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Review of Black & Blue 
[American Journal of Psychiatry 170:5  (May 1, 2013)] 

Reviewed by Annelle B. Primm, M.D., M.P.H.; 
Ezra E.H. Griffith, M.D. 

  
It is unusual for two African American psychiatrists to review a 
book, with a provocative title containing the “R” word, for the 
American Journal of Psychiatry (AJP). The request for an 
analysis of John Hoberman’s new text, Black & Blue: The 
Origins and Consequences of Medical Racism, came with a 
question about whether it warranted review at all in AJP.  We 
agree that not only should a book on this subject be published in 
the AJP, but those in AJP’s audience who have an interest in the 
intersection of race and health should be introduced to 
Hoberman’s comprehensive work on this thorny and important 
subject. In fact, one of Hoberman’s assertions is that editorial 
gatekeepers have prevented the history of medical racism from 
being explored in medical literature. So from our vantage point, 
AJP readers and the medical profession have everything to gain 
from an honest, intellectual excursion into this subject…. 



Paying Attention to 
the Race Factor in 

Medicine  



Dr. David Satcher (1973) 
U.S. Surgeon-General (1998-2002) 

“Much has been written about 
the doctor-patient relationship 
and its many challenges and 
ramifications. However, almost 
nothing is written about the 
effects of race on this 
relationship.” [JAMA (1973)] 



Being Candid About Race Relations in 
Medicine 

As the prominent African-American 
cardiologist Clyde Yancy observed in 
2009: “The general awkwardness 
surrounding racial issues in our society 
bleeds into medicine.” This 
awkwardness about practicing and 
discussing race relations has long been a 
fact of medical life the profession has 
been unwilling to recognize or deal with 
in a deliberate or systematic way.  



Knowing and doing nothing about 
racially differential treatment: 

 
 Dr. Arnold Epstein (1998) 

  
Dr. Arnold Epstein, then chairman of the 
department of health policy at the Harvard School 
of Public Health, had commented on the silence 
around medical racism a decade earlier in 1998. By 
this time the medical literature had clearly 
demonstrated that black patients were getting 
inferior medical care. “What is striking,” Dr. 
Epstein said, “is that the findings are not subtle 
and that we as a country have done nothing 
about it.”   

 



How Medical Authors Talk About Unequal Care: 
Arnold Epstein (1989) 

“Racial inequalities in the use of procedures for patients with ischemic heart 
disease in Massachusetts” (Wenneker MB & Epstein AM, JAMA 1989) 

 
Although utilization differences may reflect patient preference or 
different levels of disease severity and socioeconomic status not 
adequately accounted for, this study suggests that substantial racial 
inequalities exist in the use of procedures for patients hospitalized with 
coronary heart disease. 
  
Nevertheless, race does seem to be important. If medical decisions are 
being made on the basis of race we need to understand more about the 
complex interaction between physician and patient that leads to this 
inequality and the implications of these patterns for the 
appropriateness and efficiency of medical care.  



Three Black Physicians Comment on (1989) 

To the Editor. – We commend the study by Drs 
Wenneker and Epstein” entitled “Racial 
Inequalities in the Use of Procedures for 
Ischemic Heart Disease in Massachusetts” in the 
January 13 issue of JAMA. 
  
However, both the authors and the subsequent 
media coverage obscured the most important 
point: the most likely reason for these 
inequalities is that physicians value black lives 
less than white lives. 

 





What Doctors Need to Know About Race 

Modern doctors know little or nothing 
about the racial attitudes and behaviors 
of their twentieth-century predecessors. 
Without this knowledge doctors will be 
literally unable to imagine their own 
capacity for racially motivated thinking 
and behaviors. A medical profession 
that remains unaware of the racist 
legacy of American medicine cannot 
even begin to improve race relations 
within the medical culture. 



Recognizing Racially Motivated Diagnosis 
and Treatment 

The Socio-Historical Origins of 
Medico-Racial Folklore 





The Police Chief as Racial Anatomist 

Los Angeles Police Chief Daryl Gates: 
  
His reputation was tarnished by racial 
gaffes, including one highly publicized 
remark when he defended officers’ use of 
carotid chokehold that sometimes led to 
injuries or death. 
  
Gates suggested that blacks had arteries that 
“do not open up as fast as on normal 
people.” He later said he intended “normal” 
to mean all healthy people. 
  

[CNN (April 16, 2010)] 



Fundamental Question #1 

How has traditional and often 
defamatory, racial folklore been 
absorbed into medical practice in 
specific forms that have 
infiltrated medical specialties 
from cardiology to obstetrics to 
psychiatry? 



Fundamental Question #2 

Why has the medical profession 
never systematically studied how 
physicians produce racially 
motivated diagnoses and 
treatments that can cause 
medical harm? 



Case Presentation and Racial Marking: 
 

 
 



Racism: The Complexity Principle 

The fundamental tenet of 
Western racism is that the black 
human organism is less complex 
than the white human organism, 
both physically and 
psychologically. 



Medical Consequences of Racializing 
the Human Organism 

Racial Interpretations of Human Types and Traits 
  

Racial Interpretations of Black Infants and Children 
Racial Interpretations of the Black Elderly 
Racial Interpretations of the Black Athlete 

Racial Interpretations of Black Musical Aptitude 
Racial Interpretations of Losing Consciousness 
Racial Interpretations of the Nervous System 

Racial Interpretations of Pain Sensitivity 
Racial Interpretations of Heart Disease 

  

 



The Racial Interpretation of Human 
Organs and Disorders 

Racial Interpretation of the Eyes  
Racial Interpretation of Black Skin  

Racial Interpretation of Human Teeth 
 The Racial Interpretation of “White” and “Black” Disorders  

  
Black “hardiness”  
Physical hardiness 

 Emotional hardiness  
 



The Myth of Black Medical “Hardiness” 

heat tolerance (plantation era) 
  

athletic hardiness 
  

dermatological hardiness 
  

dental hardiness 
  

neurological hardiness 
  

analgesic hardiness 
  

cardiac hardiness 
  

obstetrical hardiness 
  

anti-anorexic hardiness 
  

emotional hardiness /medical stoicism 
[e.g., immunity to depression] 

 



Racial Athletic Hardiness 

A UT Female Varsity Athlete: 
 
“This class has already helped me understand my white coaches better. . . . 
[When] I tore my ACL and MCL and chipped my femur in a basketball 
game my coaches kept talking about how [the African-American 
professional football star] Jerry Rice had come back after only 5 1/2 
weeks and how I could still have a great season if I wanted it. A few days 
after my injury one of my white teammates tore a muscle in her thumb; 
all the coaches freaked and she sat out two weeks of practice and was 
constantly being checked on and pampered. I on the other hand was 
ignored once it was discovered that I could not play this season. The 
coaches could not have cared less how I was doing. This class helped me 
not be so angry about all of that. I realize now that they genuinely thought 
that because Jerry Rice came back in record [time] I should as well, 
because we are both black.” 

 



Recognizing Racially Differential 
Diagnosis and Treatment 



“Subconscious” Bias as an Alibi 
Our finding that the race and sex of the patient 
influence the recommendations of physicians 
independently of other factors may suggest bias 
on the part of the physicians. However, our study 
could not assess the form of bias. Bias may 
represent overt prejudice on the part of 
physicians or, more likely, could be the result of 
subconscious perceptions rather than deliberate 
actions or thoughts. Subconscious bias occurs 
when a patient’s membership in a target group 
automatically activates a cultural stereotype in 
the physician’s memory regardless of the level of 
prejudice the physician has. 
 
Kevin Schulman et al., “The Effect of Race and Sex on 
Physicians’ Recommendations for Cardiac Catheterization,” 
New England Journal of Medicine (February 25, 1999): 624-
625. 
 
 



“Racial differences in the use of invasive 
cardiovascular procedures” (1993) 

• CONCLUSIONS: Even when financial 
incentives are absent, whites are more likely 
than blacks to undergo invasive cardiac 
procedures. These findings suggest that 
social or clinical factors affect the use of 
these procedures in blacks and whites. 
 



Psychiatric Diagnosis 
(1996) 

812. William B. Lawson, "The Art and Science of the Psychopharmacology 
of African Americans," The Mount Sinai Journal of Medicine 63 
(October/November 1996): 301-304. [PHARMACOLOGY  
PSYCHIATRY] 
  
Such findings suggest that previously reported racial differences in diagnoses 
were largely caused by diagnostic error. [301-302] 
  
Other African Americans are overdiagnosed as having schizophrenia and may 
be inappropriately receiving antipsychotic medication (5).  
  
 Obsessive-compulsive disorder is often not diagnosed among African 
Americans, yet there is not support for racial differences in prevalence (9). 
[302] 
  
Underrecognition of affective and anxiety disorders may mean that African 
Americans will not receive appropriate targeted treatment. [302] 
  
Depression is often underrecognized in African Americans, either because of 
misdiagnosis, as noted above, or different treatment-seeking behavior (11). 
[302] 



Organ Transplantation 
(1999) 

Dr. Robert Gaston, a transplant surgeon at 
the University of Alabama in Birmingham, 
the largest transplant center in the United 
States, told [Long Island] Newsday that 
doctors dealing with poor African Americans 
in particular “will come up to a person and 
say something like, ‘You really don’t want a 
transplant, do you?’”  

A 1999 study concluded that: “Among the 
patients in our study who desired 
transplantation . . . black patients were less 
likely than white patients to have been 
evaluated and placed on a waiting list or 
given a transplant.” These black patients 
had expressed a preference for undergoing 
surgery. Their doctors, for whatever reasons, 
did not always prefer to accommodate their 
wishes. [Black & Blue (2012): 49-50] 



Treatment of Early-Stage Lung Cancer: I 
(1999) 

275. Peter B. Bach et al., “Racial Differences in the 
Treatment of Early-Stage Lung Cancer,” NEJM 341 
(October 14, 1999): 1198-1205. 
  
We cannot determine from our data why black patients have a 
lower rate of resection that their white counterparts, but we can 
conclude that the difference in treatment has a substantial 
effect on survival. Others have argued that the preferences of 
black patients may differ from those of white patients or that 
black patients may weigh the risks of surgical therapy 
differently. An alternative explanation is that black patients 
are offered optimal treatment less frequently than their 
white counterparts. These are certainly issues worthy of 
investigation in future studies. [1204] 



Treatment of Early-Stage Lung Cancer: II 
(2002) 

514. Peter B. Bach, "Survival of Blacks and 
Whites After a Cancer Diagnosis," JAMA 
287 (April 24, 2002): 2106-2113. 
  
These findings suggest that if biological 
differences do exist, they are responsible for 
at most a very small fraction of all cancer 
deaths. Therefore, biological differences 
between blacks and whites cannot explain a 
meaningful share of the racial disparity in 
cancer survival observed in the United 
States. [2112] 



ACE Inhibitors in Black Heart Patients 
(2001) 

820. "Race and Responsiveness to Drugs for Heart Failure," NEJM 345 (September 6, 
2001): 766-768 [Edward Havranek]. 
  
[ABC:] We disagree with the conclusion of Exner et al. that it is “appropriate to consider 
current therapeutic recommendations as applying to white patients but not necessarily to black 
patients.” The analysis that is presented is not a sufficient basis for withholding ACE 
inhibitors from black patients with heart failure. Black patients did have responses to 
analapril, but these patients were undertreated. The importance of increasing the dose of 
ACE inhibitors to achieve the maximal therapeutic benefit has been demonstrated in patients 
with heart failure and in those with hypertension. An alternative interpretation of the study 
by Exner et al. is that patients with hypertension-induced heart failure have worse 
outcomes when they receive suboptimal treatment with aspirin, beta-blockade, and ACE 
inhibition. [767] 
  
Although we cannot be certain that this belief [that black race should constitute an accepted 
reason for not prescribing ACE inhibitors] is common, it is disturbing that it exists at all. 
This simple-minded interpretation of the study by Exner et al. is not only distasteful, it is 
dangerous, potentially placing blacks at risk for inappropriate treatment. The data presented in 
the report are provocative but not definitive. They should inspire further research, not change 
accepted practice…. [767] 



“Racial disparities in coronary heart disease: a 
sociological view of the medical literature on 

physician bias” (2004) 

CONCLUSION: Socioeconomics, individual racism, and institutional 
racism represent 3 predominant pathways to differential treatment for 
CHD that are mediated by the patient-provider relationship. Racial biases 
are shown to be a part of the social structure of medical practices at both 
the macro and micro levels. Individual healthcare providers can 
potentially reduce disparities in Black-White CHD treatment and 
outcomes by examining the patient-provider relationship for bias. Future 
studies will require addressing more direct ways of measuring, 
monitoring, and reducing subtle bias in the healthcare system. 

 



Organ Transplantation:  
“Physicians’ Beliefs in Racial Differences …” 

(2004) 

Comparing the views of 
nephrologists with those of their 
patients, the authors found that 
doctors frequently misconstrued 
black patients’ attitudes toward 
renal transplantation and 
underestimated the availability of 
living kidney donors for them. 
  
[John Ayanian et al., “Physicians Beliefs about Racial Differences in 
Referral for Renal Transplantation,” American Journal of Kidney 
Diseases (2004)] 



Denial to Black Patients of Equitable Pain 
Relief 

(1993, 2000, 2001, 2003, 2005, 2008, 2013) 

“Association of Race and Ethnicity With 
Management of Abdominal Pain in the 
Emergency Department,” Pediatrics 132 
(October 1, 2013): e851-8. 

CONCLUSIONS: Race/ethnicity-based 
disparities exist in ED analgesic use and 
LOS for pediatric abdominal pain. 
Recognizing these disparities may help 
investigators eliminate inequalities in care. 
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