trusted sources. Greater COVID-
19 mistrust was related to greater vaccine and treatment hesitancy [b
(SE) = 0.85 (0.14), P , 0.0001 and b (SE) = 0.88 (0.14),
P , 0.0001, respectively]. Participants experiencing more negative

COVID-19 impacts showed lower ART adherence, assessed among
a subset of 49 participants [b (SE) = 25.19 (2.08), P = 0.02].

Discussion: To prevent widening health inequities, health care
providers should engage with communities to tailor strategies to
overcome mistrust and deliver evidence-based information, to
encourage COVID-19 vaccine and treatment uptake.

Key Words: adherence, Black/African American, COVID-19, HIV/
AIDS

(J Acquir Immune Defic Syndr 2021;86:200–207)

INTRODUCTION
Nationally, Black Americans are more likely to be

diagnosed, to be hospitalized, and to die from COVID-19.1–5
The death rate from COVID-19 has been reported to be 2–3
times higher among Black versus White individuals.4,6 Black
individuals comprise 13.4% the US population, yet account for
more than 24% of COVID-19 deaths.4,7 Inequities affecting
Black Americans are believed to stem from systemic racism,
which has led to higher levels of social risk factors such as
unstable housing and homelessness, poverty, and lower-wage,
higher-risk employment, which in turn are associated with a
greater prevalence of underlying health conditions, such as
hypertension, diabetes, and obesity (which are risk factors for
severe COVID-19 disease and death).8–10

Medical mistrust, defined as “distrust of health care
providers, the health care system, medical treatments, and the
government as a steward of public health,”11,12 is a response
to current and historical systemic racism in health care and
society as a whole and may play a role in COVID-19
inequities. Medical mistrust is particularly prevalent among
Black Americans, compared with other races/ethnicities.13,14
The 2016 National Survey on HIV in the Black Community
found that 18% of Black individuals agreed that the
government usually tells the truth about major health issues.15
Medical mistrust has been associated with suboptimal health
behaviors among Black individuals with HIV and other
conditions, such as medication nonadherence and low health
care engagement, as well as poor self-reported health, lower
quality of life, and decreased uptake of screening and
preventative behaviors16–21 and vaccines.22 Medical mistrust
is a key mediator of the association between discrimination

Received for publication July 29, 2020; accepted October 28, 2020.
From the aRAND Corporation; bDivision of Infectious Diseases, Brigham and

Women’s Hospital, Boston, MA; cInfectious Disease Division, Mas-
sachusetts General Hospital, Boston, MA; dDivision of Global Health
Equity, Harvard Medical School, Boston, MA; eCommunity-Based
Research, APLA Health & Wellness; and fDepartment of Health Science,
California State University, Dominguez Hills.

Supported by the National Institute of Nursing Research, the National
Institutes of Health Office of The Director, and the National Institute on
Minority Health and Health Disparities (R01NR017334,
R01MD014722), and supported by the Center for HIV Identification,
Prevention, and Treatment Services, funded by the National Institute of
Mental Health (P30MH058107) and the Harvard Center for AIDS
Research, funded by the National Institute of Allergy and Infectious
Diseases (P30 AI060354).

The authors have no conflicts of interest to disclose.
Correspondence to: Laura M. Bogart, PhD, RAND Corporation, 1776 Main

Street, P.O. Box 2138, Santa Monica, CA 90407-2138 (e-mail: lbogart@
rand.org).

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.
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Dr. Ala Stanford receiving her COVID-19 vaccine. Stanford's vaccination was 
televised in order to promote the safety and efficacy of the shot.  Photo credit: 
Emma Lee, TIME Magazine

CRT Concept: Centering in the Margins



Anti-Racism 
Framework

Anti-racism: The conscious 
decision to make frequent, 
consistent, equitable choices 
daily. These choices require 
ongoing self-awareness and 
self-reflection as we move 
through life.

(Source: Talking About Race, National Museum of 
African American History & Culture) Becoming 

Anti-Racist

Fear Zone Learning Zone Growth Zone

I deny racism is 
a problem.

I avoid 
hard questions. 

I strive to be 
comfortable.

I talk to others who 
look & think like me.

I recognize racism is a 
present & current problem.

I seek out questions that    
make me uncomfortable.

I  understand my own 
privilege in ignoring racism. 

I educate myself about 
race & structural racism.

I  am vulnerable about my 
own biases & knowledge gaps.

I listen to others who think & 
look differently than me.

I promote & advocate
for policies & leaders 

that are Anti-Racist. 

I don’t let mistakes 
deter me from being better. 

I sit with my
discomfort. 

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

I yield positions of power to 
those otherwise marginalized.

I educate my peers 
how Racism harms 

our profession. 

I  speak out when I see 
Racism in action. 

I  identify how I may 
unknowingly benefit from Racism. 

www.SurgeryRedesign.com



CRT Key Concept:  
Race Consciousness vs. Color-Blindness

Term Definition The usual approach CRT Approach

Race Consciousness Deep awareness of 
one’s racial
position; awareness 
of racial
stratification 
processes
operating in 
colorblind contexts

Colorblindness-belief in 
the irrelevance of 
racism characterized 
by the tendency to 
attribute racial 
inequities to non-racial 
factors(e.g., SES)

A researcher clarifies 
her racial biases 
before
beginning research 
within
a diverse community

(Ford CL, Airhihenbuwa CO. The public health critical race methodology: Praxis for antiracism research, Social Science & Medicine, Volume 71, Issue 8, 2010)



Structural Anti-Racism: Race-Conscious Medicine

Cerdeña JP, Plaisime MV, Tsai J. From race-based to race-conscious medicine: how anti-racist uprisings call us to 
act. Lancet. 2020;396(10257):1125-1128. doi:10.1016/S0140-6736(20)32076-6





Declaration of Racism as 
a Public Health Crisis

Health Equity

Racism and Health

Racism is a Serious Threat to the Public’s Health

Racism is a system —consisting of structures, policies, practices, and norms
—that assigns value and determines opportunity based on the way people
look or the color of their skin. This results in conditions that unfairly
advantage some and disadvantage others throughout society.

Racism—both interpersonal and structural —negatively a ects the mental
and physical health of millions of people, preventing them from attaining their
highest level of health, and consequently, a ecting the health of our nation.

A growing body of research shows that centuries of racism in this country has
had a profound and negative impact on communities of color. The impact is
pervasive and deeply embedded in our society—a ecting where one lives,
learns, works, worships and plays and creating inequities in access to a range
of social and economic bene ts—such as housing, education, wealth, and
employment. These conditions—often referred to as social determinants of
health—are key drivers of health inequities within communities of color,
placing those within these populations at greater risk for poor health
outcomes.

The data show that racial and ethnic minority groups, throughout the United
States, experience higher rates of illness and death across a wide range of
health conditions, including diabetes, hypertension, obesity, asthma, and
heart disease, when compared to their White counterparts. Additionally, the
life expectancy of non-Hispanic/Black Americans is four years lower than that
of White Americans. The COVID-19 pandemic, and its disproportionate
impact among racial and ethnic minority populations is another stark example
of these enduring health disparities.

Racism also deprives our nation and the scienti c and medical community of
the full breadth of talent, expertise, and perspectives [1.5 MB, 208 Pages]

 needed to best address racial and ethnic health disparities.

To build a healthier America for all, we must confront the systems and policies
that have resulted in the generational injustice that has given rise to racial and
ethnic health inequities. We at CDC want to lead in this e ort—both in the
work we do on behalf of the nation’s health and the work we do internally as
an organization.

Learn more about the Impact of Racism on our Nation’s Health >>
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Confronting the impact
of racism will not be
easy…I know that we
can do this if we work
together. I certainly
hope you will lean in
and join me.



Reimagining a “New Normal”
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Critical Reflection & 
Dialogue

• How did you feel in your body when hearing examples of structural 
racism in medicine?

• How have we accepted and participated in upholding racist 
narratives in the way we evaluate and interact with patients?  In the 
way we approach community engagement? In the way we approach 
research?

• What commitments can we make to ourselves and to each other to 
address the harm caused historically and today in regards to 
racism in healthcare?  

• How will we ensure we hold ourselves accountable to supporting 
antiracist, culturally-affirming care that centers in the margins?

• How will we push for systems change to disrupt systems of 
oppression in our academic and healthcare institutions?



Thank you!

� Let’s support each other and keep growing 
together!

� Monica Hahn, MD MPH MS AAHIVS

� Monica.Hahn@ucsf.edu

� @MonicaHahnMD

mailto:Monica.Hahn@ucsf.edu


This workshop has been approved for 1 CEU by the 
Washington Chapter, 

National Association of Social Workers (NASW) 
for Licensed Social Workers, 

Licensed Marriage & Family Therapists & Licensed Mental 
Health Counselors.

Our Provider number is #1975-433.



Extra slides if 
time/questions


