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Physicians in the United States have long been trained to assess race and ethnicity in
the context of clinical interactions. Medical students learn to identify how their
patients’ “demographic and cultural factors” influence their health behaviors [1].
Interns and residents receive “cultural competency” training to help them
communicate with persons of differing “ethnic” backgrounds [2]. And clinicians are
taught to observe the races of their patients and to dictate these observations into
medical records—“Mr. Smith is a 45-year-old African American man”—as a matter
of course [3].
To be sure, attention to matters of diversity in clinical settings has been shown to
affect a number of factors central to effective diagnosis and treatment [4]. Yet an
emerging educational movement challenges the basic premise that having a
culturally competent or sensitive clinician reduces patients’ overall experience of
stigma or improves health outcomes. This movement, called “structural competency”
[5], contends that many health-related factors previously attributed to culture or
ethnicity also represent the downstream consequences of decisions about larger
structural contexts, including health care and food delivery systems, zoning laws,
local politics, urban and rural infrastructures, structural racisms, or even the very
definitions of illness and health. Locating medical approaches to racial diversity
solely in the bodies, backgrounds, or attitudes of patients and doctors, therefore,
leaves practitioners unprepared to address the biological, socioeconomic, and racial
impacts of upstream decisions on structural factors such as expanding health and
wealth disparities [6].
In 1968, the US civil rights activist Stokely Carmichael famously assailed racial bias
embedded, not in actions or beliefs of individuals, but in the functions of social
structures and institutions. “I don’t deal with the individual,” he said. “I think it’s a
copout when people talk about the individual” [7]. Instead, speaking to a group of
mental-health practitioners, Carmichael protested the silent racism of “established
and respected forces in the society” that functioned above the level of individual
perceptions or intentions and that worked to maintain the status quo through such
structures as zoning laws, economic policies, welfare bureaucracies, school systems,
criminal law enforcement, and courts. Institutionalized racism, he argued, “is less
overt, far more subtle, less identifiable in terms of specific individuals committing
the acts, but is no less destructive of human life” [7].
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Attention to structure as an organizing principle in US medical education is
particularly important at the current moment because the forces Carmichael
described have become more pressing and recognizable. Indeed, US physicians have
never known more about the ways in which the inequities of social and economic
systems help to shape the material realities of their patients’ lives. Epidemiologists
tie the daily experience of racial discrimination to damaging levels of chronic stress,
illuminating how racism is “embodied” [8, 9]. Neuroscientists show neuronal
linkages of social exclusion and poverty with hampered brain functioning [10, 11].
Epigenetic researchers explain, at the level of gene methylation, how high-stress,
resource-poor environments can produce risk factors for disease that may last for
generations if not interrupted by social interventions [12]. And economists prove that
people with low incomes can reduce their rates of diabetes and major depression by
moving to safer, more affluent neighborhoods [13]. These are but a few examples of
the types of research that doctors can now access to understand how disadvantages
stemming from social and economic infrastructures can impair health.
On the other hand, evidence also suggests that inattention to these forces has caused
a crisis of competence for which American medical education is ill-prepared. Eightyfive (85) percent of primary care providers and pediatricians polled in a 2011 Robert
Wood Johnson survey agreed with the statement that “unmet social needs are leading
directly to worse health for all Americans” while at the same time voicing concern
that they did not “feel confident in their capacity to meet their patients’ social
needs,” and that their failure to do so “impedes their ability to provide care” [14].
Building on scholarly work from fields including law [15], public health [16-18],
history [19, 20], and sociology [21], structural competency addresses these “social
needs”—and their links to race and racism [22]—by increasing clinician recognition
of the health-related influences of institutions, markets, and health care delivery
systems. This, in turn, shapes doctors’ diagnostic knowledge, influencing what
happens in the clinic in profound ways.
This essay uses three historical case studies to illustrate how extraclinical stigma,
socioeconomic factors, and politics can shape diagnostic and treatment disparities.
We then explore how attention to structure helps explain the role of race in clinical
encounters. Finally, we draw some lessons for medical education that take account of
structure.
Case 1: The Overdiagnosis of Schizophrenia
An epidemic of insanity afflicted African American men in the 1960s-1980s. Or so it
seemed to mental-health researchers at the time. In 1969, a series of National
Institute of Mental Health studies found that “blacks” suffered from schizophrenia 65
percent more frequently than did “whites.” In 1973, a series of studies in the
Archives of General Psychiatry discovered that African American patients were
“significantly more likely” than white patients to receive schizophrenia diagnoses
and “significantly less likely” than white patients to receive diagnoses for other
mental illnesses such as depression or bipolar disorder [23-25].
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Such findings flew in the face of standard psychiatric understanding that most major
psychiatric disorders should occur equally among all persons, regardless of race. And
yet the problem worsened: researchers in the 1970s and 1980s discovered that
doctors diagnosed the paranoid subtype of schizophrenia in African American men
five to seven times more often than in white men [26, 27].
At the time, this overdiagnosis appeared to be a problem caused by doctor-patient
miscommunication or mistrust. Clinical educators thus began a series of crosscultural initiatives meant to eliminate physician bias, under the assumption that such
bias was the prevailing cause of the diagnostic disparities. Yet these initiatives were
largely unsuccessful [28]. Why?
We now recognize that the misdiagnosis of schizophrenia resulted, not just from
clinical bias, but from structural shifts in psychiatric definitions of the illness. For
instance, prior to the 1960s, psychiatry defined schizophrenia as a psychological
“reaction” to a splitting of the basic functions of personality. In 1952, the first edition
of what later became the Diagnostic and Statistical Manual (DSM) described
“Schizophrenic Reaction” as “emotional disharmony, unpredictable disturbances in
stream of thought,” and “regressive behavior” [29]. As a result of this framing,
medical authors frequently described schizophrenia as a condition that afflicted
middle-class, white housewives [30]. Until that time, mainstream American
newspapers had described schizophrenia as an illness that occurred “in the seclusive,
sensitive persons” [31, 32] or told of white “schizophrenic poets” who produced
brilliant rhymes [33]. Popular magazines wrote stories about unhappily married,
middle-class, white housewives whose “schizophrenic mood swings” were
suggestive of “Doctor Jekyll and Mrs. Hyde” [34-38].
But in 1968, the second edition of the DSM recast paranoid schizophrenia as a
condition of “hostility,” “aggression,” and projected anger, and included text
explaining that, “the patient’s attitude is frequently hostile and aggressive, and his
behavior tends to be consistent with his delusions” [39]. As Metzl has previously
shown, the addition of concepts such as aggression and hostility had profound racial
implications [20]. In the aftermath of the DSM-II, clinician overdiagnosis of
schizophrenia in African American men rose significantly [40]. Published
psychiatric research articles and case studies began to disproportionately describe
“schizophrenic” African American men using descriptors such as aggressive, hostile,
or violent (see figure 1).
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Figure 1. Adjectives used to describe patients with schizophrenia in psychiatric journals,
1960-1979 [20]. Test articles=those in which race was identified as “Negro” or “black.”
Random articles=those in which race was unspecified and assumed white. N=341.

Advertisements for antipsychotic medications published in leading US journals made
similar assumptions [30]. An advertisement for the antipsychotic medication Haldol
that appeared in the May 1974 Archives of General Psychiatry (see figure 2) shows
the troubling, distorted image of an angry African American man below the text,
“Assaultive and belligerent? Cooperation often begins with Haldol” [41].

Figure 2. 1974 Haldol advertisement, Archives of General Psychiatry [41].
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These and other examples suggest that the overdiagnosis of schizophrenia in African
American men in the 1960s and 1970s resulted neither primarily from individual
doctors’ biases nor from the actions or symptoms of patients. Rather, it reflected a
series of structural shifts in the framing of mental illness that incorporated racially
and politically inflected terminology.
Case 2: The Unhealthy Diet
For much of the twentieth century, medical practitioners defined patients who did not
follow medical advice about diet or lifestyle as “noncompliant.” This rhetoric often
coded such patients as refusing for individual or cultural reasons to take steps
necessary to improve their health or longevity. In the US, the descriptor of
noncompliance frequently applied to persons of lower socioeconomic status or
persons from minority groups [42]. For instance in the mid-1980s, studies tended to
define Native Americans with type 2 diabetes as being “diet noncompliant” [43].
Through the early 2000s, dieticians listed “the African-American diet” as a risk
factor for the disease [44]. Over this same time period, even well-intentioned publichealth efforts focused on altering minority “attitudes” and practices regarding such
matters such as diet, exercise, and smoking [45, 46].
No doubt individual choice and cultural influence are important in the development
of health-promoting behaviors. Recently, however, the impact of socioeconomic and
structural factors on such choices has become more apparent. For instance, it has
become increasingly clear that maintenance of a “healthy” diet is rendered
exceedingly difficult for persons who live in low-income or underserved areas, not
because of racial or ethnic attitudes, but because these areas are dramatically lacking
in the services that make a healthy diet possible in the first place. Sociologists [47]
detail how, since certain impoverished neighborhoods in the US contain no grocery
stores and are inaccessible by public transportation, residents of these neighborhoods
must walk up to three hours to purchase fresh produce—and how such a commute is
rendered exponentially more challenging by the absence of sidewalks [48].
Residents of low-income areas are at the same time targets of marketing and product
manipulations. The Wall Street Journal detailed how junk-food companies
aggressively market discounted bags of potato chips to “inner-city African
Americans and Latinos” [49]. Meanwhile, a New York Times investigative report
uncovered how cigarette companies up the nicotine content of cigarettes [50] and
public-health scholars describe how food corporations manipulate unhealthy
products to enhance their addictive appeal [51].
Together, such findings suggest that attributes previously defined as “cultural”
reflect the influences and actions, not just of persons, cultures, or attitudes, but also
of the larger social and economic forces that influence diet, such as the distribution
of resources, the presence or absence of food choices, targeted marketing, and the
condition of infrastructure. Interventions that locate compliance or noncompliance in
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clinic-level decisions risk overlooking, or indeed misdiagnosing, the impact of such
structural forces on individual or cultural morbidities and mortalities.
Case 3: The Punitive Treatment of Women Who Use Drugs During Pregnancy
In fall 1989, the Medical University of South Carolina (MUSC), a state hospital
serving an indigent minority population, began collaborating with Charleston police
and prosecutors to address a perceived increase in babies testing positive for drugs
[52]. Hospital and law enforcement officials instituted what was called the
“Interagency Policy on Cocaine Abuse in Pregnancy,” which allowed for
nonconsensual drug testing of pregnant patients, reporting of results to police, and
arrest of patients who tested positive on charges of child neglect or distribution of
drugs to a minor. Lori Griffin, a patient who went to MUSC for prenatal care, was
arrested pursuant to the Interagency Policy when she was eight months pregnant and
locked up in the decrepit Charleston County Jail. She was transported weekly from
the jail to the hospital for prenatal care in handcuffs and leg shackles. Three weeks
after her arrest, she went into labor and was driven, still in handcuffs and shackles, to
the hospital. Once at the hospital, she was handcuffed to a bed during the entire
delivery [52].
The Interagency Policy resulted in the arrests of more than 40 patients [53], all but
one of them black women. Police arrested some patients within days or even hours of
giving birth and transferred them to jail in handcuffs and leg shackles. The
Interagency Policy was halted five years after its inception, when the National
Institutes of Health determined that it constituted an experiment on human subjects,
which the hospital had been conducting without federally mandated protections for
the women it was testing [54]. In 2001, the US Supreme Court ruled that the policy
violated the women’s constitutional right against warrantless searches [55]. Between
1985 and 1995, at least 200 women in 30 states were charged with maternal drug
use, the vast majority of whom were poor and black and addicted to crack cocaine
[56].
A health problem becomes a crime. How did a health problem—substance use during
pregnancy—become a crime? And how did doctors become complicit both in
portraying substance use by pregnant patients as a criminal offense and in facilitating
their arrest and incarceration? As Roberts has previously shown, doctors made
decisions about their pregnant patients within structure-level shifts in cultural
representations of maternal drug use, generated by national drug policy, longstanding
racial stereotypes, and contemporary media accounts [57]. The identification of a
“crack epidemic” in the 1980s coincided with a 1988 study by the National
Association for Perinatal Addiction Research and Education that found that 11
percent of newborns in 36 hospitals surveyed were affected by their mothers’ illegal
drug use during pregnancy [58]. Policymakers and the media located both problems
in black communities and created a panic over gestational crack-cocaine exposure
[59].
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The diagnosis of prenatal substance use as a crime worthy of punishment depended
on the race of the patients and a long-standing, disparaging mythology about black
mothers. Attitudes originating in slavery painted black mothers as reckless
reproducers whose degeneracy and neglect made them bad mothers [60-63]. In the
1960s, the stereotypical matriarch was held responsible for the disintegration of the
black family, and the Reagan Administration promoted the image of the “welfare
queen” who bred children just to fatten her welfare check and then wasted the money
recklessly on herself.
The pregnant crack addict was added to the iconography of depraved black maternity
during the so-called crack epidemic that began in the late 1980s. The media depicted
mothers addicted to crack cocaine as careless and selfish women who put their love for
drugs above concern for their children [64], as indicated by headlines like 1989’s
“Crack Babies: The Worst Threat is Mom Herself” [65].
In other words, they were portrayed as the exact opposite of good mothers—
“promiscuous, uncaring, and self-indulgent” [66]. The US media also created the socalled “crack baby”—typically assumed to be black, although use of crack and other
illegal drugs cut across racial categories—who was predicted to suffer not only
permanent physical damage but to become a social pariah [59, 67]. In fact, medical
research has since discredited the stereotypical portrayal of the “crack baby” as
scientifically unfounded; researchers simply cannot determine authoritatively which of
the many hazards poor black babies confront caused outcomes attributed in prior
studies to drugs or negligent mothers [68]. Moreover, recent studies found little
difference between poor children who were and were not exposed to crack cocaine in
outcomes such as cognitive and language development, pointing to poverty as causing
more serious harm [69]. The US media exaggerated the extent and nature of harm
crack caused prenatally and erroneously suggested that the problem of maternal drug
use was confined to the black community.
Medical professionals also contributed to a false portrait of pregnant crack addicts
and their babies. The Wall Street Journal quoted a nurse as saying that “the most
remarkable and hideous aspect of crack cocaine seems to be the undermining of the
maternal instinct” [70]. Medical journals focused one-sided attention on studies
showing detrimental outcomes from cocaine exposure. They published four times as
many papers concerning prenatal cocaine exposure as had been published concerning
the prenatal effects of heroin a decade earlier [71].
The caricature of the crack baby—trembling in a tiny hospital bed, permanently brain
damaged, and on his way to becoming a criminal—supported a punitive approach to
the problem of prenatal substance abuse. Legislators, policymakers, and prosecutors
transformed a public health problem that affected all racial, ethnic, and socioeconomic
groups into a crime resulting from black mothers’ depravity that warranted harsh
punishment.
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Structural discrimination. In addition to the structural forces that created the crime of
gestational drug exposure, a second structural context helped to determine doctors’
decisions about their pregnant patients. Testing for and reporting of positive infant
toxicologies were performed almost exclusively in public hospitals, like MUSC, that
served poor minority communities. Private hospitals were less likely to have drug
screening protocols and rarely reported their patients to the police. Several studies
showed that health care professionals were far more likely to report black women who
used drugs during pregnancy than their white patients [72]. A 1990 study in Pinellas
County, Florida, for example, discovered that doctors were ten times more likely to
report black women than white women to government authorities, despite similar rates
of substance use [73].
The racially disparate treatment of prenatal substance use, in turn, helped perpetuate
structural inequities. Black mothers’ crack cocaine use became a primary explanation
for high rates of black infant mortality, a trend long predating the crack epidemic.
Identifying “bad” mothering as the cause of deplorable social conditions diverts
attention away from the structural causes of health inequities and the need for social
change.
The Clinical Implications of Addressing Race from a Structural Perspective
These brief case examples illustrate the complex ways that seemingly clinically
relevant “cultural” characteristics and attitudes also reflect structural inequities,
medical politics, legal codes, invisible discrimination, and socioeconomic disparities.
Black men who appeared schizophrenic to medical practitioners did so in part
because of the framing of new diagnostic codes. Lower-income persons who
“refused” to eat well or exercise lived in neighborhoods without grocery stores or
sidewalks. Black women who seemed to be uniquely harming their children by using
crack cocaine while pregnant were victims of racial stereotyping, as well as of a
selection bias in which decisions about which patients were reported to law
enforcement depended on the racial and economic segregation of prenatal care. In this
sense, approaches that attempt to address issues—such as the misdiagnosis of
schizophrenia in black men, perceived diet “noncompliance” in minority
populations, or the punishment of “crack mothers”—through a heuristic aimed solely
at enhancing cross-cultural communication between doctors and patients, though
surely well intentioned, will overlook the potentially pathologizing impact of
structural factors set in motion long before patients or doctors enter exam rooms.
Structural factors impact majority populations as well as minority ones, and
structures of privilege or opulence also influence expressions of illness and health.
For instance, in the United States, research suggests that pediatricians
disproportionately overdiagnose ADHD in white school-aged children [74]. Until
recently, medical researchers in many global locales assumed, wrongly, that eating
disorders afflicted only affluent persons [75].
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Yet of late, medicine and medical education have struggled most with addressing
ways that structural forces impact and disadvantage communities of color. As
sociologist Hannah Bradby rightly explains it,
hypothesizing mechanisms that include the micro-processes of
interactions between patients and professionals and the macroprocesses of population-level inequalities is a missing step in our
reasoning at present…. [A]s long as we see the solution to racism
lying only in educating the individual, we fail to address the
complexity of racism and risk alienating patients and physicians alike
[76].
Imparting Structural Awareness
It is of course the case that many lessons of history are learned only in retrospect.
Interventions that arise out of good intentions, such as diagnostic criteria, dietary
guidelines, or public-health safety precautions, are only later revealed to enhance
structural disparities.
So too, the notion that health or stigma might be addressed by structural engagement
has long functioned as common sense in many parts of the world [77, 78]. In the
United States, however, an ideological framework centered on “individual choice”
and “individual responsibility” often makes attempts to improve health
infrastructures or health/race/wealth inequities more difficult [79].
Working to address this inadequacy, US medical and public health schools have
recently begun a series of initiatives that attempt to make students aware of the
structural components of race, socioeconomics, illness, and health. For instance,
Hatzenbuehler, Link, and other public-health scholars [16] initiated a series of
projects that explore the relationships between “structural stigma and health.” They
research how “macro-social” forms of stigma—termed “structural stigma”—work
invisibly to disadvantage stigmatized persons. Quesada, Hart, and Bourgois [80] use
anthropological methods to analyze “structural vulnerability” to help physicians
identify how political, economic, racial, and gendered social structures or hierarchies
produce vulnerability for particular groups of patients.
Metzl’s and Hansen’s formulation of structural competency [5] similarly attempts to
elucidate the relationship between the microprocesses of interactions between
patients and doctors and the macroprocesses of population-level inequalities. Its
interdisciplinary theoretical model emerged from a historical study of race and
mental illness, brought to bear on medical education more broadly. The common aim
of these initiatives is to develop more nuanced ways of identifying forces that
influence health outcomes beyond the level of individual behavior and to
systematically train health care professionals to take this larger structural context into
account when treating patients.
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Concrete Ways for Health Care Professionals to Become More Structurally
Competent
Specific steps include:
1. Be skeptical of race-based differences in diagnosis. Findings such as the
overdiagnosis of schizophrenia in African-American men [20] or of
neurologic syndromes in Latin American populations [81] were initially held
to result from biological differences among “ethnic” groups, only to later be
discovered to have social or structural etiologies [82, 83].
2. Create alliances between doctors and other professionals who serve the same
vulnerable patients to better address the multiple and entangled structural
forces that affect patients’ health. Programs that partner doctors and lawyers,
such as the Medical-Legal Partnership in Boston, integrate legal assistance as
a core component of patient health care to address the complex needs of lowincome patients and ensure that they can meet their basic needs of food,
housing, employment, family stability, and safety [84]. Medical-legal
partnerships also “go beyond curing an individual” by working to improve
conditions, such as dangerous housing, for entire communities [85].
Similarly, clinician Mindy Fullilove partners doctors with community-based
organizations, urban planners, and architects to “treat” cities that have been
“fractured and wounded” by racial segregation, urban renewal, and redlining
policies that discriminate against inner-city neighborhoods, with the ultimate
aim of creating healthy spaces for use by all city residents [86].
3. Be creative in addressing extraclinical structural problems. For instance,
when medical students in Tennessee observed that minority and low-income
patients failed to comply with instructions to take their medications after
meals because they had to travel more than two hours to reach the nearest
grocery stores, they created a social enterprise program called Nashville
Mobile Market that partnered with community organizations to deliver food
and other items to impoverished areas in refrigerated food trucks [87]. So too,
Health Leads, an organization founded by Rebecca Onie while she was an
undergraduate at Harvard University, provides resource desks in the waiting
rooms of urban health centers. At these sites, doctors “prescribe” a wide
range of basic resources, like food assistance or heating fuel subsidies, which
Health Leads’ volunteers “fill” [88].
4. Learn from social science and humanities disciplines such as sociology,
anthropology, history, and critical race theory to be more aware of the ways
racism is embedded in institutions and operates apart from the blatant acts of
individual bias. As sociologist Eduardo Bonilla-Silva notes in his classic
Racism Without Racists, seemingly colorblind policies that focus on
individuals can leave in place the structural roots of racial inequality [21, 89].
5. Draw lessons from other professions that have taken active steps toward
addressing structural racism. For instance, the National Association of Social
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Workers convened a presidential task force subcommittee on institutional
racism. The report produced by the subcommittee, “Institutional Racism and
The Social Work Profession: A Call to Action,” urged social workers to
develop a “knowledge base, theories, and values to understand relevant social
issues,” understand historical notions of race and racism, and “look in the
mirror” as a means of self-reflection [90]. The report ultimately called for a
series of short- and long-term steps aimed at investigating and challenging
structural racism, including “dialogue and inclusion/become partners and
allies,” “interpersonal capacity and collaboration,” “social work organizations
becoming antiracist entities,” and “focus on client, community, and social
policy” [90]. Meanwhile, the Grassroots Policy Project produced a workbook
for “Dismantling Structural Racism” that includes a guide to “Racial Justice
Policy Development” [91]. And the city government of Seattle, Washington,
approved funding for “technical assistance” to Seattle’s network of human
services agencies to build their capacity to address structural racism [92].
6. Speak up more vocally about structural issues that impact patients—
politically. In the current US political landscape, the loudest political voices
that emerge from medicine are often unfortunately those that argue for
dismantling many of the social-support networks and infrastructures that
ameliorate the effects of structural stigma and racism [93]. Meanwhile,
organizations such as Physicians for a National Health Program (PHNP) that
speak out against the inadequacies of health insurance and advocate for
single-payer national health insurance are frequently marginalized. Given this
climate, the US vitally needs coherent voices from within medicine to argue
for the medical and moral necessity of assuring equitable health and health
care for everyone.
Conclusion
In sum, the call for structural competency encourages US medicine to broaden its
approach to matters of race and culture so that it might better address both
individual-level doctor and patient characteristics as well as the “institutional”
factors that Carmichael rightly described as potentially “destructive of human life”
[7]. Structural competency and other emerging approaches theorize ways to reconceptualize social and economic influences on health so that they can be more
effectively addressed by medical practitioners and professional organizations.
Promoting awareness of structural forces serves as a small first step toward
recognition of the web of interpersonal networks, environmental factors and
political/socioeconomic forces that surround clinical encounters. At the same time, it
provides a means of encouraging new forms of coalition between knowledge about
diseases and bodies and expert analysis of social systems in ways that, over time,
might help put notions of structure at the center of US conceptualizations of the
relationships between race, law, economics, illness, and health.
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