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MEDICAL EDUCATION: PEER-REVIEWED ARTICLE

Which History and Social Science Concepts Should Inform Health
Professions Education?

Alexandre White, PhD and Jeremy A. Greene, MD, PhD

Abstract

Teaching and learning patient advocacy in academic health centers
requires critical engagement with social, political, and cultural
conceptions of racial difference. This article considers understandings of
race and racism typically drawn upon in health care and suggests which
historical and social science-based approaches should be used in health
professions teaching and learning.

Navigating Complex Terrain

Racial categories, often derived from US census categories, have been used in studies
of risk factors for iliness and disease as well as in diagnostic and clinical algorithms that
adjust for the imputed race of a health care seeker.123 Discussion of these uses of race
or ethnicity as “markers of an intrinsic health difference between human populations”4
has produced widespread debate over how to reckon with ongoing systemic inequalities
that contribute to racial inequalities in health and the use of race as a proxy for genetic
differences in supposedly hereditable traits.5> Responding to lingering perceptions that
racial categories constitute a biologically salient and observable basis of difference,
Dorothy Roberts argues in her book, Fatal Invention: How Science, Politics, and Big
Business Re-Create Race in the Twenty-First Century, that an assumed biological basis
of race was preceded by the employment of racial difference for the purposes of political
and social classification, exploitation, and separation.® Indeed, scientific racism or
biological explanations of racial difference and ordering developed in tandem with
European colonial expansion and the trans-Atlantic slave trade. While it was established
decades ago that race has no underlying biological basis,” the biological effects of
racism on health are easily demonstrable in health disparities and disparities in care
due to clinician bias, to name 2 examples. Importantly, the ongoing effects of the use of
race in medicine are the subject of contemporary debates in medical education.

Race in Health Care

While the hereditary basis of racially and ethnically associated disease categories, such
as sickle cell disease and Tay-Sachs disease, are well known, race-based thinking in
medicine exists across many different areas of practice and training. In 2021, the
American College of Obstetricians and Gynecologists shifted its stance about using race
as risk factor in the vaginal birth after cesarian calculatorg after articles critiquing the
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use of race as a risk factor in birthing decisions were published.49.10 Yet, at the same
time, efforts to develop global respiratory reference values through the Global Lung
Function Initiative have increased the use of reference equations for pulmonary function
based on 3 ethnic referents: Caucasian, North and South East Asian, and African
American.11 This push to increasingly standardize the use of racialized pulmonology
practice—even under the altered term of “ethnicity”—has led to attempts both to
generalize racial/ethnic categories for populations of African descent2 and to limit such
efforts, given differences in environmental and social dynamics and genetic heritage.13
These challenges have led to calls to greatly expand the collection of spirometry data to
include far more ethnic categories,14 even as other research has found “no evidence
that race/ethnicity-based spirometry reference equations improved the prediction of
clinical events.”15To parse and understand the complex relationships between health,
organ function, and structural forms of harm stemming from legacies of racial
oppression, migration, and marginalization is a difficult, ongoing, and complex process
about which scientific literature is still developing. While effective arguments have been
made to move beyond race-based medicine in the United States,16 understanding how
to do so within medical curricula is a more complicated task.

Centering Students

For students, learning information about the ways that race and racial categories are or
are not clinically relevant presents many challenges. On the first week of medical school,
students might be told that race is not a biological category, only to see it used as such
in practice in pathophysiology classes in the second year and then in daily work on
nearly all of their clinical rotations. Students receive seemingly contradictory
information, as one block in their curriculum might emphasize the necessity of race
correction or the employment of race, while another might wholly refute the practice.
Students might understandably be confused as to why race is pertinent in one case and
not in another. Furthermore, when being taught “racial” risk factors for diseases such as
lupus erythematosus or diabetes mellitus, students might be given opportunity to
discuss differences in risk factors being due to ongoing effects of disenfranchisement,
segregation, and unequal access to goods and services that correlate with the lived
experiences of structural racism—or they might simply infer that differences in risk are
innate. For educators, understanding the need to distinguish between socially produced
and shifting racial categories and hereditary genetic indicators, disabusing students of
assumptions related to racial difference and pain, and developing a core competency on
these topics are all of great significance clinically and from an educational perspective.

A 2016 survey of medical students’ perceptions of pain attests that many believe there
are racial differences in pain tolerance or even that differently racialized bodies have
thicker skin or skin less sensitive to pain sensation.1? For students who likely arrive at
medical school with significant training in the natural sciences but perhaps less
grounding in historical and social scientific understanding of the social determinants of
health, understanding histories of medical racism and broader forms of discrimination
becomes a significant challenge that will eventually affect patient care and patient
outcomes. For example, Eneanya et al have demonstrated the potentially hazardous
effects of race corrections in kidney function tests and their effects on time to dialysis
and transplants.18 Yet students now increasingly enter medical school with a greater
awareness of these topics than their educators, given the Medical College Admission
Test’s addition of content on psychological and sociological bases of behavior in 2015.19
For instance, students might be comfortable discussing the intricacies of the social
determinants of health as they relate to racism and its effects but be deeply confused
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about how to disentangle genetic from social risk factors. It is also worth pointing out
that, as the student body of medical schools in the United States now includes more
students from minoritized groups underrepresented in science and medicine, the friction
between de jure and de facto race thinking in the medical classroom can have different
stakes for present-day medical student bodies than it did for prior generations.

New Directions

A key aim of structural competency is the development of “an extraclinical language of
the structural elements beyond clinical symptoms, signs, and pathophysiology of
disease.”20 While training in both cultural and structural competency is now much more
common across medical education and helps students understand how cultural
backgrounds and structural inequalities might affect a health care seeker’s medical
decisions, health care-seeking practices, or self-presentation to a physician, it is largely
silent on the role of medicine in the production of racist knowledge. Training in structural
competency thus should also include studying histories of medical violence2122 and how
ideologies of racial difference that affect health care too often are unaddressed in
clinical training.

At Johns Hopkins, we have sought to build targeted interventions into the curriculum on
structural competency that aim to undergird what a truly effective physician needs to
know in order to navigate powerful social structures and respond to legacies of racism
and ongoing racial inequalities and racism in medicine. Developing critical interventions
at various points within the medical curriculum has proven effective in facilitating
students’ consideration of these topics and issues.

By incorporating curricular materials from the history, sociology, and anthropology of
medicine, the training at Johns Hopkins seeks to shed light not only on the history of
race-based thinking in medicine and how it affects contemporary processes, but also on
how to disentangle the inequities produced by racism from biologically deterministic
views of race. For instance, lectures aimed at considering racism as a fundamental
cause of health inequalities and the assumptions underlying race-specific
pharmaceuticals like the heart failure medication isosorbide dinitrate/hydralazine can
be a useful pedagogical tool for examining histories of segregation and unequal care
and their attendant health effects, as well as for considering and questioning how racial
essentialism becomes a proxy for social determinants of health. Similarly, while lectures
on renal pathophysiology will necessarily focus on the function of kidneys and
nephrology, guest lectures, required for students, can also be an opportunity to consider
work by historians, sociologists, and other specialists in the social sciences and critical
medical humanities who have explored the legacies of treating organs and organ
function as indicators of racial inferiority.23.24 Such interventions can be critical to
students’ and future clinicians’ engagement with competencies needed to navigate
challenging and contradictory clinical recommendations and to care well for patients.
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