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The “Primitive Pelvis,” 
Racial Folklore, and Atavism 

in Contemporary Forms 
of Medical Disenfranchisement

i first met shauntay johnson in the Alpha WHC as she waited for 
her appointment in the High Risk Clinic. In those fi rst few minutes of 
meeting her, she struck me as a nice, pleasant woman with a great sense of 
humor. I immediately asked her if she would like to participate in my 
study by sitting down with me for an in- depth interview. She seemed happy 
to agree, and we talked for the next hour- and- a-half about everything 
that came to mind.

Shauntay, a pretty, twenty- four- year- old Black woman who had lived in 
Harlem all of her life, was twenty- nine weeks pregnant with twins: two 
baby boys. Her sons would join Shauntay’s already full family: unmar-
ried, she had a set of four- year- old twin girls (whose father had only re-
cently begun to give Shauntay $175 per month in child support) and a 
three- year- old son (with whose father she was romantically uninvolved, 
but who remained a friend and active co- parent). While the pregnancy 
was unplanned, and although she had no intention or desire to involve 
the father of her unborn twins in their lives, she was more than optimistic 
about the future: she had the support of her mother, brother, and her three- 
year- old son’s father— who, although biologically unrelated to Shauntay’s 
twin girls, helped to raise them as well as their son. “We  were friends be-
fore I got pregnant [with our son]. And we are friends now.” Indeed, when 
Shauntay informed him she was newly pregnant, he was disappointed at 
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fi rst. “He said, ‘How can you do this to me? You already have the twins. 
You got Ju nior. And now you’re going to have twins again?” But, he quickly 
changed his tune and reassured her that he would be a presence in all of her 
children’s lives. “He said, ‘I’m still  here. My number hasn’t changed. If you 
need to me to change diapers, I’ll change diapers. If you need me knock 
[the new babies’ father] out, I’ll knock him out.’ ”

Shauntay had been receiving prenatal care at Delta Hospital, a smaller 
public hospital close to her home, but her obstetrician there had recom-
mended that she be seen at Alpha because it had superior ultrasound 
equipment. I asked her why the ultrasound technology at Delta— where 
she had delivered her twin girls and younger son— was insuffi  cient. She 
explained:

 shauntay: Yeah— one of the babies has some type of kidney problem— 
they  couldn’t tell the diff erence at the other clinic. Th ey 
didn’t know what it was. First, they  were like, “Maybe you 
have another kid.” Th e lady was just seeing something 
diff erent with that machine. So, they sent me  here. I guess, I 
don’t know— I didn’t get to . . .  I guess they will see some-
thing more, or— maybe it isn’t what they thought it was at 
the other hospital. Because they thought it was something 
worse than what it really is. But, still, I have to come  here 
every week.

 khiara: Now,  were you worried when they told you that the baby 
might have a kidney problem?

 shauntay: No, because they told me that it appears to be hereditary. And 
I know that it’s from the father’s side— it’s not my side. I 
mean, it’s not nothing you go home and say, “Oh Lord.” 
[laughs] I mean, as long as it could be fi xed and you catch it at 
an earlier time than later. . . .  I mean, I don’t worry myself 
about a lot of stuff . Because I have other kids. I don’t have that 
kind of time to be worrying about everything. . . .  It’s better 
for me to come  here because they see more and they are a little 
more eff ective. But, the other place, I just  couldn’t go.

Shauntay assured me the twin’s condition was “no big deal,” even 
though the obstetrician at the other hospital informed her that he would 
have advised her to terminate the pregnancy had he known about the 
twin’s condition earlier.

p a r t  i i  /  r a c e



4  /  m e d i c a l  d i s e n f r a n c h i s e m e n t 1 0 5

It was a big deal at the other hospital because the doctor, he’s not— how 
do I say this?— sensitive in any way. He was like, “Well, if I would have 
known this way before, I could have gave you the shot and you could 
have gotten rid of that one. Th is kid is going to have a life of going to the 
hospital. You don’t want that— but it’s already too late.”

She told me that had she had a more vulnerable personality, the doctor’s 
callous prognosis of her twin’s condition would have troubled her.

If I was that type, he would have just— I would have been so sick [upset]. 
I would have been going through depression. You know what I’m saying? 
He would have really had my head somewhere. But, like I said, you don’t 
let it faze you. He made me mad, but I  wasn’t ready to cry or nothing 
like that. I wanted to fi ght him, though. [laughs]

When she was called into her appointment with the physician, ending 
our interview, Shauntay gave me a hug and told me she would see me 
soon— which pleased me, as I was looking forward to following her 
throughout the remainder of her pregnancy and meeting her twin boys 
when they arrived. But, I never saw Shauntay again. Realizing her absence 
in the clinic one day, I checked her medical rec ords to see if I could track 
her down. Th e notes in her chart told a tragic story.

Shauntay had been referred to Alpha from Delta because Delta was 
unequipped to handle the severity of the condition from which Shauntay’s 
baby suff ered. Th e Delta ultrasound had revealed that one of her twins 
(referred to as Twin B in her medical rec ords) had anechoic structures 
overlying both of his kidneys— an ominous fi nding. Moreover, the ultra-
sound detected hydronephrosis (a swelling of the kidneys that occurs 
when the fl ow of urine is obstructed) as well as hydroureter (a swelling of 
the ureter). Both conditions imply that the ureter and the connection of the 
ureter to the kidney have been overfi lled with urine. Th e severity of this 
condition was exacerbated by Twin B’s growth having shown restriction 
(a condition called IUGR, or intrauterine growth restriction). Moreover, 
Shauntay’s physicians also noted that Twin B suff ered from AEDF, or 
absent end- diastolic fl ow, indicating that the placenta was not working 
properly and the fetal heart was struggling. A diagnosis of IUGR with 
AEDF is a dire one, and most fetuses with the condition do not survive 
absent immediate delivery.
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On the same day I talked to an upbeat, laughing, and joking Shauntay, 
she was admitted to the hospital for the monitoring of Twin B’s condition 
and given a course of dexamethasone to promote fetal lung maturity in 
anticipation of a potential preterm delivery. Th e medical rec ords indicate 
that because Twin B was only being monitored daily, as opposed to con-
tinuously, Shauntay requested to be discharged the following day— most 
likely because she had three children at home for whom she needed to 
care. She agreed to return to the hospital daily for her physicians to check 
on Twin B’s status. As planned, Shauntay returned the next day. A sono-
graphic assessment of Twin B revealed his condition had worsened; more-
over, although a fetal heartbeat was found, there was no spontaneous move-
ment or breathing. Shauntay was counseled that Twin B would die if he 
was not delivered immediately. Complicating the matter was the fact that 
Twin A was completely healthy. If Twin B was delivered, Twin A would 
have to be delivered also— at only twenty- nine- weeks gestational age. A 
physician noted in the medical rec ords, “Th e patient was counseled that if 
she desired to intervene for the sake of twin B, that intervention should be 
via immediate cesarean delivery. If she did not desire to intervene for the 
sake of allowing twin A to have more time to grow in utero, that was 
an acceptable alternative, but that likely twin B would not survive until a 
time when twin A could safely deliver.”

Faced with such an unthinkable choice, the rec ords indicate that 
Shauntay “opted to leave to speak with [her] pastor regarding the religious 
implications of this decision.” She was advised against leaving, as the pos-
sibility of intervention at that point was still open, but might have closed 
by the time she returned. She nonetheless insisted on it, promising to come 
back when she had reached a decision. (Interestingly, a nurse who had 
cared for Shauntay in the labor and delivery ward told me Shauntay had 
left that day because “she said someone had been rude to her. I don’t know 
who it was— a nurse or PCA or someone. But, she said that someone 
was rude and she wanted to leave.”)

Shauntay returned the next day, having decided to undergo a C-section 
delivery of both twins. After delivery, Twin A was placed in the neonatal 
intensive care unit. Twin B, however, died shortly after being removed 
from the womb. Th e rec ords sanitize the horror of the event: “[Patient] 
was told of Twin B’s demise and patient requested time to herself.”

p a r t  i i  /  r a c e
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r aci a l dispa r it ie s  in infa nt 
a nd m ater na l morta l it y

At present in the United States, the infant mortality rate for Black babies 
is nearly two- and- a-half times higher than for white babies. Th is disparity 
has persisted despite the overall decline in infant mortality rates over the 
years. Th ere has not been even a narrowing of the racial gap; although 
fewer infants died last year, the rate at which Black babies died remained 
twice that of white babies.

Perhaps it is easy to disconnect these shameful statistics from the experi-
ence they quantify and describe. Perhaps the estrangement that numbers 
produce dulls the senses and prevents outrage. Perhaps this explains the 
relative lack of public outcry and protest over what can dispassionately be 
called “racial disparities in infant mortality.” But, Shauntay puts a face on 
the otherwise disembodied numbers and rates. Instead of carry ing home 
two babies wrapped in blue blankets, Shauntay brought home one baby 
and planned a funeral for the other. An empty crib in her apartment would 
remind her of the baby who did not live, until she managed to— not quickly 
enough— give the unused crib to a pregnant friend. She would have to think 
of a story to tell all her neighbors who knew she was expecting twins; until 
word got around that one of her infants had died, how would she respond 
to the inquiry, “Where’s the other baby?” Would she ever tell the baby 
who lived that he had a twin? Would she ever be able to look at her son 
and not be reminded of the other son who died?

Infant mortality among African Americans in 2000 occurred at a rate 
of 14.1 deaths per 1,000 live births— more than twice the national average 
of 6.9 deaths per 1,000 live births. Perhaps these facts and fi gures alienate 
those reading them from the human tragedy they condense. Black women 
experience Shauntay’s ineff able pain at twice the rate of their white coun-
terparts. Black women are twice more likely to know what it feels like to 
give birth, but have no child to mother.

Racial disparities in maternal mortality in the United States are equally 
lamentable. Black women die from causes linked to pregnancy and child-
birth at more than three times the rate of white women. In New York City, 
the maternal mortality rate for Black women was more than fi ve times that 
of white women. “In fact, 1 of every 2,500 black women in New York City 
who becomes pregnant dies. Th e similar fi gure for white women is 1 in 
14,000” (Fang, Jing, Shantha Madhavan, and Michael H. Alderman 2000, 
742). And although New York City’s maternal mortality rate exceeded that 
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of the nation as a  whole, this excess is due to the elevated maternal mortal-
ity rate experienced by Black women. “Indeed, if all New Yorkers experi-
enced the mortality of its white women, the rates for the city would be 
indistinguishable from the country as a  whole” (743).

Fortunately, during my fi eldwork I never met a pregnant woman who 
died during or shortly after her pregnancy; consequently, I cannot pro-
vide an ethnographic story that can help to personify the abstract fi gures. 
But, “maternal mortality” means a child will grow up never knowing the 
mother who gave birth to her. Maternal mortality means a husband, boy-
friend, or partner somehow will have to balance the joy of welcoming a 
new life with the devastation of encountering death. Maternal mortality 
is an event that, despite a cause of death being noted on the death certifi -
cate, remains inexplicable to those it aff ects. And so, when one understands 
maternal mortality as such— as a personal, indefi nable disaster— it seems 
manifestly unfair that this burden is imposed disproportionately on Black 
women, Black families, Black people.

Th e leading causes of maternal death have been identifi ed as hemor-
rhage, pulmonary embolism, pregnancy- induced hypertension (leading 
to preeclampsia and eclampsia), puerperal infection, and ectopic preg-
nancy. Th at these conditions aff ect Black women with a disproportion-
ate frequency and are more fatal has been attributed to the higher rates 
among Black women of high blood pressure, preexisting and gesta-
tional diabetes, and obesity. Indeed, one study reported that 54 percent 
of women who died from pregnancy- related causes had a history of 
chronic disease— among them hypertension, cardiac disease, diabetes, 
schleroderma, and sickle cell. Obesity was the most commonly identifi ed 
condition (Campbell 2007). Th ese are all conditions, in addition to de-
creased health care access (due to poverty), which aff ect Black women at 
disproportionate rates. Such information has led some researchers to con-
clude that to bring white and Black maternal mortality rates to parity, we 
ought to “eliminate socioeconomic disadvantage” by increasing Black 
women’s access to early prenatal care, then monitoring them more closely 
for hypertension and diabetes while attempting to control the eff ects of 
obesity. Th is increasingly pop u lar view explains racial health disparities as 
wholly a function of class and preexisting medical conditions while saying 
nothing about the individuals under whose care Black women are dispro-
portionately dying.

However, at least one study challenges the conclusion that it is class 
that is the problem, disputing the claim that Black women are dying be-
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cause they are poor and not because they are Black. Fang et al. (2000) 
released a study showing that although socioeconomic factors (such as 
marital status and educational achievement)  were strongly correlated to 
maternal mortality for non- Black women, such factors had relatively little 
impact on the incidence of maternal mortality for Black women. Th e au-
thors report “unmarried non- black women had a maternal mortality ratio 
more than twice that for married women, and non- black women with less 
than a high school education had more than six times the mortality 
ratio that did those with high school education and above.” Meanwhile, a 
relationship between these socioeconomic factors and maternal mortality 
was not readily apparent for Black women: “[T]he mortality ratio of un-
married black women was indistinguishable from that of married black 
mothers, and black mothers with less than a high school education had 1.5 
times the mortality of blacks with at least a high school education” (739). 
Similarly, for non- Black women, there was an association between resi-
dence in a low income community and higher maternal mortality rates. 
No comparable association was found for Black women; they  were as likely 
to die from a pregnancy- related cause without regard to the affl  uence of the 
neighborhood within which they lived. Accordingly, Fang’s study sug-
gests referring to the phenomenon as “racial disparities in maternal mor-
tality” is not a red herring. Th at is, race has everything to do with why 
Black women are more likely to die in the path toward motherhood— 
and not simply because race follows class closely in the United States.

Racial disparities in infant and maternal mortality are part of a larger 
phenomenon of racial health disparities experienced by Black people 
in the United States. Th at Black persons suff er from certain diseases at 
higher rates and die younger than their white counterparts has been well- 
documented in the literature (Institute of Medicine 2005; Offi  ce of Mi-
nority Health and Health Disparities 2009; National Center for Health 
Statistics 2007). Again, that Black people are disproportionately poorer 
than white people in the United States— and therefore more likely to be 
uninsured and lack access to regular health care— does not entirely ex-
plain away these disturbing statistics. Th e Institute of Medicine (IOM), a 
not- for- profi t, nongovernmental or ga ni za tion that is part of the Academy 
of Sciences, released a report arguing that the poverty in which Black 
people disproportionately live cannot account for their being sicker and 
dying younger than their white complements. Th e IOM found “racial and 
ethnic minorities receive lower- quality health care than white people— 
even when insurance status, income, age, and severity of conditions are 
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comparable” (Institute of Medicine 2005). “Lower quality health care” is 
not an amorphous, intangible concept; instead, it signifi es the concrete, 
inferior care physicians give their Black patients. Th e IOM reported mi-
nority persons are less likely than white persons to be given appropriate 
cardiac care, to receive kidney dialysis or transplants, and to receive the best 
treatments for stroke, cancer, or AIDS (6– 7). Mincing few words, the IOM 
described an “uncomfortable reality”: “some people in the United States 
 were more likely to die from cancer, heart disease, and diabetes simply be-
cause of their race or ethnicity, not just because they lack access to health 
care” (3).

Th e IOM gestures toward a phenomenon that, although going un-
named in the literature, could do much to explain racial disparities in 
health: physician racism. Th at is, perhaps the racist beliefs of physicians 
explain why Black persons do not receive the most eff ective and desirable 
tests, treatments, and therapies for their conditions. Perhaps physicians’ 
devaluation of Black bodies— for no reason other than the fact that that 
they are Black bodies— explains why Black women die from pregnancy- 
related causes at three to four times the rate of white women. Perhaps the 
lesser regard with which physicians hold Black lives explains why Black 
infants die at more than twice the rate of white infants. Indeed, perhaps 
racism practiced by the persons who are empowered to care for them par-
tially explains Black people’s status as the sickest racial group in the United 
States.

Other factors named in the literature also contribute to racial health 
disparities— such as the disproportionate levels of poverty among Black 
people, which increases the likelihood they will also suff er from poor nu-
trition and obesity. Moreover, disproportionate levels of poverty increase 
the likelihood Black people will lack access to regular medical care, which, 
in turn, decreases the likelihood that medical problems will be caught at 
an earlier, treatable stage. But, these facts should not be used to argue that 
physician racism should be dismissed as an impossibility or irrelevancy— as 
if physician racism exists only in thought experiments (or, if it actually 
does exist, has no relationship at all to the racial disparities in health that 
shorten the lives of Black people across the nation).

A caveat: the discussion contained in this chapter may be accused of 
lapsing into individualism while losing sight of structures of racism. 
Th at is, it may be taken to argue that bad, racist behaviors of individual 
physicians— as opposed to more macro, institutional forces— produce the 
racial disparities in health that are so well- documented. If racist behaviors 
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are the cause of the phenomenon, the way to eliminate racial disparities in 
health would be to rid the medical establishment of its bad actors. Once 
the guilty parties no longer practice medicine in the United States, we can 
expect parity among the races in all indexes of health. However, the ensu-
ing discussion of physician racism should not at all be taken to advocate 
this position. Instead, individual racism exists simultaneously to and along-
side structures of racism. Accordingly, bad, racist behaviors of individual 
physicians— in addition to more macro, institutional forces— produce the 
racial disparities in health. Physicians harboring racist beliefs (and physi-
cians not harboring racist beliefs) practice medicine within institutions 
that function to both reiterate racial and racist discourses and to maintain 
racial in e qual ity. Ridding the medical establishment of individual bad 
actors will not eradicate the large and small structures that are also re-
sponsible for racial disparities in health— structures that range from pop-
ulation discourse (which I explore in the following chapter) to a two- tiered 
system of health care in which people of color are disproportionately rele-
gated to the inferior tier. And so, it is imperative that this chapter’s exclusive 
focus on individual racism is not taken as an argument that it is exclusively 
responsible for racial health disparities.

na ming ph ysic i a n r acism

Cultural critic and race theorist John Hoberman (2005, 2007) has done 
illuminating work in this area, casting light on the ways in which the 
phenomenon of physician racism has been denied altogether or capably 
hidden in research regarding health disparities. Hoberman argues that 
racism— defi ned as “racially discriminatory rationing by physicians and 
health care institutions”— plays at least some role in the health gap be-
tween the races. Indeed, there is no reason to believe that a person’s de-
cision to become a physician somehow immunizes him or her from the 
racism, race- thinking, and race- consciousness that pervade the United 
States. It may be overly optimistic to think physicians’ extensive train-
ing in the biological sciences in some way cleanses them of the biases and 
prejudices that run rampant in the social milieu in which that training 
takes place. Certainly, there is nothing intrinsic about medicine or medi-
cal training that should counsel us to believe physicians, as a class, are free 
from “deep- seated attitudinal biases that parallel those of the general 
public and the media and [could] confuse [their] best clinical intentions” 
(Hoberman 2007, 512).
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Hoberman argues that when physician racism is invoked in studies of 
racial disparities, it is never by that name, and it is usually done through 
a “rhetoric of exculpation” and with “euphemizing vocabulary” in which 
physicians are excused for the racial biases they may harbor and put into 
practice. He notes the above- referenced IOM report— in which the au-
thors damningly concluded that a person’s ascribed race, in de pen dent of 
class, made it more likely he or she will die from cancer, heart disease, and 
diabetes— nevertheless expertly uses the “rhetoric of exculpation” when 
describing its fi ndings: “Survey research suggests that among white 
Americans, prejudicial attitudes toward minorities remain more common 
than not, as over half to three- quarters believe that relative to whites, 
minorities— particularly African Americans— are less intelligent, more 
prone to violence, and prefer to live off  of welfare. It is reasonable to as-
sume, however, that the vast majority of health care providers fi nd preju-
dice morally abhorrent and at odds with their professional values. But, 
health care providers, like other members of society, may not recognize 
manifestations of prejudice in their own behavior” (Institute of Medicine 
2005, 10).  Here, as throughout the literature, physicians are given “the 
benefi t of the doubt” and presented “as the passive receptacles of powerful 
ste reo types” (Hoberman 2007, 511– 12). When not representing physicians 
as the unfortunate victims of overpowering racist ideas, the literature 
presents physicians’ racism as a “cognitive shortcut” upon which they rely 
because of time constraints. “[T]he physician who practices a racially 
biased form of medicine is not himself a racist, but is simply too busy to 
behave more carefully. He is distracted rather than negligent or hostile or 
indiff erent” (Hoberman 2007, 511– 12).

Hoberman’s fi ndings— that the literature has largely denied the possi-
bility that physician racism may contribute to health disparities— hold 
true in the reports of racial disparities in infant and maternal mortality. 
Consider an explanation off ered by the authors of a study fi nding that 
African- American pregnant women  were less likely to receive surgical in-
tervention for pregnancy- related hemorrhage, even though the severity of 
hemorrhage was equivalent between the racial groups studied: “In the case 
of postpartum hemorrhage, reluctance to report or under- reporting on the 
part of the patient or diff erence in history taking on the part of the physi-
cian could lead to diff erences in treatment for the same degree of hemor-
rhage” (Harper et al. 2007, 184– 85). Oddly, the authors partially attribute 
the disparity between the rates at which physicians surgically intervene in 
Black women’s hemorrhaging episodes to the Black women who are bleed-
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ing to death. It seems a bit peculiar to believe that a woman will not in-
form her physician or caretaker of her massive blood loss. Th e hypothesis 
that Black women will silently endure such frightening episodes probably 
says less about Black women’s actions under such circumstances and more 
about discourses of Black women’s fantastical stoicism and strength. More-
over, the authors also partly attributed the disparity to “diff erence in his-
tory taking on the part of the physician”— an obscure phrase explaining 
very little. It is unclear what the authors perceive as the “diff erence” in the 
histories taken of Black and white women. Is it that physicians are not 
quite as thorough or careful when they take Black women’s histories? Why 
exactly would physicians take diff erent histories of Black women? Th e au-
thors could be gesturing toward the unnamable— that the personally held 
racist beliefs of physicians prevent them from providing the same quality 
of care to their Black patients as they do to their white patients— but the 
authors are careful to hide such a suggestion behind euphemism.

Th is same study also found that African- American women delivering 
preterm  were less likely to receive antenatal ste roids that could improve 
perinatal outcomes— a disparity the authors found “disturbing.” Th ey ex-
plained it as follows: “[D]iff erences in reporting contractions or accurately 
assessing risk for preterm birth from history could lead to diff erences in 
administering antenatal ste roids” (Harper et al. 2007, 185). Again, the au-
thors partly attribute the fact that preterm Black infants are more likely 
to be denied ste roids necessary to develop their premature lungs to Black 
women’s silence. Again, Black women are fantasized to be uncannily du-
rable (or daft) women, bearing the pain of contractions without thinking 
to inform their physicians or caretakers of their premature labors. Th e 
other explanation the authors provide for the disparity in the administra-
tion of antenatal steroids— that physicians do not “accurately assess[] risk 
for preterm birth” in Black women— requires much elaboration. What is 
it about Black women that causes physicians to fail to accurately assess 
their risks? Could racism be partly to blame for physicians’ inability to 
hear the histories Black women tell them?

Th e Harper study concludes by off ering several ways to reduce the ra-
cial gap in pregnancy- related death. Among them, the authors propose 
that Black and white maternal mortality rates can be brought to parity by 
“eliminating unequal treatment.”  Here, the authors might be using “un-
equal” as a synonym for “racist.” Or, they might not. It is unclear, and 
because of that lack of clarity, physicians who provide racially discrimina-
tory care are absolved from responsibility.
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Th e Harper report is far from the only study denying the role physician 
racism may play in the per sis tent disparity in rates of infant and maternal 
mortality and morbidity among Black and white people. Yet, there are 
notable exceptions to this practice of obfuscating or denying altogether the 
operation of physician racism in creating and maintaining racial disparities 
in maternal and infant mortality rates. One of the most overt namings of 
racism as an actor in this phenomenon comes, ironically, from a physician 
who appears to accept some notion of biological race. He argues that inves-
tigations that “show the per sis tence of high African American infant mor-
tality[,] even when African American women enroll in early prenatal care 
at high rates[,] and that show that college- educated, middle- class African 
American women still have higher rates of low birthweight and infant mor-
tality than poorly educated, impoverished whites” are “suggestive of ge ne-
tics being a more powerful determinant” (Parker 2003, 336). Yet, this doctors’ 
belief in biological race does not prevent him from also believing racism 
plays an indispensable role in creating health disparities:

Eff orts to study infant mortality have continued to trend toward studying 
the problem at the molecular level: the missing or defective gene, the 
environmental toxin. Such eff orts, while personally rewarding to investi-
gators, risk irrelevancy and unethical indictment when existing solutions 
operate at the macroscopic level. Group empowerment socioeco nom ical ly, 
health education, and abolition of racism have no gene markers, but they 
do raise a diff erent issue. When infant mortality and disparity are 
examined in these contexts, there is no question that we know enough. 
Th e question is: as a resource- rich society facing signifi cant health 
disparities that can potentially be resolved, are we “good” enough? ( 337)

Although Parker is candid in his articulation of racism as an actor, he 
notably does not name its perpetrator; he also does not name the physi-
cian as being the someone who treats patients diff erently on the basis of 
race. Parker’s silence allows the subject of racism to be anything and any-
one from physicians (in their interpersonal interactions with patients) to 
more diff use institutional, cultural, and discursive practices. Th e hush 
that surrounds the naming of the physician as the person responsible for 
racism is echoed in other studies that dare to identify racism as a force in 
racial disparities in health.

p
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I met the newly pregnant Rhonda at her fi rst prenatal care visit to the Al-
pha WHC. Rhonda, a native New Yorker, was a woman of Puerto Rican 
and African- American heritage who self- identifi ed as Black. Because she 
appeared to be a friendly, talkative, and open person, I asked her if she 
would be interested in speaking to me more extensively about her prenatal 
care experiences. She agreed, and we made plans to talk during her next 
appointment. She warned me: “We’re going to need a lot of time. I have a 
lot to talk about.” Her current pregnancy was her fourth— she had twin 
sons who  were thirteen, a daughter who was twelve, and another son who 
was seven. She then told me her youn gest son was a “survivor”: when she 
had given birth to him at twenty- six weeks, he weighed a little less than 
two pounds. She spoke about him with so much love that, throughout our 
interview, I found tears coming to my eyes. Although the medical condi-
tions he would face for the rest of his life  were daunting, she described 
him as a “happy kid”:

It takes him a minute to get it out, but he talks. Th at doctor said he’d be 
a vegetable— said he’d never do anything. Said he’d probably have 
hydroencephaly, he’d be institutionalized. But, he talks— too much, in 
fact! He  doesn’t walk— he has some issues. He’s a quadriplegic. But, the 
only way I can describe him is “awesome.” He smiles all day where you 
would be miserable in his condition. Some people say, “I don’t under-
stand your son because, if it  were me, I’d be miserable— in a chair all 
day,  can’t do anything. We literally do everything for him and he still 
says, “Hi, how are you?” all day. He’s a happy kid— happy kid. He loves 
school, loves his friends, loves his teachers. And they all love him.

It was not until we had a chance to talk again that she revealed the true 
extent of her choice to call her son a “survivor”: he was one of a set of twins, 
but the other boy had died shortly after birth.

When I met Rhonda, she had just fi nished settling a lawsuit with the 
hospital that had delivered her sons— one she says she fi led seven years 
earlier to get the answers the hospital had refused to give her: “Somebody 
had to tell me why my child was the way he was and why my son died. To 
be honest with you, I was prepared to lose. But, they still would have had 
to say something. Th ey would have been forced to say, ‘Th is is what hap-
pened.’ Th at was my  whole purpose.” Over the course of the litigation, 
she learned she had had a Group B streptococcal infection during her 
pregnancy— something her physicians knew about, as it was documented 
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in her medical rec ords, but for which she never received treatment. Al-
though she now had the answers she had needed so desperately, they did 
not dull the pain of having to bury her child.

When I fi rst gave birth to my sons— when I had them. . . .  First, [my 
husband] came to me. When I fi rst woke up, he was the fi rst person I saw. 
He said that Yusef, my surviving baby, needed a blood transfusion. Yusef 
needed a blood transfusion, but Xavier, my son who died, was okay. Um, 
he needed help breathing, but he was going to be all right. And I’m like, 
“OK.” You know, because my only question was, “Are they okay? I want 
to see my babies.” Th at was the fi rst and only thing on my mind: “I want 
to see my babies.” And my husband, he said that they need blood. And I 
said, “OK. Well, call everybody.” And he was like, “I called everybody 
already.” He let me know that he called everybody in the family, and my 
family was coming to donate blood. Th at was Friday . . .  and then my son 
took a turn for the worse. Just a day later, Xavier died. [pause] I went to 
the nursery to see Yusef. I just had to be with Yusef. [pause]

So, after I left, I came upstairs very emotional. I’m automatically 
blaming myself, you know— thinking “I killed my son.” I was in my 
room— they gave me my own— I had my own room. Two beds. I’m in 
my room— hysterical. It was Saturday. It was quiet. And I was hysterical.

She described the death of her son as a heartbreak that threatened her 
mental health even after the initial shock. In the months after his death, 
she began collecting stray animals, stopped eating, stopped bathing, and 
stopped caring for her other children. In fact, she checked herself into the 
psychiatric ward at Alpha Hospital because she thought she was “crazy.” 
“Losing my son was such a tragedy for me. It was just like . . .  that’s my 
baby. Th at’s my son. I wanted those kids so much. . . .  I never got over it. 
I probably never will get over it.”

some conte x t:  a  long history of medic a l r acism

I do not tell the stories of Rhonda and Shauntay in order to make an ar-
gument that because they are Black women, physician racism contributed 
to their babies’ deaths. Th is is an argument I am radically incapable of 
making. Rather, I include their stories to give a human face to a trauma 
that occurs disproportionately to Black women.

Even if one cannot argue that racism on the part of their physicians 
played some role in the experiences of Rhonda and Shauntay, those experi-
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ences ought to be put in context— embedded in a history in which race 
had everything to do with Black women’s encounters with their physi-
cians. Rhonda and Shauntay’s experiences are, in fact, moments in a 
long history of Black women’s contact with medicalized obstetrical and 
gynecological ser vices. Indeed, one can argue that any ethnography of a 
clinic that provides obstetrical and gynecological ser vices to large num-
bers of Black women— and any ethnography that is critical of the ser vices 
provided— ought to be put in this context. Th is is important for two rea-
sons: fi rst, with this background, one can ground the present, less overt 
(yet eff ective) medical disenfranchisement of women of color that I discuss 
throughout this book in its more blatant pre de ces sor. Second, this history 
should not be reifi ed as a snapshot of a distant past that has no eff ect on 
the present, but rather can be appreciated as a practice that persists and can 
inform our understanding of the contemporary. Th at is, rather than grasp-
ing current demonstrations of racism, race- thinking, and disenfranchise-
ment on the basis of race as anomalies, we can appreciate their consistency 
with the long history of medical racism in the United States.

One of the most salient aspects of the history of Black women’s contact 
with medicalized obstetrics and gynecol ogy is exploitation, unfortunately. 
In her history of nontherapeutic medical experimentation on Black Ameri-
cans, journalist and medical ethicist Harriet Washington (2007) recounts 
numerous occasions of Black women being subjected to horrifi c experi-
mental gynecological and obstetrical surgeries without their consent, rang-
ing from vaginal surgeries, nontherapeutic hysterectomies, and contracep-
tive abuses. Another salient aspect of Black women’s history with obstetrics 
and gynecol ogy is the construction of the Black pregnant woman within 
the discipline as remarkably resilient. Hoberman describes this fantasized 
trait as “obstetrical hardiness,” defi ned as the belief that Black (and other 
socially and po liti cally disempowered) women are relatively unaff ected by 
the expected pains of labor and childbirth. “Obstetrical hardiness” is part 
of a broader philosophy about the primal nature of Black people, who  were 
thought to represent a “primitive human type that is biologically and psy-
chologically diff erent from civilized man” (Hoberman 2005, 87). Variations 
on the theme of the Black reproductive body as a hardy, primordial type 
include beliefs in: Black hyperfertility attributed to the truism that “[t]he 
simpler the organism, the simpler the genesis and the greater the prolifi c-
ness”; the Black “primitive pelvis,” which was thought to be narrower and 
deeper than the presumably more “civilized” pelvises of white women, and 
invariably enabled a complication- free passage of the infant during birth; 
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the absence among Black women of endometriosis, which was thought to 
be a “twentieth century disease” that only aff ected “civilized” persons within 
modernity; and the lessened sensitivity of Black women’s vaginal tissues, 
which was thought to make Black women immune from injuries occa-
sioned during birth.

History counsels us that the phrase “racial logic” is a misnomer, as the 
ways in which the concept of race has been deployed to make sense of 
human diff erence have not always been logically consistent. Th erefore, 
it should come as no surprise that the belief in Black reproductive primitiv-
ity manifested itself in contradictory ways, with Black people being im-
mune from certain types of disorders and diseases (such as endometrio-
sis), yet ironically predisposed to other conditions (such as syphilis and 
pelvic infl ammatory disease). Hoberman explains the incongruous logic 
of black racial hardiness:

Th e discourse that distinguishes between “civilized” and “primitive” 
peoples has long been characterized by a deep ambivalence on the part of 
the “civilized” toward the “savage” type. Th e negative sides of primitive 
life are the ignorance and unsanitary conditions that threaten good 
health. In this context African- American women belong to the same 
“primitive” category as African women, so it is only natural for an 
American physician to assert that “the Negro’s reaction to disease is 
primitive.” On the positive side, the primitive is associated with a 
biological vitality and a hardiness that is fi nally indistinguishable from a 
profound harmony with nature and its mysterious pro cesses. (2005, 94)

Hoberman goes on to argue that, although it has been discredited that 
people of African descent are a diff erent, primitive type of human (cer-
tainly such views no longer appear in medical journals and mainstream 
media), ideas of black racial hardiness, “adapted to modern circumstances” 
of course, live on in medical schools, hospital wards, and operating rooms 
(2005, 97). Ideas endure about the ease of certain racialized women’s labors 
and childbirths, the naturally healthy gynecological and obstetrical lives of 
other racialized women, and the re sis tance to infection and disease biologi-
cally possessed by other racially gifted women. Hoberman argues that 
these ideas persist through an oral tradition whereby attending physicians 
tell racial tales to their students, who pass the tales on to their colleagues, 
who eventually pass them on to their students,  etc. He quotes one aca-
demic physician: “Th ere are lots of little stories that physicians believe that 
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are neither scientifi cally based nor are proven. Th at’s the problem” (97). 
Hoberman argues that racial folklore may explain racial disparities in 
health, as “[m]edical personnel who believe in black hardiness may restrict 
access to certain kinds of surgery on the assumption that black patients 
have a less urgent need for such procedures. Conversely, the same belief in 
black hardiness might help to account for the disproportionate frequency 
with which black patients are subjected to more radical and damaging 
surgeries than whites: hysterectomies, lower- limb amputations, and bilat-
eral orchidectomies (castration), since medical personnel may assume they 
are better able to tolerate such trauma” (96).

Consider statements made by one of the most se nior attending physi-
cians in the Alpha WHC, Dr. Veronica  Rose. Dr.  Rose had worked for 
thirty years in her own private practice in Long Island; after retiring, 
she was hired by the Omega University School of Medicine as a Profes-
sor of Obstetrics and Gynecology— a job she insisted upon calling a post- 
retirement “hobby.” At the time of my fi eldwork in the clinic, she had been 
teaching and practicing in Alpha for three years. About halfway through 
my interview with her, I remarked that the patients at Alpha experienced 
extremely long waits for appointments that seemed excessive in their fre-
quency. She responded with her perception that Alpha patients  were not 
scheduled for more appointments than their counterparts in private 
practice:

 rose: Th at’s standard. It’s once a month from the fi rst visit to twenty- 
eight weeks. From twenty- eight to thirty- six [weeks], it’s every 
two weeks. And it’s every week thereafter. Th at’s standard stuff . 
And keep in mind that the people  here have a lot more pathol-
ogy than the people in a private setting. In a private setting, 
you’re not going to see all of the hepatitis. You’re not going to 
see the sickle- cell anemia. You’re not going to see the . . .  you 
name it. You’re not going to see it.

 khiara: Now, the increased pathology that you see  here, what is that 
based on?

  rose: It’s cultural.
 khiara: It’s cultural?
  rose: Oh yeah— it’s cultural. And it’s ethnic. Meaning that if you’re 

coming from a private setting, where 92 percent of your 
population is white, you’re not going to have a lot of sickle cell. 
You’re not going to see a lot of hepatitis in people who live in 
upscale Long Island. Yeah, I actually had to go back and look 
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some things up when I fi rst got  here. Because I hadn’t seen 
them in years. People in a private setting are basically healthy. 
People  here are not so healthy. Th ey have a lot of issues that 
 we’re not going to see on a regular basis in a private setting.

 khiara: Is some of that nutritional also?
 rose: I’m sure it is. I think it’s cultural. Somebody coming from the 

middle of Africa someplace is going to have a lot more issues 
than somebody coming from eastern Long Island is going to 
have. Plus, you’re going to have issues of indigency, lack of 
education, the  whole. . . .  It’s just poor people. Poor people 
don’t have the same level of education obviously. Th ey don’t eat 
as well. Th ey have a lot of obesity because they eat a lot of fast 
food and things of that nature. Th ese are all things that are 
built into a clinic setting that you’re not going to see elsewhere. 
But, they [the patients seen in the Alpha WHC] are not seen 
more often, generally speaking.

Th ere is much to unpack in Dr.  Rose’s complex declaration. What is 
most clear is that she believes the “Alpha patient population” diff ers from 
the patients to whom she attended in her private practice because of the 
“increased pathology” present within the former group. Understanding Dr. 
 Rose’s philosophy of why the “Alpha patient population” has “increased 
pathology” is more challenging, however. To begin, she posits the cause as 
being in part “cultural.” Although there is a lot vapidity in Dr.  Rose’s use 
of “culture,” one can distill that it is not “indigency,” lack of education, 
and nutrition. Rather, “culture” is in addition to those things: “I think 
it’s cultural . . .  Plus, you’re going to have issues of indigency, lack of edu-
cation. . . .” Moreover, place appears to inform culture: “Somebody com-
ing from the middle of Africa someplace is going to have a lot more issues 
than somebody coming from eastern Long Island is going to have.” Al-
though the place of “eastern Long Island” corresponds with the “92 per-
cent white” “private setting,” its antipode is the presumably non- white 
“middle of Africa” represented in public clinics. Which is to say: race in-
forms Dr.  Rose’s notion of “culture.” And it is this notion of culture- qua- 
race that she views as the cause of the increased pathology among Alpha 
patients. For Dr.  Rose, one will not fi nd sickle cell or hepatitis among 
white people. Indeed, among white people, one will not fi nd the plethora 
of diseases Dr.  Rose had to “look up” when she was called upon to treat non- 
white people.
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In sum, Dr.  Rose explains the higher rates of pathology in public set-
tings as being due in part to the race— the non- whiteness—of the pa-
tients managed there. Culture- qua- race also explains the lower rates of 
pathology in the private setting, which indeed is characterized by its lack: 
it is a place where the physician is not going to see hepatitis, will not see 
sickle cell anemia, will not “see the . . .  you name it. You’re not going to 
see it.” Th is lack of pathology and “issues” mimics the lack of presumed 
racial and ethnic particularity— the normativity— in “eastern Long Is-
land,” as Dr.  Rose is careful to articulate. Although Dr.  Rose names nei-
ther racial biology nor some notion of the Black human type’s primitivity 
as foundations for her theory of culture, it is not diffi  cult to see that the 
“culture” she believes is found in the “middle of Africa” is congruent with 
the “image of the sickly and biologically defi cient black person” that is 
paradigmatic of biological notions of race.

However, many physicians I interviewed disagreed with Dr.  Rose’s con-
ceptualization of Alpha patients as being sicker than their privately insured 
counterparts. Indeed, many obstetricians considered Alpha patients, on 
the  whole, to be a healthy group of people. As one resident explained, “We 
see a lot of young, healthy women. So, I don’t fi nd that [the assumption 
that poor, uninsured people are sicker than their insured counterparts] to 
be true, necessarily. Because I think a lot of— just by nature of our job—
we see a lot of young, healthy, pregnant people.” Another physician, Dr. 
Steven Shander, off ered a similar opinion, and in the pro cess, disputed 
Dr.  Rose’s construction of the “private population” as the absence of risk, 
disease, and pathology. I asked him if he found his Alpha patients to be 
sicker on the  whole than their Omega counterparts. He responded:

 shander: I think it depends on your specialty, too.  We’re OB/GYN. 
We don’t see a lot of— I mean, we have a lot of patients that 
come in for GYN exams with multiple medical problems 
that we don’t primarily manage. Hypertension, diabetes— 
they are smokers. A lot of things that get taken care of in their 
medicine clinic. Whereas we primarily do a pap smear and a 
routine GYN evaluation. And then, of course, obstetrics: you 
are dealing with generally a young and healthy population. 
Th e advantage that we have  here at Alpha is that we are the 
referral center for truly high risk patients. All [New York 
City public] hospitals have high risk obstetrical service— at 
least most of them. But, if they are too big to handle . . .  for 
some of these other hospitals, they get sent to Alpha. And so 
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we get to see some of the more interesting, more diffi  cult 
cases.

 khiara: And so these are issues that you  wouldn’t see in the Omega 
population?

 shander: Not necessarily. We have a lot of subspecialties at Omega as 
well. And so they develop a consultation pool as well. High 
risk situations. Th ey have oncologists. Th ey have Maternal 
Fetal Medicine doctors.

It would seem, then, that Dr.  Rose’s belief in the fi gures of the 
pathology- ridden racial minority and the constitutionally durable white 
person may have made it impossible for her to recognize the actual health 
states of the persons she attends.

Moreover, Dr.  Rose’s complex beliefs regarding “culture” speak to the 
argument I have been developing in this chapter. Th e scholar interested in 
locating conduits for the transmission of racial folklore may point to Dr. 
 Rose as a concrete example. Indeed, Dr.  Rose told me that she took up the 
“hobby” of working in the Alpha WHC because she wanted to share with 
future generations of doctors her accumulated wisdom and passion for 
gynecological practice. It may be overly optimistic to hope that Dr.  Rose 
did not pass on to her constant coterie of medical students her “knowl-
edge” of the relationship between culture- as- race and pathology. When 
one considers the danger such racial folklore historically has been to Black 
patients who have been both subjected to unnecessarily harsh medical 
treatments and denied essential therapies due to misdiagnosis, Dr.  Rose’s 
articulation of the power she has as an attending over her students sounds 
ominous. I had asked her if her students found the clinic’s banal chaos a 
little unusual. She responded:

You  can’t fi nd something bizarre [when] you have nothing to compare it 
to. [Th e medical students] are a tabula rasa; they have no background 
against which to make any kind of comparisons at all. To them, they are 
coming in and they are learning something brand new. . . .  Th ey’re so 
busy trying to fi gure out what’s going on and trying to learn how to do 
stuff . . . .  Th ey are happy souls. And they’re happy if they walk out of 
 here learning how to do a couple of things.

Again, it may be overly optimistic to hope that Dr.  Rose spared her “ta-
bula rasa” the folklore that white people tend to be pathology- free while 
non- whites tend to be sites of disease, disorder, and “issues.”
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r aci a l biology:  pa st,  pr e sent,  a nd fu t ur e

It is racial biology that unites lore regarding Black women’s obstetrical and 
gynecological hardiness, predisposition toward pathology, primitive pel-
vises, and hyperfertility. Moreover, it is racial biology that counsels that 
the “Black race” is a concept referring to a biological entity— one possess-
ing biological pro cesses distinct from the “white race” or the “Asian race.” 
It is racial biology that has created dangerous consequences, providing 
justifi cations for treating diff erently racialized people diff erently. Arguably, 
theories of racial biology  were enervated by social constructionists who 
argued convincingly that “races” are the products of social, not biologi-
cal, pro cesses. Sociocultural anthropologist Kamala Visweswaran off ers a 
particularly poignant formulation of this argument: “Th e middle passage, 
slavery and the experience of racial terror produce a race of African Ameri-
cans out of subjects drawn from diff erent cultures. Genocide, forced re-
moval to reservations, and the experience of racial terror make Native 
American subjects drawn from diff erent linguistic and tribal affi  liations: a 
race. . . .” (1998, 78). However, despite the persuasiveness of Visweswaran’s 
argument and the wide ac cep tance of the concept of race as a social con-
struction, racial biology has experienced a reinvigoration in recent years.

In 2005, BiDil— a combination of hydralazine and isosorbide dinitrate 
that, among other things, widens blood vessels in the heart and could 
prevent death in people suff ering from congestive heart failure— was the 
fi rst drug approved by the FDA for the treatment of persons belonging to 
a specifi c race. Th e manufacturers and marketers of BiDil argued that 
clinical trials had proven the drug could successfully treat heart failure 
in Black persons, but could not produce similar results in non- Black pa-
tients. However, the clinical trials forming the basis for these claims of 
BiDil’s race- specifi c effi  cacy  were poorly constructed, arguably proving 
only that BiDil was an eff ective drug, not that its eff ectiveness was unique 
to Black persons. In the clinical trials, BiDil reduced the mortality of 
persons with heart failure from 10 percent to 6 percent, giving those tak-
ing the medication a 43 percent survival advantage. However, all of the 
persons who enrolled in the clinical trials  were self- identifi ed African 
Americans. Accordingly, the trials could not and did not demonstrate 
BiDil would not produce similar results for members of other racial groups. 
Nevertheless, the FDA approved BiDil’s race- based labeling. Consequently, 
if a physician prescribes it to a non- Black person, insurers do not have to 
cover the cost of its “off - label” use (Washington 2007, 322).
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Biological race in the form of “ge ne tic factors” was off ered to explain the 
effi  cacy of BiDil for self- identifi ed Black persons. BiDil’s patent holder 
produced scholarship hypothesizing that heart failure in Black persons was 
primarily due to a ge ne tic cause, excluding the plethora of nonge ne tic 
contributors. For these racial scientists, genes that  were unique or restricted 
to Black people produced “a pathophysiology . . .  that may involve nitric 
oxide insuffi  ciency.” One cardiologist explicitly disputed the relevance of 
nonbiological causes of the increased rates of heart failure among Black 
persons, arguing that data “do not support socioeconomic factors as im-
portant contributors to the excess mortality rate seen in African Americans 
aff ected with heart failure.” Th is cardiologist avowed “[h]eart failure in 
blacks is likely to be a diff erent disease.” Moreover, the diff erence was all in 
the genes: “[T]he emerging fi eld of genomic medicine has provided insight 
into potential mechanisms to explain racial variability in disease expres-
sion” (Washington 2007, 322).

Th e reaction to BiDil was complex. Supporters of the drug ranged 
from the po liti cally conservative to the po liti cally liberal. BiDil worked 
well with conservative po liti cal ideology because it off ered a ge ne tic, not 
social, explanation for racial inequalities (Roberts 2008). BiDil also 
worked well with liberal po liti cal ideology, as it is consistent with iden-
tity politics and demands for inclusion by historically disadvantaged 
groups (Roberts 2008). However, other progressives reacted with horror 
to the arrival of BiDil and the resurgence of racial biology that it her-
alded. Th ey feared BiDil would encourage people to conceptualize race 
as a biological entity, undoing de cades of progress made by scholars and 
activists who had argued (and persuaded many) that race was a social 
construction. Many  were concerned that the nuance involved in using 
race in biomedical research— that is, race as a simultaneously overinclu-
sive and underinclusive concept allowing researchers to get an imperfect 
hold on ge ne tic variation among human beings— would be lost with the 
advent of BiDil. A contingent of scholars who have thought extensively 
about BiDil’s problems (and benefi ts, inasmuch as BiDil represents a 
concerted eff ort to confront the racial disparity in mortality from heart 
failure) wrote hopefully, anticipating that, in the future, physicians will 
be able to easily divine the ge ne tic makeup of any individual who presents 
herself for treatment (Tutton et al. 2008, 466). In an era of pharmacoge-
nomics, the use of a social construct such as race in a biomedical research 
would be obsolete, as “it will be possible to treat every patient based on 
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her specifi c ge ne tic traits rather than on the ge ne tic traits she is presumed 
to have on the basis of her affi  liation to a par tic u lar racial/ethnic group” 
(466). In the present, however, using race may be an important interim 
mea sure as it allows “ge ne ticists and biomedical scientists [to get] some 
purchase, however crude, on ge ne tic variation amongst diff erent human 
populations” (466). It is worth noting, however, that BiDil can not be 
understood as a step towards pharmacogenomics because “the mecha-
nism of action by which it appears to have a benefi cial eff ect on heart 
failure patients is unknown” (Kahn 2008, 742).

Unfortunately, the nuance the use of race in biomedical research in-
volves is frequently lost, as “biomedical diff erences between racial groups 
are routinely misinterpreted as evidence of innate ge ne tic diff erences” (El-
lison et al. 2008, 449). Moreover, the marketers of BiDil, as well as the 
FDA committee that recommended approval of the drug, disavowed the 
relevance of nuance— making the stark claim that a biological diff erence 
in white and Black persons explained BiDil’s unique effi  cacy for the latter 
group. Th e committee’s chairman, Steven Nissen, contended that African- 
Americans have inherited genes from African forefathers that aff ect salt 
retention and the ability to coagulate blood. For Nissen, the diff erence 
was ge ne tic and, literally, all in the blood of Black people: “Respecting 
biological diff erences, based on selective evolution, is not racial bias” (Re-
verby 2008, 481). Nissen articulated his sentiment that “there  were enough 
diff erences in self- identifi ed African Americans’ responses to this and 
other drugs to satisfy what he called ‘biological plausibility’ ” (482).

In the end, BiDil was approved and marketed as a drug tailored to the 
unique physiology of Black persons. Accordingly, every advertisement 
of BiDil that features a smiling Black woman— smiling because, as an 
African- American woman who has been prescribed BiDil, she is confi -
dent that she enjoys a greater chance of surviving a diagnosis of conges-
tive heart failure— makes the argument that Black people possess a dis-
tinct ge ne tic composition. Every pamphlet distributed that shows a 
concerned Black man, who, clearly, wants to learn more about how BiDil 
could help him, makes the case that races are biological categories and 
all arguments to the contrary are fallacies. Moreover, these problematic, 
potentially dangerous arguments are likely to become more ubiquitous: 
since the FDA approved BiDil, there has been a dramatic upsurge in the 
number of race- based patent submissions to the Patent and Trademark 
Offi  ce (Dorr and Jones 2008).
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Although BiDil makes a strident case about the biological reality of 
race and racially specifi c responses to pathogens and disease, these argu-
ments have been heard throughout history. “In this country physicians 
have long assumed that diff erent races . . .  experienced diseases diff erently 
and required distinctive therapeutics. As recently as the 1940s, physicians 
debated whether or not treatments for tuberculosis would work as well in 
American Indians as they did in whites” (Dorr and Jones 2008, 443). Ra-
cial biology formed the foundation for the “Study of Syphilis in the Un-
treated Negro Male” at the Tuskegee Institute, as physicians sought to fi -
nally answer the question of just how diff erently syphilis coursed through 
Black bodies as compared to white ones (Duster 2006, 491). Although 
syphilis was thought to do most of its damage to the neurological systems 
of its white victims, for Blacks the cardiovascular systems  were thought to 
be the principal targets of its ravages. Indeed, one Johns Hopkins physi-
cian asserted “syphilis in the negro is in many respects almost a diff erent 
disease than syphilis in the white” (Reverby 2008, 480)— a statement 
that echoes the BiDil proponent’s assertion that “heart failure in blacks is 
likely to be a diff erent disease.”

Even after Nazi Germany took racial biology to the most horrifi c of its 
logical conclusions, theories of racial biology and investigations into racial 
therapeutics did not completely fall into disfavor. “In the 1940s and 1950s, 
medical researchers described a series of racial variations in drug response, 
most famously the increased incidence of hemolytic anemia seen in black 
soldiers given malaria prophylaxis during World War II” (Dorr and Jones 
2008, 443). Indeed, the Tuskegee syphilis study did not end until the 
1970s, representing forty years of applied racial science. Which is to say: 
BiDil is no anomaly, but rather a consistency— in harmony with the his-
tory of medical racism and biological notions of race.

Most importantly, at the very crux of theories of biological race is the 
belief in fundamental diff erence. When diff erence is at the molecular 
level— that is, when it is the product of simple ge ne tic expression— it be-
comes insurmountable. Biological race argues that dissimilarity is intrac-
table and undefeatable. When the diff erence is in the chemistry, there is 
nothing one can posit that can negotiate the divide. Th ere is also nothing 
one can do to avoid the construction of the divide; its construction is pre-
determined. Indeed, the form the divide will assume is determined by 
molecules and genes. Accordingly, someone from a “diff erent” race repre-
sents radical alterity. When faced with a racial Other, one is looking at 
another who is, at his or her most basic, not like oneself.
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Accordingly, biological race Others racialized people and groups, and 
radically so. However, recent scholarship has demonstrated biological race 
does not have a monopoly on the pro cess of Othering. Indeed, the concept 
that had been proff ered and developed as an antipode to race and biologi-
cal determinism has come to represent insurmountable basic diff erence. I 
am speaking about culture, a topic I will return to later in the chapter.

r aci a l ized objects of contemp t

Th us far, I have proposed that racial health disparities may also be ex-
plained by physician racism, and I have proff ered physicians’ faith in en-
during theories of racial biology as the substance of that racism. However, 
I would like to push the argument a step further by contending that racial 
health disparities may also be explained by looking to a more crude form 
of physician racism: the plain, deep- rooted contempt for a racialized group 
harbored by a medical provider. As Hoberman writes, “[T]here is no rea-
son to believe that medical personnel enjoy any sort of immunity to soci-
etal ideas about race” (2005, 86). And there is no reason to believe physi-
cians are immune from making certain racialized groups and persons the 
objects of race- based derision. Hoberman recounts an incident at the Uni-
versity of Alabama at Birmingham where three medical students wore 
blackface to a Halloween party, making themselves caricatures of Stevie 
Wonder, Fat Albert, and an unspecifi ed black woman. It is not unreason-
able to argue that some form of contempt— some disdain— for Black peo-
ple had to have informed their decisions to make Black bodies into objects 
of entertainment and mockery. And it is not unreasonable to have little 
faith that people (including doctors) who feel this way could bracket it 
when called upon to provide care for the subjects of their contempt. 
Health disparities between Black and other racial groups may also be ex-
plained by looking to physicians’ simple devaluation of the lives of their 
Black patients.

Consider another portion of my interview with Dr.  Rose. After she had 
spoken fondly of her medical students (who observed her intimate exami-
nations of her patients as part of their instruction), I asked if her patients 
ever objected to having students in the room during their gynecological 
examinations. She responded:

 rose: Yes. Th ey do consistently.
 khiara: Really? How do you feel when that happens?
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  rose: My feeling is . . .  I have a number of feelings. I think there 
should be a sign out there that says, “Turn your cell phone 
off ”— just like there is in a movie theater. [pause] Th ere should 
be a sign out front that says: “Th is is a teaching institution. You 
are getting world- class care for nothing. Suck it up.” And that’s 
it. And that’s an ethnic thing also. Spanish, the Hispanic crowd 
are much more compliant to that kind of thing. Whether they 
like it or they don’t like it, they seem to be okay with it. Th e 
Bangladeshi crowd, they’re not— if there’s a male involved, he 
has a big problem with that. Th at’s a cultural thing. You  can’t 
do much about it. Interestingly enough, the biggest ones that 
complain the most and refuse are the African- Americans.

 khiara: Really?
 rose: Absolutely. I  can’t— I don’t know why. I just think it’s sort of an 

entitlement thing that comes with being a New York Medicaid 
recipient. Th ey sort of fi gure that they’re special. I don’t know. I 
 can’t fi gure it out. And that’s not a racist remark; it’s an obser-
vation. Th ey are the ones that most likely say, “No. I prefer 
not.” You have a certain number of people in the older age 
groups who are very modest. Th ey are going to say no. Your 
best bet is a young Hispanic girl who has a bunch a boyfriends 
and who  doesn’t care. If you get one of those, you’re in pretty 
good shape.

Here, Dr.  Rose articulates her contempt for three racialized groups: the 
“Hispanic crowd,” the “Bangladeshi crowd,” and African Americans. 
Within Dr.  Rose’s schematization, Latinas are a sexually dissolute bunch 
whose promiscuity— their sexual availability— informs their willingness 
to have student onlookers observe their gynecological examinations. His-
tory counsels us that the ste reo type articulated by Dr.  Rose is a parti-
cularly insidious one, as the belief in the sexual licentiousness of racially 
minoritized women (specifi cally Black women) made it more likely that 
physicians would attribute any pelvic pain or gynecological discomfort 
these women experienced to sexually transmitted infections. Writes Hober-
man, “Socially conditioned to regard all black women as promiscuous, 
‘gynecologists would almost automatically diagnose a black woman with 
symptoms of endometriosis as having pelvic infl ammatory disease’ as a 
consequence of her sexual behavior” (2005, 92). He cites the work of Doro-
thy Roberts, who has argued that “rather than think of black women as 
vulnerable to endometriosis, ‘gynecologists are more likely to diagnose 
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Black women as having pelvic infl ammatory disease, which they often 
treat with sterilization’ ” (quoted in Hoberman 2005, 92). Accordingly, if 
history is a teacher, Dr.  Rose’s conception of her Latina patients’ sexual 
lives may have led to misdiagnoses of gynecological conditions, willful 
blindness to others, and demonstrations of tactlessness to those Latina 
women actually saddled with a sexually transmitted infection.

Bangladeshis are also articulated as subjects of Dr.  Rose’s contempt. Al-
though it is probably true that any patient who refuses to allow Dr.  Rose’s 
students to observe her examination incurs Dr.  Rose’s wrath (in the form 
of rudeness, insensitivity, or a disturbing lack of “bedside manner”), the 
woman presenting the phenotype or other characteristics of what Dr.  Rose 
believes to be “Bangladeshi” probably incurs that wrath to a greater degree 
as her refusal would be based on an “irrational” “cultural” belief and not a 
perceived more legitimate personal circumstance. Th at Dr.  Rose does not 
think highly of “Bangladeshis” was made apparent in another portion of 
our interview. Lamenting the transformation of the practice of medicine 
from one grounded in interpersonal relationships to a less relationship- 
focused, profi t- driven enterprise, Dr.  Rose spoke about the inability of pa-
tients with private insurance to enjoy continuity with their physicians 
throughout their pregnancies:

When I did my private practice, I was solo. But, there are no more solo 
practitioners. Th ey don’t exist anymore. Just fi nancially. You now have 
groups of three, four, and fi ve. But, they’re starting to be towards six, 
seven, eight, nine, and ten. And they’re adding another concept, which 
has been called a “hospitalist”: a lot of hospitals are hiring someone to 
work the labor room 24/7—[someone] who has nothing to do with the 
patients that  we’re seeing in prenatal care. So, you walk in [to deliver] 
and it will be Dr. Gupta from Bangladesh who is moonlighting at the 
hospital; you’ve never seen this person. All that is changing.

In Dr.  Rose’s race fantasy, the fi gure of “Dr. Gupta from Bangladesh” 
stands for all that is wrong with the current, rapidly altering practice of 
medicine. “Dr. Gupta’s” parasitic opportunism operates to the “detri-
ment of the patient— both physically and emotionally . . .  because preg-
nant women like to bond” with their caretakers. Moreover, because it is 
reasonable to doubt Dr.  Rose’s ability to accurately identify someone from 
Bangladesh (or to identify others who are not from Bangladesh), her un-
complimentary opinion of “Bangladeshis” as unfortunate interlopers in 
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the “American” system of health care who are, in another circumstance, 
revealed to posses regrettable, fi xed, “cultural” ideas is apt to work to the 
detriment of all South Asian women who fi nd themselves in the unlucky 
circumstance of being one of Dr.  Rose’s patients.

Finally, it appears transparent that Dr.  Rose’s unfl attering description of 
her African- American patients, who are most likely to “complain the most 
and refuse,” is informed by discourses of the “welfare queen”— the always 
Black woman whose receipt of government assistance as an entitlement has 
corrupted her work ethic, values, and sense of responsibility. Reminiscent 
of the welfare queen who believes she should not have to engage in labor 
outside of the home in order to support herself (as those making up hard-
working America must do), Dr.  Rose believes that the African- American 
New York Medicaid recipient thinks she is “special” and her body is not the 
stuff  on which professors should teach and students should learn. In 
Chapter 6, I will explore more expansively the dangers and consequences 
of suspecting that entire groups of people are welfare queens; it should suf-
fi ce to observe at this point that the low regard with which Dr.  Rose holds 
her Black patients might not translate into the provision of quality health 
care for them. In sum, Dr.  Rose allows us to see what plain racial contempt 
looks like and how it may lead to racial disparities in health.

Unfortunately, Dr.  Rose was not the only physician I met who demon-
strated some contempt toward her racialized patients. Another attending 
lamented to me “Spanish- speaking patients take it for granted that every-
one will speak their language. Th ey expect you to speak Spanish with them. 
Th at’s the problem: they come  here and expect everything to be given to 
them.” It was unclear whether the “here” to which this attending referred 
was Alpha Hospital or the United States more generally, but what was clear 
was the disgust that provided the texture for understanding her comments. 
Th is attending, like Dr.  Rose, also had a reputation among the staff  for be-
ing tactless, impatient, and occasionally rude to her patients. Such data may 
lead us to wonder about the way her beliefs about race may infl uence the 
quality of the health care she provides.

r a dic a l ot her ness:  t he cor e of r aci a l biology, 
r ace contemp t,  a nd cult ur e

I have argued above that racial biology is an idea about the fundamen-
tal dissimilarity of racialized persons. Furthermore, what is racist contempt 
for other racialized persons but a hatred for those who are thought to be 
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deeply and basically unlike the racial group to which the racist belongs? 
When one distills that ideas of radical diff erence are the foundations of all 
of these concepts that have operated to shorten (and diminish the quality 
of) the lives of racially dominated persons, one can see that the danger lies 
not in the specifi cs of the concepts but in perceptions of insurmountable 
diff erence. Now, although Dr.  Rose’s conception of “culture” is nothing 
more than a euphemistic turn of phrase for traditional notions of “biologi-
cal race,” I now argue that more conventional usages of the culture concept 
are just as deterministic as biological- race determinism. Accordingly, when 
“culture” is revealed to signify radical Otherness, one can see that cultural 
ste reo types and beliefs in the way people from certain cultures “just are” 
can be just as dangerous— and just as racist— as racism.

In a seminal article, “Race and the Culture of Anthropology,” 
Visweswaran (1998) traces the deployment of the culture concept by Franz 
Boas, largely considered the father of modern anthropology. She writes 
that, due to his commitment to racial equality, Boas situated race and cul-
ture in an antipodal relationship. Indeed, culture was defi ned through a 
pro cess of negation. “Culture was expressed through the medium of lan-
guage but was not reducible to it; more importantly, it was not race. Cul-
ture became everything race was not, and race was seen to be what culture 
was not: given, unchangeable, biology” (Visweswaran 1998, 72). Although, 
progress- oriented scholars of today lament the biologization of race, Boas’ 
argument for race as a biological category was part of a two- part case for 
racial equality: the second movement in the case was to argue that the bio-
logical nature of race made it value- neutral, having “nothing to do with the 
superiority and inferiority of given races,” to quote his student, Ruth Bene-
dict (73). Boas was arguing against a conception of race in which biology 
determined the lives and livelihood of people or groups of people. His in-
tervention was to argue that biology- qua- race explained nothing about the 
potential of people or groups of people: it was simply an insignifi cant de-
scription or possession of a person, having no fundamental relationship to 
the life a person is capable of living.

Boas and his students contended that the stuff  of human diff erence 
was not in the “biologically transmitted traits” that constituted race, but 
rather found in race’s antonym— culture. “Culture, not race, was a more 
meaningful explanation of signifi cant diff erences between groups of 
people” (Visweswaran 1998, 75). Race’s consignment to the realm of ir-
relevance forced culture to become all that was relevant about a person or 
group of people. Moreover, because the problematic assumption that 
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biology could determine a person’s or a people’s life was never questioned, 
this determinism lived on in the culture concept. Racial determinism 
simply became a rapidly more ubiquitous “cultural determinism,” defi ned 
as “the emphasis upon cultural diff erences for determining outcomes to 
the ‘neglect of normative and po liti cal aspects of a cultural pro cess’ ” (76). 
And although the intent behind Boas’ and his students’ deployment of 
the culture concept was an anti- essentialist one, it has come to freeze “dif-
ference possessed by concepts like race” (76). Th at is, although culture is 
understood as something that “is learned and can change,” as Abu- Lughod 
(1991) has written, very rarely in its myriad deployments has it been de-
scribed as changing. A “culture” is static and rigid or, alternatively, it is de-
stroyed and replaced by a new one.

Th is deterministic, unalterable notion of culture has become common 
currency. In this way, culture has come to do the work that race is no lon-
ger capable of doing; as a consequence, we witness more and more of what 
I call “culturalist racism,” wherein culture is used to condemn persons or a 
group of people as eff ectively as did the race concept of yore.

[B]ecause everyone “talks culture” (that is to say, has access to the 
concept of culture), its relativist outlines have been increasingly fi lled by 
racist content. But does that not illustrate how culture has come to stand 
in for race? Without a way of describing the sociocultural construction of 
race, culture is asked to do the work of race. Th is is perhaps what Walter 
Benn Michaels means by the title of his essay “Race as Culture.” He 
writes, “Our sense of culture is characteristically meant to displace race, 
but . . .  culture has turned out to be a way of continuing rather than 
repudiating racial thought.” When race functions at all, “it works as a 
metonym for culture; and it does so only at the price of biologizing what 
is culture or ideology.” (Visweswaran 1998, 76)

Now, culture need not acquire a biological connotation for it to operate 
as a deterministic concept, although examples of the biologizing of culture 
surface frequently. Consider an interview I had with a chief resident, Rhea 
Waxman, who expertly demonstrated the substitution of biological race for 
biological culture. Dr. Waxman, a white woman in her mid- twenties, spoke 
openly about her conviction that all patients should be screened for ge ne tic 
conditions based on their racial background (and her consequent habit of 
encouraging her patients to test their fetuses for certain conditions depend-
ing on their race). Although she believed all patients “regardless of where 
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they are from” should be tested to determine whether they are carriers of 
problematic genes, “African Americans” and “Asians”  were the racial groups 
that raised the most red fl ags for her, as those  were the only racial groups she 
named to justify her practice of interrogating her pregnant patients regard-
ing their racial backgrounds: “African Americans are more associated with 
sickle cell disease [and] Asians with thalessemia.” She explained, “Certain 
ethnicities have certain conditions that are kind of inherent to them due to 
old, old, old mating habits of people— where you don’t mate outside your 
comfort zone. So, that’s the reason why I ask.” Although Dr. Waxman 
clearly subscribed to some notion of biological race, further elaboration re-
vealed her to also subscribe to a notion of biological culture.

When I pressed Dr. Waxman about the fact that, due to centuries of 
slavery, colonialism, imperialism, global capitalism, and other macro pro-
cesses, genes that may have been common to one region or group are likely 
to be found in people of various ascribed and self- identifi ed races, she re-
sponded: “You can stand there and tell me that you’re White. I’m going to 
argue a little with you. I’m going to say, ‘Are you sure somewhere around 
there, somebody is not from Africa or the islands?’ . . .  Th ere’s been a lot of 
press about people’s admixture. I’m probably part African somewhere 
around there. But, I don’t associate with that culture or that way of life or 
anything. So, I don’t say that I’m African American.” Dr. Waxman ap-
pears to admit that a certain irrationality governs her practice of encourag-
ing race- based ge ne tic screening: although she avows that all African Ameri-
cans ought to be screened for the sickle cell trait and sickle cell disease at 
birth, she personally would not be screened for the gene or condition, as 
she does not “say that [she’s] African American”— although she is “proba-
bly part African somewhere around there.” Yet, in Dr. Waxman’s wrestling 
with the illogic of race- based ge ne tic screening, she begins to articulate an 
interesting conception of “culture.” For Dr. Waxman, there is an “African 
[American] culture” and an “African [American] way of life”— homogenous 
entities that, when an individual “associates” with them, allow that person 
to say he/she is “African American.” Dr. Waxman appears to suggest that if 
she did associate with “that culture or that way of life,” she could indeed 
say she is African American. So, at fi rst blush, there appears to be elect-
ability to “culture”; one could choose to be or not to be a member of any 
given culture. Yet, Dr. Waxman’s ability to elect membership in a culture 
is not similarly available to me, as I “cannot stand there and tell [her] that 
[I’m] white”; she would argue against such an avowal without having 
queried whether I “associate” with “white culture” or “the white way of 
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life.” Accordingly, for Dr. Waxman, it would appear culture is as much of 
a biological entity as her conception of race. Implicit in her reasoning is 
that the ability to “associate” with a culture depends upon one’s ge ne tic 
(that is, racial) constitution, buttressing Visweswaran’s observation that 
because “the dominant view of race is a biological one, when this substitu-
tion of [culture for race] is eff ected, culture and ethnicity are themselves 
essentialized or biologized” (Visweswaran 1998, 76).

Visweswaran’s article, fi rst published before the turn of the century, was 
prescient, as demonstrations of cultural determinism and culturalist rac-
ism have multiplied dramatically in recent years. Even when culture is 
understood as learned (as opposed to biologically inherited) behavior, it 
still is thought to overdetermine outcomes. Culture has been off ered as 
that which explains everything, including the centuries of violence be-
tween “the West” and “non- Westerners”—an argument the late Harvard 
professor Samuel Huntington parlayed into an infl uential, best- selling 
book, Th e Clash of Civilizations and the Remaking of World Order (1996). 
Huntington posited that cultural diff erence (i.e., fundamental, nonnego-
tiable diff erence) would be the origin of future confl ict in the world arena. 
Civilizations, understood as culture- writ- large, would clash because of the 
radical alterity they posed to one another. Huntington hypothesized “the 
fundamental source of confl ict in this new world will not be primarily ideo-
logical or primarily economic. Th e great divisions among humankind and 
the dominating source of confl ict will be cultural” (1993, 22).

Nor should culture be understood as deterministic only in world politics; 
it determines the success and failure of racialized peoples within nations as 
well. Whereas race used to explain Black people’s poverty and disenfran-
chisement in the United States, culture does so now, as when Harrison 
(1998) argues, “[H]ere in the United States, we fi nd ourselves debating 
whether current po liti cal discourses on, in one instance, welfare reform 
and, in another, criminal justice encode race and reinforce racial domina-
tion by pathologizing what are being represented as irreconcilable sociocul-
tural diff erences” (610). When exploring culture’s role in explaining racial 
stratifi cation in the United States, Chang (2002) echoes Visweswaran’s 
fi ndings: “While scientifi c racialism is generally not a defensible position, 
there remains what might be described as a social or cultural racialism that 
attributes certain characteristics to racial groups and explains racial diff er-
ences as the natural outcome of meritocracy and the free play of the mar-
ket.” (88). Culture has become the entirely defensible position to which 
dispossession in a “post- racial America” can be ascribed. “Th is new racial-
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ism, which may not be so diff erent from the old racialism, is necessary to 
maintain the widely held belief among Whites that race has little if any 
eff ect on one’s life chances in a country where the average wealth of a White 
 house hold in 1993 was more than $45,740 and the average wealth of a Black 
 house hold was $4,418” (Chang 2002, 88).

I posit that physicians’ belief in “culture” could contribute to racial dis-
parities in health in the same way Hoberman believes physician racism 
(understood as physicians’ beliefs in racial biology and/or the physicians’ 
plain racist contempt) has contributed to racial health disparities. Interest-
ingly, culture has already been off ered by many scholars to explain racial 
disparities in health, as commentators relate the higher morbidity and 
mortality of Black people to African- Americans’ (indelibly cultural) fear of 
the medical establishment (in the wake of the Tuskegee syphilis study) or 
Black people’s eating habits (common to an entire “culture” and impossible 
to change).  Here, however, instead of replicating this problematic scholar-
ship by looking at how some notion of the “culture” of the victims of 
health disparities produces diff erent rates of mortality and morbidity, I 
question how physicians’ ideas about the “cultures” to which their patients 
belong may contribute to health disparities when “culture” is understood 
as a signifi er of fi xed alterity.

Th at is, if at the crux of biological notions of race and racial hatred is the 
perception of (or desire to believe in) insurmountable diff erence between 
racialized persons and groups, the modern concept of culture shares that 
foundation of radical, unchangeable, nonnegotiable, and deterministic al-
terity. When we understand that culture can be used to signify fundamen-
tal, insurmountable diff erence (i.e., radical Otherness), then cultural ste-
reo types and assumptions about the way people from/with certain cultures 
“just are” may produce the same eff ects produced by racial discrimination. 
Hoberman may be correct that physician racism has been an as- of- yet 
unnamed contributor to racial disparities in health, but he may appreciate 
only part of the phenomenon by excluding culturalist racism from the 
ambit of physician racism. When writing about the incident in which 
three University of Alabama medical students wore blackface to a Hallow-
een party, Hoberman notes it “raises the question of where cultural stereo-
typing ends and biological race fantasies begin” (2007, 508). For Hober-
man, the danger lies only in the physician’s harboring of biological race 
fantasies. And so, I would enhance Hoberman’s account of physician rac-
ism by including cultural ste reo types within the concept: physicians’ 
beliefs in cultural ste reo types can do the work that beliefs in racial biology 
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have done to shorten (and diminish the quality of) the lives of racially 
dominated persons.

Consider in this regard a quotation in the aforementioned report con-
cerning racial disparities in health issued by the Institute of Medicine. Th e 
report quotes an “African American patient,” who says:

I’ve had both positive and negative experiences. I know the negative one 
was based on race. It was [with] a previous primary care physician when I 
discovered I had diabetes. He said, “I need to write this prescription for 
these pills, but you’ll never take them and you’ll come back and tell me 
you’re still eating pig’s feet and everything . . .  Th en why do I still need 
to write this prescription.” And I’m like, “I don’t eat pig’s feet.” (Institute 
of Medicine 2005, 6)

Th is physician need not have harbored any beliefs about Black people’s 
biological inability to pro cess sugar or ge ne tic predisposition to retain salt. 
Th is physician’s cultural assumptions  were as total (because all Black people 
eat pig’s feet, the Black person sitting in front of him eats pig’s feet) and 
deterministic (Blackness causes a person to eat pig’s feet and fail to fi ll pre-
scriptions, despite having been diagnosed with diabetes) as is biological rac-
ism. Beliefs in Black “culture” could be as harmful as antiquated beliefs in 
Black primitive pelvises, obstetrical hardiness, or hyperfertility.

Accordingly, one need not look only for physicians’ articulations of their 
beliefs in biological race, as one can look also for their ideas about the way 
people belonging to certain cultures think, feel, and behave. Such attitudes 
about culture can be appreciated as “data about individual racial thoughts 
and fantasies” insofar as culture and race have begun to proceed to the same 
eff ect. Indeed, one will fi nd articulations of “cultural thoughts and fanta-
sies” easier to fi nd, as it is still quite acceptable to “talk culture,” whereas 
“talking race” has fallen into disrepute.

My interviews with physicians underscore that culture is understood to 
be an indicator of diff erence that is both immutable and impossible to ne-
gotiate. It is a wall that— independent of and unrelated to language diff er-
ences, which can be overcome— prevents communication and mutual un-
derstanding between cultural Others:

 dr. cathy orville, a white second- year resident: Th ere are 
cultural barriers. Like, I had a woman from Tibet the other 
day who was basically having a miscarriage. I spent 45 minutes 
on the phone with her being as direct as I could: “You’re 
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having a miscarriage. Th e pregnancy is not growing. It’s not 
living. Th at’s why you’re bleeding.” But, at the end of the 
conversation, she said, “Oh, so the baby will be okay, though?” 
And I just don’t think— her culture— she just  couldn’t under-
stand because of her culture. Sometimes the diff erence is too big.

 khiara: What did you do?
 orville: I talked to her for another thirty minutes. I have no . . .  you just 

do your best.

p
 dr. phillip vincent, a white second- year resident: In terms 

of general health, defi nitely they are healthier at Omega than 
at Alpha. And a lot of that is a culture thing. It is just my own 
personal experience. [At Alpha,] I have had problems getting 
people off  fatty diets and they are diabetics. It is very hard 
because that is what they eat and their  whole family eats it and 
everyone in their neighborhood eats it. It’s their culture. Th ey 
 can’t cook any other way.

p
 dr. sara tripp, a white third- year resident, remarking 

about the large numbers of chinese patients who 
receive prenatal care at beta hospital, a smaller 
public hospital on the lower east side: It would be 
interesting to do something down there, too. It’s such a lot of 
Chinese women. For them, [childbirth education] classes really 
don’t matter. Honestly, Chinese women and Bengali women 
have a very hard time sometimes, I feel like. I’m just not— even 
if I have the interpreter phone and somebody who speaks 
Bengali, I feel like sometimes,  we’re just not getting through to 
each other. Th ere are some cultural diff erence that I just don’t 
get, or they are unable to tell me about something. So, that 
would be an interesting place.

For these young physicians, culture is used to signify a radical, fi xed 
Otherness; accordingly, the cultural Other comes to represent an alterity 
that is evocative of the racial Other. Cultural diff erence of today becomes 
akin to racial diff erence of yesterday.
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On Chinese- ness
Consider another portion of my interview with Dr. Waxman, in which I 
asked her if her patients  were receptive to her suggestion that they screen 
their fetuses for ge ne tic conditions based on race. She responded in cul-
tural terms:

I’ve found that the Chinese population— they have a lower level of 
tolerance for diff erence and disability. So, they almost all test, and they 
almost all terminate if the results are abnormal. I think that just 
culturally, there’s a lot of pressure. Th is is what I’ve experienced. . . .  I 
don’t have a lot of background, so much of this is just anecdotal. But, 
I’ve found that the women that [immigrate to the United States] have 
had one child and then two abortions. And when I take the family 
history, I always ask people, “Were your terminations personal or  were 
there problems with the baby?” Because it’s helpful for me to know 
that. And everyone is very free: “No, they  were government [due to the 
One Child Policy in China].” So, people come  here [to the United 
States] presumably because there are no government restrictions and it’s 
a better life. But, they still want totally normal, healthy babies. So, 
even though no one is imposing that, they will still have an abortion 
even though they had to abort their last pregnancy. I would think that 
people would latch on to this pregnancy, like “I can have it. So, I will.” 
But, I think that culturally, it’s just acceptable— in that culture— to 
terminate the pregnancy. And disability is not widely accepted on a 
ste reo typical level.

Dr. Waxman describes a highly durable conception of culture. To her, 
one result of governmental policy is that Chinese culture is averse to dis-
ability and diff erence while being amenable to abortion. Accordingly, Chi-
nese people, who are bearers of the culture, are similarly averse to disability 
and diff erence and amenable to induced terminations of pregnancy. Chi-
nese people’s relationship to disability and diff erence is not contextual; it 
does not depend upon the social or po liti cal milieu in which they live. 
Rather, it is cultural. And as culture, it is static, unalterable; once formed, 
the bearers of it will carry it around with them. Th eir culture determines 
their beliefs and actions. Moreover, Chinese people and the culture they 
inhabit (and that inhabits them) are to be counterpoised to a fi gure that 
operates only implicitly in Dr. Waxman’s narrative: the noncultural woman, 
historically racialized as white, whose relationship to abortion is based on 
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noncultural reasons: fi nancial, religious, or personal. In Dr. Waxman’s nar-
rative, Chinese women and Chinese culture are the Others to implicitly 
white women and their cultural lack.

What is the relationship between Dr. Waxman’s confi dent views about 
Chinese- ness and physician racism— the anonymous and largely unac-
knowledged pro cess that likely contributes to racial health disparities? I 
off er that Dr. Waxman’s ideas about Chinese- ness are also the stuff  of phy-
sician racism. Although Hoberman may concede only that her views raise 
“the question of where cultural stereotyping ends and biological race fanta-
sies begin,” Waxman’s “culture” can have the same eff ects as biological race 
fantasies. Th at is, Dr. Waxman need not believe Chinese persons possess 
a distinct ge ne tic or biological constitution for her to assume a Chinese 
patient sitting in front of her will tolerate an induced, or even spontaneous, 
abortion better than a non- Chinese patient. As beliefs in the biological 
hardiness of Black patients may cause physicians to recommend more in-
vasive surgeries, beliefs in Chinese women’s permissive attitude toward 
abortion may cause physicians to recommend abortion for diffi  cult or high- 
risk pregnancies.

Moreover, Dr. Waxman’s theory regarding the Chinese demonstrates 
just how easily beliefs in radical, fundamental diff erence inform plain 
(race- based or culture- based) hatred. If one despises laziness, violence, 
criminality, and materialism, then one would despise the racialized indi-
viduals (i.e., Black persons) whose “culture” (“Black culture,” “culture of 
poverty”) causes them to be lazy, violent, criminal, and materialistic. Simi-
larly, one can see how contempt for abortion bleeds easily into contempt 
for the racialized individuals whose “culture” counsels them to conceive 
of abortion as an “acceptable” practice.

On Mexican- ness
Perhaps one of the most apparent and ubiquitous cultural ste reo types in 
the Alpha WHC was the assumption that Mexican origin corresponded 
with prenatal and postpartum health. In truth, there has been some re-
search showing Mexican immigrants, in spite of poverty and a lack of 
access to regular health care, show relatively good health indicators (Gálvez 
2007, 1). However, this consequence is a result of par tic u lar practices—
“practices associated with diet, physical activity, social ties, and preparing 
for the arrival of a child” (2)— that are not intrinsic to Mexican origin, 
but the result of behaviors that are learned and mutable. Th e ste reo type 
that Mexican women receiving health care from the Alpha WHC are 
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in excellent health and have very few gynecological or obstetrical 
problems— and “that’s just the way they are,” with any nuance regarding 
the necessity of engaging in par tic u lar learned behaviors having been lost— 
was articulated frequently and shamelessly. Consider an interview I had 
with Hannah Ferguson, an amiable, talkative white woman in the second 
year of her residency. Dr. Ferguson was commenting on her desire to im-
press upon the “Alpha population” the importance of getting yearly gyne-
cological screenings. She related a story of having done a Pap smear on a 
woman who was fi fty, with the test being the woman’s fi rst. Dr. Ferguson 
elaborated:

She had, like, never seen a gynecologist before. I mean, there was 
nothing big that I could see on her cervix. But God forbid that she had 
a really horrible strain of HPV. I could have found a really advanced 
cervical cancer that could have been treatable if only she had come 
earlier. So, that’s one of those things I fi nd to be frustrating because I feel 
like we do see more advanced GYN cancers sometimes. And if women 
had more education about that, then we could maybe help. But I feel like 
a lot of our other patients are really very healthy. Especially the little 
Mexican women that come in to deliver. I think they’ve never seen a 
doctor before they come in at like, you know, nine centimeters. And 
they’re like— they’re perfectly healthy and they look. . . .  Th ere was one 
woman who came in  here who was— she was in her late nineties. And I 
was like okay well, so you know, do you want to come back in a couple of 
months. Because she had never had a colonoscopy and I was like, you 
know, maybe she should have a colonoscopy. . . .  And I was like, “Do you 
want to come back and talk about having a colonoscopy?” And she says, 
“Well, I’m going to Mexico for a couple of months. . . .” Good for you, 
man! See the world! So, you know— I mean they’re— she’s seen precious 
few doctors in her life, but she’s in perfect health.

Mexican- ness was thought to imbue Mexican women with an enviable 
and inexplicable level of health. Th is natural— almost preternatural— 
healthiness was usually accounted for in cultural terms, as when one resi-
dent remarked to me, “Mexicans just have this healthy culture; you  can’t 
explain it.” Th e vitality that fl ows to Mexican women by virtue of their 
culture— a cultural vitality— is reminiscent of the construction of Black 
women as biologically sturdier than their white counterparts. As Black-
ness was thought to immunize Black women from endometriosis and 
to endow them with “tough” vaginal tissues that would not tear during 
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birth, Mexican- ness is thought to make it less likely that Mexican women 
would suff er myriad gynecological and other medical problems. A mid-
wife’s remark to Gálvez, an anthropologist who conducted fi eldwork re-
search in the Alpha WHC with a specifi c focus on the experiences of 
Mexican immigrant women, accurately summarizes the general attitude 
toward Mexican culture and the people who bear it: “We love the Mexi-
can patients. Th at’s why we love working  here. Th ey’re so healthy” (Gálvez 
2007, 2).

As discussed earlier, the biological hardiness of Black women was thought 
to be manifested in the eff ortless and painless labors and births “primitive” 
Black women experienced. “Th e easy labors of primitive women’ are made 
possible by the simplicity of their lives, while ‘our present civilization with 
its artifi cial refi nements and customs has made women less able ner vous ly 
and physically to stand the strain of a hard, prolonged labor’ ” (Hoberman 
2005, 95). Compare this narrative of Black women’s simple and trouble- free 
labors with a story related to me by Gálvez. She had been in the delivery 
room with a Mexican woman during her extremely painful labor. When 
the woman lay in the hospital bed, the pain was intolerable; accordingly, she 
preferred to stand. However, because hospital policy was to maintain the 
patient in a prone position, the nurses and the woman’s obstetrician in-
sisted that she remain in bed. Th us, there began a dance wherein the 
woman would stand, furtively, when alone in the room with Gálvez and, 
when any of the staff  or her physician entered, attempt to rapidly lie down 
in bed. After some time, the pain became unbearable, and the woman opted 
to have an epidural. Once the epidural had been placed and the woman’s 
misery subsided, one of the nurses, perplexed, remarked to Gálvez, “Th is is 
so strange. Th e Mexican women usually don’t have such a hard time.” Al-
though the nurse did not explain to Gálvez precisely why she believed 
Mexican women do not “have such a hard time” during their labors (i.e., 
whether biology or culture was at play), the assumption that Mexican 
women will have easy labors could have the same consequence for them 
as assumptions about Black women’s immunity to pain: the denial of anal-
gesia and anesthesia or delay in administering them, the insistence that 
women undergo vaginal deliveries when a C-section may be indicated, or 
the failure to take the precautions to prevent trauma and infection that the 
physician might take with other racialized patients. (Hoberman 2005).

Unfortunately, I was not privy to many physician ruminations about 
“Black culture” or “African- American culture,” save for the aforementioned 
comments by Drs.  Rose and Waxman. Th is could be for any number of 
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reasons: physicians’ discomfort with describing to a Black woman their 
beliefs about Black people, the care taken by most when making general-
izations about Black people as a consequence of this country’s long history 
of anti- Black racism, and/or the smaller numbers of Black patients (rela-
tive to Chinese and Mexican women) seen in the Alpha WHC. As a result, 
I am unable to track the function of the culture concept as it specifi cally 
relates to Black women. But, given the evidence that “culture” does a lot of 
work to legitimize the problematic assumptions physicians make about 
Chinese and Mexican women, there is little reason to doubt it has the same 
eff ect as it relates to Black women.

some concluding t houghts

Th e Prenatal Care Assistance Program and sites such as Alpha Hospital are 
fairly understood as eff orts to ameliorate the eff ects of this country’s his-
tory of racism and racial in e qual ity by ensuring that an individual’s ascrip-
tion as a racial “minority” or “Black” does not determine whether she 
lives or dies or whether she is healthy or sick. And so the program, and the 
hospital that eff ects it, should be celebrated for its laudable purposes. But, 
at the same time, it must be recognized that such programs and institu-
tions are not self- eff ectuating; people give them life. Moreover, people who 
harbor problematic ideas about race and culture can undermine the goals 
of these programs and institutions. If we are really committed to ensuring 
that a person’s racial identity does not overdetermine her health status, we 
must demand that the persons caring for them do not harbor dangerous 
beliefs. Accordingly, physicians and other health care providers ought to be 
interrogated about their ideas concerning race and culture.

Th is suggestion will be met with re sis tance, as it has become accept-
able to conceptualize physicians’ personal beliefs, harmful or otherwise, as 
somehow protected by notions of privacy. But, when we acknowledge that 
“ ‘doctors’ ‘private’ moral dilemmas involving their patients are actually 
interpreted and resolved according to relationships of power in the larger 
society” (Roberts 1996, 118), we understand the relationship between the 
physician and her racialized patient is far from a “private matter.” Because 
this relationship is informed by the problematic macro pro cesses that we 
are ethically charged to investigate and scrutinize, we are, similarly, ethi-
cally charged to investigate and scrutinize the “private” thoughts that have 
helped to overdetermine the life chances of racial minorities in the United 
States. Literally it is a matter of life and death.
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In this chapter I have explored medical disenfranchisement in its 
most evident and recognizable forms: racial disparities in health, physi-
cian racism, and theories of racial biology and culture- as- race. In the 
subsequent chapters, I turn to more discreet demonstrations of medical 
disenfranchisement— deprivations that begin at the level of discourse. 
Although I describe these discursive pro cesses as discreet, they operate 
to devastating eff ect, functioning to reiterate race and racial inequalities 
in the United States. Accordingly, in no way should their subtlety— 
that is, their discursive nature— be used to argue against the profundity 
of their material impact. Th at said, I next examine the curiosity that is 
the phrase “Alpha patient population.”




