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ing (including Pap testing), identification in the 1980s of the role
of human papillomavirus (HPV)
in causing cervical cancer, and the
2006 approval of the first HPV
vaccine have contributed to a reduction of greater than 50% in cervical cancer mortality in the United States, a major success story
in women’s health. Endometrial
cancer is now four times as prevalent as cervical cancer, which reflects increasing rates of obesity
and diabetes. Lung cancer kills
more U.S. women than breast,
ovarian, and cervical cancers
combined.
Recent years have seen a resurgence of calls to emphasize sex
and gender differences in health
and disease. The importance of
considering such factors was highlighted by the IOM in 2001,2 and
then echoed by the NIH in 2014,
when the inclusion of sex as a
biologic variable was first required in research design, analysis, and reporting. The passage
of the 21st Century Cures Act in
2016 reaffirmed the
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to including women
in clinical research and considering sex as a biologic variable in
research. Sex and gender differences exist in important domains,
including genetics, epigenomic
modifiers, hormonal milieu, immune function, neurocognitive aging processes, vascular health,
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teraction with health care systems.4 The 2019–2023 Trans-NIH
Strategic Plan for Women’s Health
Research not only prioritizes the
role of sex and gender influences
in biomedical research, but also
has set a vision for every woman
to receive evidence-based disease
prevention and treatment tailored
to her needs, circumstances, and
goals.5
Moving forward, it will be essential to recognize and study
intersectional health disparities,
including disparities based on sex,
race, ethnicity, gender identity,
sexual orientation, income, and
disability status. Transgender
women have higher rates of mood
disorders, substance abuse, and
sexually transmitted infections
than cisgender (non-transgender)
women, yet they receive less preventive care. Black and Latinx
transgender women are especial
ly likely to have unmet medical
needs. Social and economic inequities contribute to compromised
care, as do structural issues within the medical system, such as
implicit racial bias and lack of
expertise in transgender medicine.
Overcoming these challenges and
addressing these inequities will
contribute to improved health for
everyone.
The past 50 years have been
marked by substantial progress
in women’s health. The commitment to incorporating sex and
gender into medical investigations

and patient care considerations
will transform the research and
clinical agendas for the foreseeable future. Championing the role
of science as the route to better
health remains essential to spurring new discoveries to advance
women’s health.
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T

he racially disparate impact of
the Covid-19 pandemic has
attracted increasing attention and
concern. Black Americans have
been disproportionately affected
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throughout the pandemic, and
gaps replicating the same wellworn patterns of racial inequity
are visible in the early rollout of
vaccines. According to the Cenn engl j med 384;22

nejm.org

ters for Disease Control and Prevention, Black populations in the
United States are nearly three
times as likely to be hospitalized
and twice as likely to die from
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Covid as White populations.1 Yet
available data from about half
the states reveal that only 5% of
vaccine doses have gone to Black
residents, with vaccination rates
among White residents two or
even three times those among
Black residents in many states.2
This emergent vaccination gap is
particularly troubling given that
many Covid mitigation strategies,
such as working from home or
avoiding public transportation,
have largely been inaccessible to
low-income Black communities
and therefore fail to protect them.
Thus, vaccines are among the last
remaining strategies for curbing
the pandemic in disproportionately affected groups.
One factor often brought up in
connection with low vaccination
rates is Black mistrust of medical
institutions and its current extension to Covid vaccines. The
level of vaccine hesitancy is cause
for alarm: polling from December showed that 35% of Black respondents said they probably or
definitely would not get vaccinated, as compared with 27% of the
public as a whole.3 Though an
urgent response is clearly needed,
it is important that the problem
of mistrust and suggested remedies are accurately characterized
and do not exacerbate racial inequities in medicine and health
care. Such caution is warranted
because the type of response demanded by the acute crisis is
largely incompatible with addressing the long historical arc of
medical mistrust.
One commonly proposed solution has been to position Black
physicians and investigators at the
forefront of vaccine-rollout efforts
to provide more trusted and racially concordant messaging to
the Black public.4 Rather than actually addressing the problem of
Black mistrust, however, this so-

lution attempts to circumvent it.
Deploying a group representing
only 5% of the medical profession is a strategy that hinges on
favorable perceptions of these individual physicians, who must be
seen as sufficiently personally
trustworthy to overcome Black
apprehension about medical institutions at large. The proposed
solution responds to the problem
of low vaccine uptake among
Black Americans — not the problem of Black mistrust. Understanding this distinction is essential,
because the response demanded
by the immediate problem has
critical implications for the future
of Black trust and for equity in
medicine and health care.
To be clear, I acknowledge
that there are few other options
for boosting vaccination rates
among Black Americans at a moment when the country is facing
acute racial inequities in the
midst of a pandemic. In response
to these dire conditions, Black
physicians have earnestly taken
up the work of encouraging vaccination within Black communities.5 But it is important to recognize that asking Black physicians
to do this task creates an additional burden that their nonBlack counterparts do not shoulder. It is significant that this
extra labor is being asked of
them on top of their everyday duties as physicians during a pandemic. Furthermore, it requires a
contribution that extends beyond
their professional identities, as
they expose aspects of their private lives in the interest of relating to broader Black communities. This strategy is especially
worrisome as a proposed solution
to Black medical mistrust: Should
a troubled relationship caused by
a long history of mistreatment of
Black patients by White physicians be resolved by the labor of
n engl j med 384;22
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individual Black physicians, who
themselves are underrepresented
in medicine because of racism?
The distinction between an
emergency response and a true
solution to long-standing issues
within medicine is important.
Black physicians can hardly refuse the many extra burdens they
are tasked with during this crisis, but there are limits to how
much they can carry, as well as
consequences for their ability to
pursue other aspects of their careers that are important to their
future advancement. Although the
crisis itself is temporary, the longlasting detrimental effects of this
emergency will again fall on the
most marginalized populations.
Within this context, another
crisis is brewing that threatens
to intensify the underrepresentation of Black physicians — the
same people whose work in recruitment and mentorship is essential to addressing this underrepresentation. At the very least,
we must acknowledge the implications of what Black physicians
are being asked to do: when we
position their labor as a solution
to Black mistrust, we are asking
nothing of medical institutions
themselves. After the pandemic
passes, the mistrust will remain,
and left in Covid’s wake will be a
field that is even more challenging for Black physicians. Already
defying the racism that has limited their presence to 5% of the
field, they will now have to contribute disproportionate labor while
attempting to persist, succeed,
and advance in the profession.
The emergency response is being conflated with addressing mistrust in part because of the effort
to partition medical racism into
aspects that can be treated immediately and those that can be
postponed for a later, less urgent
response. In essence, there is an
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attempt to separate out “past racism” as “immovable historical occurrences” from “everyday racism”
that “can be tackled in the present.”4 But medical racism comprises both of these mutually reinforcing elements. Though every
individual and community is different, Black Americans who
encounter mistreatment from physicians rarely interpret those experiences in isolation. Rather,
drawing on first-hand experience, the collective knowledge of
their families and communities,
and broader history, Black Americans understand these interactions as demonstrations of medical racism. These incidents are not
simply representative of the relationship of the physician to the
Black patient — they are a reflection of the relationship of the institution to the Black community.
That relationship has been built
over time, influenced by major
historical inflection points, everyday experiences, and structural
inequities. The direct experience
of mistreatment by physicians
does not itself create mistrust in
medicine — it confirms that mistrust. And an institution that has
built, earned, and reinforced a
relationship of mistrust with the
Black community over time cannot simply substitute the trustworthiness of individual Black
physicians for its own; an actual
resolution to mistrust can come
only with the deep, historical reckoning and transformation that is
long overdue.

Beyond emphasizing the importance of Black physicians, the
urgency of the pandemic response
and the widespread sense of outrage and concern over the disproportionate impact on Black populations demonstrate how medical
institutions can — and always
could — deploy targeted, direct,
strategic interventions in service
of Black communities and their
specific health care challenges.
This reaction has entailed recognition of the myriad factors, both
within and outside medical institutions, that influence Black populations’ access to, experiences of,
and attitudes toward health and
health care. This recognition,
spurred by the current crisis, has
catalyzed a response from within
medicine that is attuned to these
factors and adaptive to Black
communities’ needs and circumstances. Medical racism is one basis of the disproportionate Black
suffering during the pandemic,
but it is also part of a broader
system of interlocking oppressions
based on structural, economic,
technological, geographic, and
various other factors. In light of
these linkages and the racial
health inequities that persist across
periods of crisis and normalcy,
long-term solutions to medical
mistrust must include intentional,
targeted health care interventions
that take into account broader
systemic, institutional issues in
order to ameliorate both inequities and mistrust.
Medical institutions have the re-

sponsibility of addressing racism
and continued mistrust within
Black communities. Positioning
Black physicians as the solution
both deflects from this institutional responsibility and generates
systemic problems for Black physicians who are already overburdened and underrepresented, hindering their career advancement.
Amidst a steep crisis with a particularly devastating impact on
Black communities, our solution
to the acute racial inequities of the
present must not exacerbate the
racial inequities of the future.
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I

recently recalled a patient who
was admitted to the hospital
during my first medical school
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rotation in the late 1970s. He was
a 25-year-old man with Hodgkin’s
lymphoma. Typically, medical stu-
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dents on call would eagerly divide
up the newly admitted patients,
aiming to work up a variety of
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