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Abstract 
Racial essentialism—the belief that socially constructed racial categories 
reflect “inherent” biological differences—exacerbates learners’ racial 
prejudice and diminishes their empathy. Essentialism hinders health 
professions education programs’ capacity to generate a health care work 
force that motivates ethics and equity in health care and research. This 
article suggests how health professions educators and institutions 
should reform pedagogy on race, when clinically relevant, to emphasize 
racism as the root cause of health inequity. Publishers of research also 
have key roles in reform and should enforce appropriate and just 
references to race in journals and health professions education content. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Essentialism and Inequity 
In a large 2005 survey, 22% of respondents supported a genetic explanation of racial 
inequality.1 Racial essentialism—the belief that racial groups form discrete genetic 
categories; that individuals of the same racial category are biogenetically similar; and 
that different races are fundamentally different—can cause people to perceive racial 
outgroup members as less worthy of affection and assistance.2,3,4,5 Indeed, the 
psychology literature demonstrates that essentialist thinking correlates with greater 
dehumanization of and heightened discrimination against racial outgroups and is 
actually a causal factor in increased racial prejudice.6,7,8,9,10,11,12,13 
 
What’s more, racial essentialism lessens motivation for redress of social 
inequities.14,15,16 For example, adults who believe that some groups lack biological 
potential to be highly intelligent and children who believe that human traits are 
immutable are less likely to support measures—such as affirmative action, welfare, tax-
reductions (adults), or volunteering (children)—designed to repair social 
inequality.17,18,19,20,21,22,23 In a study of undergraduate students, those who were primed 
to perceive race as a social construct instead of a biological characteristic have been 
shown to be more emotionally distressed by social inequality.15 Conversely, participants 
primed to view race as a biological construct were more likely to see inequalities as 
unproblematic and were less interested in sustaining social contact with individuals of 
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other races.15 More generally, racial essentialism justifies negative attitudes and 
perpetuates inequity24,25; thus, it is immoral. In the face of devastating educational, 
economic, housing, and health inequities in communities of color, genetic conceptions 
of race are direct threats to justice. 
 
This article provides evidence of the ubiquity and negative consequences of racial 
essentialism. It also offers recommendations for how health professions educators and 
institutions can reform pedagogy regarding race and racism to combat these harms and 
suggests a role for publishers in enforcing appropriate and just references to race in 
journals and health professions education content. 
 
Origins of Racial Essentialism 
Even innocuous references to racial biology can reinforce learners’ conviction in racial 
essentialism and negatively alter their attitudes.15,26,27,28 An announcement declaring 
that “Research studies indicate there are some medical treatments that work better for 
Black men and women,” for example, increased anti-Black discrimination in learners 
despite its intent to promote public health.29 American biology textbooks repeatedly 
include problematic essentialist teaching that increases student acceptance of racial 
determinism.30,31,32,33,34,35,36,37 References to sickle cell anemia’s prevalence in Black 
populations or mention that an individual’s race can be determined from skeletal 
remains, for example, are common.34,36,37 
 
Implicit racial bias not only perpetuates an incorrect understanding of race but can also 
elevate levels of racism and contribute to health care inequities.29,38,39 Recent research 
has found that when students read about racial differences in the epidemiology of 
genetic diseases, they had “(i) greater belief in a genetic cause for racial differences in 
behavior … (ii) greater tendencies to use genes to explain the racial achievement gap … 
and (iii) lower intentions to fix this gap if they already believe[d] that race was biological” 
compared to peers who received identical instruction on skeletal forensics, cystic 
fibrosis, and sickle cell anemia absent racial terminology.40 Students who received 
racialized instruction also demonstrated significantly less interest in socializing with 
outgroup peers and were less supportive of efforts to address racial education 
disparities.41 Notably, these differences in beliefs—engendered after 4 text-based 
biology lessons that implied bioessentialism—persisted for weeks.41 
 
Of great concern, then, is that across classrooms and clinics, health care learners are 
constantly trained with race-based materials that fuel notions of genetic racial 
determinism.42,43,44,45 If even K-12 students receive repeated incantations on racial 
essentialism,37 imagine the extent of racialized messaging internalized by physicians 
who complete years of advanced, postgraduate biology coursework. What consequences 
does this messaging have on their ability to humanize patients, reign in implicit bias, 
and act against social inequities? 
 
In their seminal work on bioessentalist teaching, William and Eberhardt demonstrate 
that even unassuming classroom discussions of racial essentialism engender racial 
prejudice and greater acceptance of racial inequity.15 They magnify the significance of 
their findings by emphasizing how easily subtle messaging about racial determinism can 
potently alter attitudes and behavior. They give the following example: 
 
Imagine two people, each driving to work to meet a new coworker while listening to talk radio. In one car, a 
doctor is explaining why she uses racial group membership to tailor her diagnoses and treatment decisions, 
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arguing that the underlying biology of race affects how individuals respond to different drugs…. In another 
car, a historian is describing the changing boundaries of racial groups in American history, pointing out that 
“color” lines have typically been drawn to correspond to economic and political inequities, not physical 
differences…. If the new coworker is of a different racial group than our drivers, his or her outcomes may 
well be affected by something as innocuous as the topic of drive time radio.15 
 
It is notable—and frightening—that these scholars of bioessentialism chose a physician 
as a prime example of how such messaging can inflict harm. This example highlights the 
degree to which genetic portrayals of race thrive in medicine45 and underscores a final 
point: if essentialist conceptions of race have been shown to be antithetical to health 
justice, they have no place in medical education. 
 
Race in Medicine 
Everywhere you look in medicine, racial labels abound. They exist in coursework, 
textbooks, and national board assessments.42,43,44,45,46 They flounce across clinical 
resources, swagger in racialized treatment algorithms, and guide diagnostic 
protocol.45,47 
 
From the moment patients enter the health care system, race affects their care. It 
manifests in kidneys and lungs in the form of problematic race corrections for renal and 
pulmonary function.48,49,50 It sits in bladders and wombs as a consideration for urinary 
tract infection and sexually transmitted infection risk.45 Race tracks along veins (heart 
failure medication, Joint National Committee hypertension guidelines), buries itself in 
bones (Fracture Risk Assessment Tool Osteoporosis Tool®), thumps in the heart 
(atherosclerotic cardiovascular disease risk calculator), and lumps tightly in the breast 
(breast cancer risk assessment).45 
 
Where race goes, medical students are asked to follow. So they memorize racial 
associations for cystic fibrosis, sarcoidosis, amebiasis, and gallstones.46 Recent studies 
have found that 96% of preclinical lecture slides mentioning race at a single institution 
employ racially essentialist teaching43 and that a majority of biomedical scholarship fails 
to define operative variables of race or ethnicity even when the authors’ conclusions rely 
on assumptions of fundamental racial difference.51,52,53 Racial essentialism is thus 
deeply rooted in physician training; reifies harmful, reductionist logic; and needs to be 
addressed.24,42,43,44,45,48,51,52,53,54,55,56,57,58 Although curricular reform efforts are 
underway, these activities are sparse, in a minority of institutions, commonly elective, 
and often bolstered by the labor of student activists.42,43,44,46,54,58,59 
 
But racial essentialism is learned even without explicit teaching. Generic statements, 
such as “girls wear pink,” imply categorical uniformity and can increase essentialist 
biases in learners.37,60 Research shows that belief that a category is meaningful, 
informative, and essential can be transmitted from parents to children simply through 
use of generic language.60 If these lessons can be passed unconsciously within families, 
they can be transferred from attending physicians to students. So when Black residents 
are referred to as “you people,” or when trainees hear “African Americans get sickle cell 
anemia,” “Hispanic women complain about total body dolor and are unreliable 
historians,” or “Asian American tissue is more friable,” these generic statements might 
intensify biases.61 It is horrifying that a 2016 study demonstrated that a significant 
proportion of medical trainees believe in fundamental racial differences, including that 
Black nerve endings are less sensitive and Black skin is thicker.62 This finding may help 
to explain why Black patients—even children—suffer from deficient pain management in 
the hospital.63 
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There are other dangers of racial essentialism in medicine. Essentialist medical 
approaches contribute to not only interpersonal racial biases but also systemic racial 
biases that create spurious standards of care for patients of color, delay diagnoses, and 
inhibit patients’ ability to access surgeries, treatments, and social 
resources.39,45,48,49,64,65 It is shocking that racially essentialist teaching that has been 
demonstrated to increase belief in immutable racial capacity, create prejudice, and 
diminish support for policies redressing inequity looks identical to contemporary medical 
education materials37,40 (see Figure). Given these documented harms, teaching racial 
essentialism as a part of physician training is, as Donovan cogently writes, tantamount 
to “playing with fire.”37 
 
Figure. Differences Between the Racialized and Non-racialized Textsa 

 
a Reproduced with permission of John Wiley & Sons from Donovan.37 © 2013 The Authors. Journal of 
Research in Science Teaching published by Wiley Periodicals LLC on behalf of the National Association for 
Research in Science Teaching. 
 
Eliminating Racial Essentialism  
Because race will not (and should not) cease to exist as a variable in scientific research 
or social identity, literacy on race is necessary for medical training.47,66 Yet many 
physicians admit they do not feel comfortable applying race-based metrics in clinical 
practice,43 even as they are instructed that race is a biological risk factor.43,50 And 
though many doctors readily decry racism, racial essentialism—and the race-based 
medical protocols it informs—are not always recognized as examples of structural racism 
that harm communities of color.39,42,43,45,48,49 
 
Medical education can facilitate inequity or promote justice.37,56,67 The Liaison 
Committee on Medical Education (LCME) standard 7.6 in 2021 required medical 
schools to provide training on “[r]ecognition of the impact of disparities in health care on 
all populations and potential methods to eliminate health care disparities.”68 But in the 
2017-2018 academic year, only 40.2% of accredited US medical schools documented 
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curricular content on racial disparities.69 Because this educational requirement is an 
initial metric of success, medical institutions and the LCME should seek 100% 
compliance with this requirement in the coming years. It is important to recognize that 
even existing curricula on social determinants of health are not standardized, rarely 
integrated, and seldom engage with analysis of the political economies that engineer 
institutional racial inequities.56,69 Teaching social determinants of health as facts rather 
than as an impetus for social change has left these pedagogical attempts on a “road to 
nowhere.”56 To prepare learners to think critically when faced with racialized clinical 
data in their careers and to support learner commitment to health equity, education on 
race-based medicine should encompass analytic frameworks supplied by critical race 
theory.45,54,69,70,71,72,73 
 
Without active undoing, maltreatment will continue across geographies and generations. 
As a first step, medical schools should systematically analyze how racial essentialism is 
being mobilized in current curricula. Efforts to catalog and reform bioessentialist 
teaching have been undertaken by advocates at the Warren Alpert Medical School of 
Brown University (AMS); the Perelman School of Medicine; the University of California, 
San Francisco; and Boston University School of Medicine, among other institutions, and 
demonstrate that rectifying existing issues requires new and explicit teaching on race, 
racism, and inequity for students, faculty, and administrators alike.43,54,58,59 The 
teachers need to be taught, too. Beyond undergraduate environments, making LCME 
compliance feasible will require commitment from national authorities in graduate 
medical education and continuing medical education as well. 
 
These endeavors must be explicitly valued and compensated and institutionally 
supported. At AMS, for example, students petitioned to establish a dedicated fellowship 
and remuneration for continued work on equity and critical education. This effort 
assisted in the formation and implementation of the Brown Advocates for Social Change 
and Equity Fellowship,74 which expanded programmatic training across the institution. In 
parallel, officially recognizing faculty members’ labor in justice work through metrics that 
support tenure and clinical buy-in is critical. Relying on voluntary efforts of professionals 
of color increases the minority tax—the undue burdens placed on minority faculty for 
improvement in institutional equity—underestimates the power of racial inequity and 
undermines the implementation of systematic and sustainable reforms.75 
 
Disrupting the foothold of bioessentialism in medicine will take concerted effort in 
multiple arenas. In addition to educational reform, journalistic mandates for the proper 
use of racial labels in scientific research must be enforced. Because utilizing race in the 
production of scientific knowledge is complex and can cause harm, clear guidelines—like 
those accepted by the Council of Science Editors—are readily available.76,77 They are, 
however, often not followed.51 Editorial boards should require adherence to these 
standards during review and prior to publication. From a practical standpoint, scientists 
who do not possess nuanced comprehension of race would face difficulty publishing 
scholarship. Thus, this measure would incentivize institutions to ensure that trainees are 
equipped with a robust understanding of race and inequity, as doing so would facilitate 
successful careers in academic medicine. 
 
As part of developing an accurate understanding of race, physicians must also acquire 
strong command of structural racism.78,79,80 Even now, fables of genetic racial 
differences are being investigated to explain racial inequities in the SARS-CoV-2 
pandemic.81,82,83,84 This type of theorization—which is propounded in prestigious medical 
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journals today—implicitly sanctions devastating racial health inequities as the natural 
result of biological variance rather than spotlighting injustices in labor, education, 
housing, incarceration, health care, and social investment that are the roots of 
disproportionate pandemic misery.85 
 
Conclusion 
Unfounded theories of racial biology will not elucidate or remedy the disturbing racial 
injustices of today. Instead of mitigating racial injustices, race-based medicine ignores 
centuries of inequity and forces patients into a cage of reductionist logic whereby their 
disparate suffering is deemed predetermined. Recent studies also demonstrate that use 
of race-based clinical tools causes systematic underdiagnosis (or overdiagnosis of some 
conditions) and undertreatment of populations of color.86,87,88 In obscuring the realities 
of racism, this iteration of bioessentialism labels bodies of color as inherently deficient, 
abnormal, or substandard, which not only adds to the burden of racist stigma but also 
suggests that, without people of color, society would be free of excess disease, crime, 
and poverty.50,89,90 
 
The continued entrenchment of racial essentialism in medical practice and training 
engenders harm, operates in violation of existing scientific consensus, and ultimately 
impairs the advancement of scientific scholarship and health equity.15,37,41,91 Amidst 
national conversations on race and racism, medical educators and physician scholars 
should abolish racial essentialism. 
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