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academic metrics, conducting mul-
tiple mini-interviews, and involv-
ing diverse groups of patients or 
community members in the ad-
missions process.

Several new tools are available 
for assessing the socioeconomic 
and educational challenges that 
many disadvantaged applicants 
face on the road to becoming 
physicians. The American Medi-
cal College Application Service 
allows applicants to identify them-
selves as socioeconomically or 
educationally disadvantaged and 
to explain their disadvantage in a 
brief essay. The AAMC has intro-
duced a socioeconomic status in-
dicator that uses standard occu-
pational classification categories 
for parents and guardians to cap-
ture some of the social determi-
nants of individual academic 
achievement. To quantify socio-
economic and educational disad-
vantage without consideration of 
race and ethnic group, the Uni-
versity of California, Davis, School 
of Medicine (where three of us 
work) has developed a continu-
ous scale that incorporates infor-
mation on parental education 
level, family participation in pub-
lic-assistance programs, family 
income level, whether applicants 
spent their childhood in an un-
derserved area, applicant contri-
bution to family income, receipt 

of financial-need scholarships for 
college education, and whether ap-
plicants had their medical school 
application fee waived. Such tools 
deserve further dissemination as 
potential strategies for advancing 
equity in the admissions process.

In the current era of medical 
school expansion, the growing 
gap between the racial, ethnic, 
and socioeconomic makeup of 
medical school classes and that 
of the general population means 
medical education is slipping fur-
ther out of reach for many poor 
and minority students, despite the 
efforts of many people and insti-
tutions. To address these dispari-
ties, medical schools can redesign 
their admissions criteria and pro-
cesses and commit to educating 
classes of students that more 
closely mirror the U.S. popula-
tion. Academic leaders should 
address structural barriers with-
in their institutions that limit the 
success of students and faculty 
from underrepresented groups. 
And academic health centers can 
make greater investments in edu-
cational outreach, collaboration, 
and community engagement to 
nurture and develop a more di-
verse workforce. We believe those 
of us responsible for training the 
next generation of U.S. physicians 
must rededicate ourselves to the 
mission of equity of opportunity 

in medicine — for the benefit 
of future students, disadvantaged 
communities, and the country as 
a whole.
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are available at NEJM.org.
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Racist Like Me

Racist Like Me — A Call to Self-Reflection and Action  
for White Physicians
Deborah Cohan, M.D., M.P.H.​​

I am racist. I would love to be-
lieve otherwise and can find 

evidence that I am not — my ca-
reer dedicated to caring for under-
served women of color, my sup-

port of colleagues and trainees 
who are people of color, my score 
on the implicit-association test.1 
My mission as a white physician 
is to be humble and respectful to-

ward my patients, not only as an 
act of compassion but as a revo-
lutionary act against racism, elit-
ism, and hierarchy. And yet I am 
racist, shaped by the sometimes 
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subtle tendrils of white supremacy 
deeply embedded in our culture. 
I mean this not as a sanctimo-
nious admission of guilt, but as a 
call to self-reflection and action 
for us white physicians.

Appalling racial inequities in 
health exist in nearly every realm 
that researchers have examined.2,3 
These inequities are a dramatic 
manifestation of the structural 
violence that plagues our society. 
So what am I, an obstetrician, 
doing about the disproportionate 
burden of maternal mortality and 
other poor reproductive outcomes 
among black women? 4 How am I 
confronting the underlying forces 
that facilitate increased suffering 
and death among certain groups 
because of their skin color? Al-
though it’s necessary, it is not 
enough for me to provide re-
spectful health care to pregnant 
women of color.

If I truly want to be part of the 
solution, I need to explore those 
parts of me that are most un-
wholesome, embarrassing, unflat-
tering, and generally not dis-
cussed in the context of one’s 
career. My goal is to dismantle 
the insidious thoughts that rein-
force a hierarchy based on race, 
education, and other markers of 
privilege that separate me from 
others. These thoughts, fed by 
implicit bias, are more common 
than I find easy to admit. Al-
though I know not to believe 
everything I think, I also know 
that thoughts guide attention, and 
attention guides actions. Until I 
bring to light and hold myself 
accountable for my own racist 
tendencies, I am contributing to 
racism in health care.

I’m tempted to run in the other 
direction — or pat myself on the 
back for my introspection and 
good deeds. Instead, I invite my-

self to notice the moments when 
I’m inclined to do more for a 
white patient than for a patient 
of color. Moments when I spend 
a bit more time and effort edu-
cating a white patient, or objec-
tify a black patient, or connect 
more deeply with a patient who 
looks like me. Are my flashes of 
implicit racism just f leeting 
thoughts, or do I act on them? I 
recently scheduled an appointment 
during a nonclinic day for an edu-
cated white woman whose baby I 
delivered. Would I have done so 
for a less well-educated black pa-
tient? The other day, I noticed 
myself sitting farther than usual 
from a black patient in her hospi-
tal bed. I once mistook one black 
resident for another resident who 
is also black. I would guess that 
before my division instituted a 
consistent protocol for urine tox-
icology screening, I ordered such 
screens more often for patients 
with preterm labor who were 
black. Having an intention to treat 
all my patients and colleagues the 
same is a key first step, but that 
intention is ultimately irrelevant 
if their experience of obtaining 
health care or working with me 
varies according to the color of 
their skin.

Meeting our shadow requires 
courage. Not dealing with our 
racism is a manifestation of our 
privilege and reinforces a system 
that allows white physicians to 
dip into the waters of self-inquiry 
only when it feels safe. This fra-
gility keeps us fundamentally 
weighted down by our own limi-
tations and compromises our ef-
fectiveness at upending racism.5 
In the meantime, health care is 
not safe for people of color as 
long as the overwhelming major-
ity of U.S. physicians are white 
and we avoid examining where 

racism lives within us and how it 
lives through us.

Though implicit bias is uncon-
scious by definition, it is a treat-
able condition. As I become more 
aware of my biases, they begin to 
loosen their grip. When I realized 
I was sitting farther than usual 
from my hospitalized patient, I 
moved closer. I am now aware 
enough to know that I will need 
to pursue a lifelong, iterative pro-
cess of exploration, education, and 
realignment. Aware of my capac-
ity to be racist, I can notice when 
that part of me threatens to influ-
ence my actions. When I notice 
my actions have been affected, I 
can make amends and get back 
on track. I can bring more empa-
thy to my encounters with pa-
tients whose reality is different 
from my own.

I find that dwelling on my 
shame is counterproductive, that 
compassionate self-examination 
allows me to go deeper. I acknowl-
edge my privilege; I recognize 
that the system that benefits me 
causes others to suffer. I openly 
and humbly acknowledge that my 
racism is harmful. And I commit 
to a process of uncovering and 
exploring my biases wherever they 
lie, lest they wield power and I 
abet a culture of racism. If we 
white physicians are to heal oth-
ers and ultimately the health care 
system, we must first heal our-
selves.

The first step, I believe, is to 
train ourselves to question our-
selves and each other reflexively, 
consistently, and with curiosity: 
How am I perpetuating systemic 
inequities for patients? What am 
I doing to ensure inclusion and 
promotion of physicians of color? 
What are my practices for check-
ing myself? And how can we ac-
knowledge the racism within us 

The New England Journal of Medicine 
Downloaded from nejm.org at NATIONAL UNIV OF SINGAPORE-CENTRAL LIBRARY on March 5, 2019. For personal use only. No other uses without permission. 

 Copyright © 2019 Massachusetts Medical Society. All rights reserved. 



PERSPECTIVE

807

Racist Like Me

n engl j med 380;9  nejm.org  February 28, 2019

without making it a character 
judgment that precludes behavior 
change?

At the same time, how can I 
cultivate relationships with others 
who will hold me accountable 
and remind me to realign with 
my values? Although dealing with 
racism requires solo introspection, 
it is ultimately a community un-
dertaking in which we listen deep-
ly, humbly, and gratefully to the 
people who are most affected by 
racism — without burdening peo-
ple of color with the responsibil-
ity for educating those of us who 
are white. As I wrote this essay, 
for example, I consulted many 
people, mostly people of color, 

working in the social justice arena, 
as well as friends and colleagues. 
They reminded me to prioritize 
references by people of color, 
questioned my ego-driven moti-
vations, and prodded me to ex-
plore and express myself more 
transparently.

Humans are inherently adapt-
able. If we approach this monu-
mental responsibility with humility 
and hold each other accountable, 
we can change. In fact, we must 
change.

Disclosure forms provided by the author 
are available at NEJM.org.
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Loud, Gray, and Arbitrary

Loud, Gray, and Arbitrary — The Compounding Trauma  
of Detention for Asylum Seekers
Katherine C. McKenzie, M.D.​​

The bleak, industrial structure 
stands at the dead end of a 

street, surrounded by commercial 
buildings and a chain-link fence. 
I enter a nondescript lobby lined 
with temporary visitor lockers. 
Behind a plexiglass partition sits 
an unsmiling uniformed guard at 
a desk. She’s brusque, and I feel 
like a supplicant when I ask 
whether I can bring in the bare 
necessities for the evaluation to-
day. I store my laptop, wallet, 
and phone in a locker and wait 
to be told when I can enter the 
facility.

I’m not in a prison, but I might 
as well be. I’ve traveled here to 
perform medical forensic evalua-
tions of asylum seekers in this 
detention facility. These men and 
women have f led their home 
countries and landed at a nearby 

airport. They don’t have docu-
mentation to allow them to enter 
the United States, so they’ve been 
sent to this immigration institu-
tion in New Jersey as they await 
adjudication of their cases. They 
are fleeing persecution and seek-
ing safety and a new life in the 
United States. If a client’s attorney 
determines that they have scars 
related to the persecution they 
have claimed to suffer, she’ll 
reach out to me for an evaluation.

These evaluations are subop-
timal in almost every way. As I 
wait to be admitted to the secure 
area behind the locked doors, I 
ask if I can bring a camera to 
photograph the scars. Photograph
ic evidence is powerful in immi-
gration court and is part of the 
medicolegal affidavits I prepare 
for nondetained clients. Some-

times the guard on duty allows a 
camera. Sometimes she doesn’t. 
The decision seems entirely arbi-
trary, and this capriciousness con-
tributes to the sense of unfair-
ness and unpredictability that 
pervades the experience. Today 
she says no, so I’ll have to make 
do with a body diagram — I am 
allowed to bring a folder, paper, 
and a pen. There’s no way to ap-
peal this decision without pro-
voking her anger and running 
the risk that she’ll interfere with 
the entire evaluation. Don’t chal-
lenge, don’t question; be polite 
and deferential.

Once I’m given the go-ahead, 
I take off my shoes and pass my 
supplies through a metal detector 
before gathering them on the 
other side. Then another wait as 
a buzzer sounds and a heavy 
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