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American Health Injustice



Definitions 
 Health Disparity ≠ Health Inequity

 Unavoidable health differences
Disparities [e.g. Pro Football players vs Pro Golfers]

Vs.

 Health differences that are avoidable, 
unnecessary and unjust 
 Inequities [e.g. chronic kidney disease, or maternal 

perinatal morbidity & mortality]



- How race has been imbedded into clinical 
teachings and medical guidelines

- How race-based medicine allocates more 
resources away from racially and ethnically 
minoritized people

- How we plan to abolish race-based medicine 
here at NYC H+H!

Objectives



What is Race Anyways?

 Social construct not 
based in meaningful 
scientific or biologic 
truth

 Political construct 
used to separate 
groups and justify 
differential treatment 
or outcomes



Pseudoscience in Medicine



Eugenics



Race, ethnicity and lung function: a brief history
Lundy Braun PhD

Can J Respir Ther Vol 51 No 4 Autumn 2015



Race, ethnicity and lung function: a brief history
Lundy Braun PhD

Can J Respir Ther Vol 51 No 4 Autumn 2015



In 2005 the FDA Approves First Raced Based 
Drug for Heart Failure in Black Patients



Does Race Matter: Urinary Infections 
in Children?

https://pediatrics.aappublications.org/content/128/3/595



Questioned in the Scientific Literature



Current Race-Based Medicine

 Kidney function
 Birth counseling
 Lung function
 Peds UTI risk
 Heart failure

 Cardiac surgery
 Kidney donation
 Kidney stones
 Breast cancer
 Bone density



Questions Continue…

https://www.aafp.org/about/policies/all/racebased-medicine.html



National Movement



H+H Leading the Charge!



MEDICAL ERACISM: REMOVING RACE-BASED EGFR
CONTEXT

CONTRIBUTING FACTORS
 African Americans have a 3x 

and Hispanics 1.5x higher 
risk of developing kidney 
failure than White Americans

 By having higher eGFRs, 
Black patients might have 
delayed referral to specialty 
services, dialysis and 
transplantation

PLANS FOR CORRECTIVE ACTION
 Lab Services - Standardize all eGFR calculations to use CKD-EPI eGFR(Cr) where results will be reported without race 

adjustment based on serum creatinine, age, sex, and is normalized to 1.73m2 body surface area

 Epic – Work to ensure raced based eGFR is no longer reported out as 2 different values to our clinicians and patients

 Approved by Nephrology Workgroup, IM Council, ICU & OB/GYN leadership, Quality & Safety, Medical & 
Professional Affairs, Equity & Access Council, Clinical Lab Council, CMO Council

KEY TAKEAWAYS

 The inclusion of race is fraught with bias and has lasting 
deleterious implications for our Black patients. For a multitude of 
social and scientific reasons, the Nephrology workgroup feels 
strongly that the inclusion of subjective race (a social 
construct) as an objective (biologic) proxy for creatinine 
generation / clearance in the biomedical environment does not 
meet the scientific rigor required at NYC Health + Hospitals for 
our diagnostic screening tools.

- When calculating a patient’s kidney function (GFR), we often use a set of calculations based on various factors to 
estimate their glomerular filtration rate or eGFR

- Traditionally, these risk factors include serum creatinine, age, sex and race (Black vs. non-Black)
- The equation reports out two values. For Black patients it increases the estimated GFR by 16-21% to account for 

their “increased muscle mass”, though no robust scientific evidence exists to support this claim
- The unintended consequence is to assert and propagate a biological cause for Black bodies being 

different from all non-Black bodies, a popular eugenicist view

1

1. https://www.kidney.org/news/establishing-task-force-to-reassess-inclusion-race-diagnosing-kidney-diseases



MEDICAL ERACISM: STOP RACE-BASED VBAC COUNSELING

CONTEXT:

CONTRIBUTING FACTORS:
● Black women remain 3x – 4x more 

likely to die from pregnancy-
related causes than White women 
in America.1

● While both the clinician and 
patient decide together whether a 
TOLAC or elective CS should be 
performed, the decision to pursue 
either may be influenced by 
medical bias.

PLANS FOR FURTHER ACTION:
● We must continue to eliminate health inequities from within Women’s Health in the United States. A key first step is identifying 

how implicit biases affect the way we view, interact with and counsel our patients.  De-implementation of race-based clinical 
calculators in favor of more equitable approaches that address both women’s social determinants of health (e.g. insurance type, 
zip code, low income, racism) and their biological clinical measures (e.g. prior labor course, age, BMI). 

● This is evidenced in NYC H+H’s Cesarean-section rates below the NY state average (19%, vs. 22.9%) and successful VBAC rates 
greater than the NY state average (19%, vs. 13.3%). NYC Health + Hospitals remains committed to using the most empirically-
relevant information to inform our diagnostic screening tools.

KEY TAKEAWAYS:
● The Women’s Health Council feels strongly that the inclusion of race as an 

objective proxy for a patient’s VBAC complication risk calculation does not meet 
the scientific rigor required at NYC Health + Hospitals for our diagnostic 
screening tools.

● The Women’s Health Council applauds NYC Health + Hospitals clinicians for 
forgoing the use of the race-based VBAC calculators in their VBAC counseling. 
Additionally, the American College of Obstetricians & Gynecologists also stresses 
that individual complications must be assessed on a case-by-case basis. 

+ Clinicians may use a risk tool – known as Vaginal Birth After Cesarean-section (VBAC) calculators – to estimate the risk and 
likely success of a trial of labor for a vaginal delivery after an earlier C-section in a prior pregnancy.  

+ Formulated in 2007, the VBAC calculation includes risk factors, such as age, BMI, and clinical history of delivery. These 
algorithms also consider whether the patient is of Black race or Hispanic ethnicity. For Black women it decreases the 
estimated success rate of vaginal deliveries by 67% and for Hispanic women by 68%.

+ The functional consequence is to insinuate a biological cause for Black & Hispanic women’s bodies being fundamentally 
different from a “normal” body. This reinforces the false idea that race itself is a biologically significant risk factor for illness 
and minimizes the real effects of racism and health inequity on minoritized people.

1. https://doi.org/10.1016/j.whi.2019.04.007



MEDICAL ERACISM: ENDING RACE-BASED PFTS

CONTEXT

CONTRIBUTING FACTORS
+ Black patients are 3x more likely to 

die and Black children 4x as likely to 
be admitted to the hospital for 
asthma than White Americans.

+ 79% of all municipal waste 
incinerators in the USA are         
within 3 miles of communities of 
color and low-income3.

+ There is a 54% higher 
environmental emissions burden 
among Black patients.

PLANS FOR CORRECTIVE ACTION
+ Clinical Services – promote the use of PFTs without race adjustment based on age, sex, and height. Will adjust PFT 

machine algorithms and educate providers of de-implementation of race-based reference ranges.

+ Will submit to Pulmonology Leaders, Medicine Council, Critical Care Council, Ambulatory Care Council, Peds 
Council, Quality & Safety, Medical & Professional Affairs, Equity & Access Council, CMO Council.

KEY TAKEAWAYS

+ By having lower normalized PFTs, Black patients may have delayed referral to 
specialty services, escalation of treatment and education on prevention.

+ For a multitude of social and scientific reasons, the Pulmonary Experts 
feel strongly that the inclusion of subjective race (a social construct) as an 
objective (biologic) proxy for pulmonary function in the biomedical 
environment does not meet the scientific rigor required at NYC Health + 
Hospitals for our diagnostic screening tools.

+ When evaluating a patient’s Pulmonary function test (PFT), we often use a set of calculations based on various factors to estimate their 
predicted normal level of lung function. Traditionally, these risk factors include age, sex, height and race/ethnicity.

+ The equation reports an estimated normative value for lung function that is compared to the measured lung function given set risk 
factors. For Black patients, it decreases the estimated PFT by 10-15% to account for their “difference in structure”, though no scientific 
evidence exists to support this claim1.

+ The functional consequence is to insinuate a biological cause for Black/Hispanic bodies being different from a “normal” body, which 
reinforces the false idea that race itself is a biologically significant risk factor for illness and minimizes the real effects of racism and 
health inequity such as environmental exposures on segregated minoritized people2.

1. Braun L. Race, ethnicity and lung function: A brief history. Canadian Journal of Respiratory Therapy : CJRT Revue Canadienne de la Therapie Respiratoire : RCTR. 2015 ;51(4):99-101
2. Sarkar et al., Environmental correlates of chronic obstructive pulmonary disease: a cross-sectional, observational study. Lancet Planetary Health, 3 (11) (2019), pp. e478-e490
3. Incinerators in Decline, Tishman Environment and Design Center. 05/2019



Take Home Points

 Race is a social construct without 
meaningful biological or scientific distinction

 Racism is the risk factor for racial health 
inequities, not race

 Race-based medicine contributes to health 
inequities



2021 Crisis - Black Men in White Coats

 ~2% of physicians in the USA are Black men

 Less Black men graduated from medical 
school in 2014, than in 1978

 Black men have the lowest life expectancy of 
any demographic group in America



Please Join Us!



Thank you for your support!

Lou.Hart@nychhc.org
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