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Abstract

The harsh realities of racial inequities 
related to COVID-19 and civil unrest 
following police killings of unarmed 
Black men and women in the United 
States in 2020 heightened awareness 
of racial injustices around the world. 
Racism is deeply embedded in academic 
medicine, yet the nobility of medicine 
and nursing has helped health care 
professionals distance themselves  
from racism.

Vanderbilt University Medical 
Center (VUMC), like many U.S. 
academic medical centers, affirmed 

its commitment to racial equity in 
summer 2020. A Racial Equity Task 
Force was charged with identifying 
barriers to achieving racial equity at the 
medical center and medical school and 
recommending key actions to rectify 
long-standing racial inequities. The task 
force, composed of students, staff, 
and faculty, produced more than 60 
recommendations, and its work brought 
to light critical areas that need to be 
addressed in academic medicine broadly. 
To dismantle structural racism, academic 
medicine must: (1) confront medicine’s 
racist past, which has embedded 

racial inequities in the U.S. health care 
system; (2) develop and require health 
care professionals to possess core 
competencies in the health impacts of 
structural racism; (3) recognize race as 
a sociocultural and political construct, 
and commit to debiologizing its use; 
(4) invest in benefits and resources for 
health care workers in lower-paid roles, 
in which racial and ethnic minorities are 
often overrepresented; and (5) commit 
to antiracism at all levels, including 
changing institutional policies, starting 
at the executive leadership level with a 
vision, metrics, and accountability.

	

The nobleness of medicine and nursing 
has long provided a cover for health care 
professionals to distance themselves 
from racism. Despite the intractability 
of racial and ethnic health disparities, 
many health care professionals blame 
patient behaviors, education, and 
economic factors for these differences, 
often failing to consider their own biases 
and complicity with structural racism. 
However, the harsh realities of racial 
inequities related to COVID-19 and the 
widespread civil unrest in the United 
States in 2020 following the murders of 
unarmed Black men and women were 

impossible to ignore. Video of the brutal 
9 minutes and 29 seconds of George 
Floyd’s murder and accounts of Breonna 
Taylor’s murder after being violently 
awakened in her home—both at the 
hands of police—heightened awareness 
of racial injustices around the world. 
In addition, dramatic increases in hate 
crimes against Asian Americans linked to 
xenophobic COVID-19 narratives further 
exposed the racist underpinnings of U.S. 
society, including those of medicine.

A Strategic Approach to Racial 
Equity

In summer 2020, Vanderbilt University 
Medical Center (VUMC), like many 
U.S. academic medical centers, publicly 
pledged to confront the enduring legacy 
of racism, including the structures 
and systems that disadvantage racial 
and ethnic minorities and drive health 
inequities. 1 A Racial Equity Task 
Force, led by faculty, staff, and medical 
student co-chairs (M.R.D., M.W., and 
K.K.), was charged with identifying 
barriers to achieving racial equity at 
VUMC and Vanderbilt University 
School of Medicine and recommending 
key actions to rectify long-standing 
inequities. More than 100 task force and 

work group members were appointed, 
including nurses, physicians, scientists, 
departmental and hospital leaders, and 
representatives from human resources, 
food services, environmental services, 
and campus police.

Over the course of 5 months, the 
task force reviewed existing data and 
publications and conducted surveys 
and interviews. The task force sought 
input from staff, students, trainees, and 
faculty and used intentional strategies, 
such as small-group listening sessions, 
to elicit critical feedback from racial 
and ethnic groups who have historically 
been excluded from these conversations. 
Collaboration across disciplines and 
roles was a high priority; thus, work 
groups were composed of and co-led 
by staff, students, and faculty from 
across the academic medical center. 
The final task force report included 
62 recommendations with 152 
subrecommendations across 8 thematic 
areas (for key recommendations and 
themes, see Table 1).

The data, deliberations, and courageous 
conversations resulting from the Racial 
Equity Task Force’s work brought to light 
critical areas that need to be addressed 
not just at VUMC, but in academic 
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Table 1
Key Recommendations From Vanderbilt University Medical Center (VUMC) and School of  
Medicine’s Racial Equity Task Force Organized by 8 Thematic Categoriesa

Theme Key recommendations

Establish infrastructure  
to combat structural racism

•  Demonstrate a public commitment to ensuring a culture of racial equity
•  Implement a centralized structure with a dedicated budget and resources
• � Identify institutional metrics related to racial equity, which are publicly reported and tied to executive  

compensation
•  Create a racial equity oversight committee that reports to senior leadership
•  Procure supplies and services from local, diverse businesses
• � Increase racial/ethnic diversity of leadership teams across VUMC, including medical center and hospital  

boards of directors
• � In partnership with racial minority populations, advocate as an institution for an external public  

policy agenda that supports equity and antiracism
• � Create a task force to document and publish Vanderbilt’s history of racism, discrimination,  

and social justice efforts

Cultivate an inclusive  
environment, free of racism

• � Implement enterprise-wide antiracism and racial equity education and training
• � Implement an enterprise-wide, multimodal reporting system in which employees, students, and patients  

can report bias-related incidents, discrimination, racism, micro- and macroaggressions, and racial abuse
• � Demonstrate ongoing and transparent commitment to address and reconcile critical incidents of  

discrimination, racism, and micro- and macroaggressions
• � Require all managers be trained in conflict resolution; handling reports of racism, discrimination,  

and micro- and macroaggressions; and how to create a safe space for staff to report these
• � Include metrics on reducing incidents of racism, discrimination, and micro- and macroaggressions in  

annual review cycles and promotions

Promote health, economic  
empowerment, and career  
advancement equitably

• � Provide resources and support to enhance knowledge and skills in personal financial management,  
budgeting, and investing

• � Increase availability and access to education and training for career advancement
• � Provide resources and support to enhance health and wellness of VUMC employees in the communities  

where they reside
• � Increase access to quality childcare
•  Increase access to safe and affordable transportation
• � Allow option to donate to employee-selected charities that serve underprivileged and underrepresented  

communities
• � Increase the diversity of discounts offered to employees
•  Ensure all employees have access to educational resources for basic computer skills

Recruit, retain, and promote a 
racially and ethnically diverse 
workforce

•  Increase the number of racial and ethnic minority individuals in candidate pool for all positions
• � Track leaders’ hiring, retention, and promotion of racially and ethnically diverse candidates and hold them 

accountable if there is lack of diversity in their departments
•  Personalize career counseling to support promotion for all job families
• � Increase the number of racial and ethnic minority employees considered for career advancement  

and promotion
•  Communicate workforce equity and diversity metrics effectively
• � Evaluate processes for selecting awardees and nominating candidates for awards and honors to ensure  

that the process does not disadvantage minoritized populations
•  Create training and mentorship programs for racial and ethnic minority employees

Educate/train a workforce  
that seeks to establish racial 
equity in all endeavors

• � Increase the capacity of faculty to discuss race, ethnicity, and the origins of health inequities while  
teaching in clinical and nonclinical settings

•  Integrate structural racism as a core competency in all health sciences graduate programs
•  Commit to ensuring a culture of racial equity in all degree programs
• � Develop transparent and easily accessible processes for assessing and reporting racism, discrimination,  

and bias in education and training
•  Increase student and trainee exposure to individuals from marginalized racial and ethnic groups
•  Increase access to antiracism and racial equity resources

Recruit/retain students and  
trainees from historically  
excluded racial/ethnic groups

•  Clarify definition of “underrepresented minorities”(URMs) and document definition explicitly
•  Recruit students from minority-serving institutions actively
• � Expand internship programs for local high school and college students from racial and ethnic groups  

historically excluded from health professions
• � Review admissions committee bylaws, selection criteria, interview practices, and applicant assessments  

for racial equity
•  Increase amount of financial support to URM students through need-based and merit-based scholarships
•  Develop a mentoring program with adequate resources that supports URM students, residents, and fellows
• � Require clinical departments to fund at least 1 URM visiting clerkship student per year with the goal  

of increasing the number of URM senior medical students rotating

(Table continues)
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medicine broadly. As we discuss below, to 
dismantle structural racism in academic 
medical centers, we must:

•	 confront medicine’s racist past, which 
is the foundation for the inequities 
embedded in the U.S. health care 
system;

•	 develop and require health care 
professionals to possess core 
competencies specific to the health 
impacts of structural racism;

•	 recognize race as a sociocultural and 
political construct, not based on 
biology or genetics;

•	 invest in benefits and resources to 
increase the economic empowerment 
and improve the health of racial and 
ethnic minority health care workers 
who are overrepresented in lower-paid 
roles (e.g., certified nursing assistants, 
food services staff, and environmental 
services staff); and

•	 commit to antiracism at all levels, 
starting with a vision and accountability 
at the executive leadership level.

Academic Medicine’s Racist 
History and the Health Impacts of 
Structural Racism

The scarcity of Indigenous, African 
American, and Hispanic/Latino health 

care professionals is not an accident 
but rather the result of long-standing 
discriminatory practices. In the early 
20th century, most U.S. medical schools 
did not admit African Americans and 
many hospitals granted privileges only 
to White physicians. 2 African Americans 
primarily attended historically Black 
medical schools—either Howard 
University College of Medicine or 
Meharry Medical College, the 2 schools 
that survived the 1910 Flexner Report, 3 
which recommended shuttering the other 
5 historically Black medical schools. 
Today, medical schools often celebrate 
their first African American matriculants 
yet fail to acknowledge the racist policies 
and practices that purposefully excluded 
them for decades. This failure bolsters 
the myth of meritocracy, which lauds 
individual achievement, and reinforces 
narratives that blame racial and ethnic 
minorities for their underrepresentation 
in medicine rather than addressing the 
institutional climate and biased systems 
built on discriminatory, exclusionary, and 
unjust practices.

Before the legislation establishing 
Medicare in 1965, most U.S. hospitals were 
segregated by race. African American 
patients on segregated wards faced 
substandard treatment, exploitation, 
mistreatment, and experimentation. 4 
Months before the July 1966 inauguration 

of Medicare, more than 4,000 segregated 
hospitals rapidly desegregated, a 
requirement to receive Medicare 
payments. 5 This historic change happened 
with little fanfare and without substantial 
efforts to address other discriminatory and 
racist practices.

To confront structural racism, academic 
medicine must acknowledge, document, 
and begin to reconcile its racist past by 
changing policies and practices that have 
unjust and negative impacts on racial and 
ethnic minority communities. Academic 
medicine must go beyond implicit 
bias and cultural competency training, 
which focuses on bias and prejudice 
at the individual level, to implement 
curricula on the health impacts of 
structural racism at the institutional 
level and to set standard competencies 
at the national level (e.g., via the Liaison 
Committee on Medical Education and 
the Accreditation Council for Graduate 
Medical Education). Education and 
training on racial and ethnic health 
disparities should recognize the painful 
legacies of overt racism, abuse, and 
trauma that continue to negatively impact 
these communities. For example, health 
disparities among Native Americans 
cannot be fully understood or addressed 
without recognizing that the massacre 
and forced removal of Indigenous people 
from their land resulted in a ripple of 

Cultivate racial equity in  
research setting; conduct  
research to address inequities

• � Establish the infrastructure (e.g., Research Equity Center) to cultivate a research community that  
addresses health inequities

•  Develop an antiracist scientific vision and research agenda
• � Create institutional standards and support the universal collection of social determinants of health data,  

including self-reported race, ethnicity, and primary language in clinical and research records
• � Encourage/incentivize investigators to use social determinants of health measures, both individual and  

structural, to facilitate data harmonization and comparison across studies
• � Improve investigators’ ability to conduct research with scientifically valid enrollment goals and data that  

reflect the racial, ethnic, and socioeconomic diversity of disease burden
• � Create a VUMC Equity in Research Oversight Committee to establish transparency and organizational  

accountability in research

Deliver highest quality of care 
equitably; avoid/eliminate  
use of racialized medicine

• � Establish a culture of health equity improvement; require each clinical department to identify a racial  
disparity and implement a process to improve it

• � Ensure racial equity in access to and delivery of health care
• � Establish regularly occurring and mandatory education for VUMC faculty, staff, and trainees about race  

and the health impacts of racism
• � Improve the accuracy of patient demographic data, including self-reported race, ethnicity, and language  

preference, via multimodal outreach and training of staff
• � Assess patients’ perspectives on treatment, care, and services received; stratify results based on race,  

ethnicity, and language
• � Eliminate racialized science and medicine, which are built on racism, the biologization of race,  

inaccurate or incomplete data, and flawed assumptions about racial hierarchy

 aAdapted from Vanderbilt University Medical Center and Vanderbilt University School of Medicine Racial Equity 
Task Force Recommendations, December 31, 2020.

Table 1
(Continued)

Theme Key recommendations
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economic, cultural, and social losses that 
cumulatively disadvantage them today. 6,7

Debiologizing Race

Despite extensive evidence disputing 
assertions that race is biologically based, 
long-held beliefs about innate biological 
differences between races continue to 
permeate medicine, health care, and 
biomedical research. Superficial physical 
features (i.e., skin color, facial features, 
and hair texture) used to define racial 
categories are based on 18th-century 
pseudoscience, and substantial evidence 
indicates that humans cannot be 
inherently grouped based on biologically 
distinct characteristics or genetic 
clusters. 8 Although ancestral alleles may 
be associated with response to medication 
or disease risk, genetic variation is 
widely distributed across populations, 
and greater genetic heterogeneity exists 
within than between racial and ethnic 
groups. 9 The racialization of humans 
has been largely political, not scientific; 
thus, race is tightly entwined with social 
and cultural factors and is frequently a 
proxy for racism, 10 which has biological 
consequences. Experiences with 
racism and discrimination are linked 
to biophysiological changes such as 
neuroendocrine dysregulation, cellular 
aging, and elevated inflammatory 
cytokines, which result in excess 
morbidity and mortality among those 
experiencing racism. 11

Physicians and scientists were not passive 
bystanders in the racialization of humans, 
which is built on beliefs of White 
superiority, but rather active participants 
and, at times, leaders in the development 
of unsound evidence to support racist 
ideologies. The study of human genetics 
is rooted in white supremacy, and 
prominent scientists like Francis Galton 
and Charles Davenport promulgated 
eugenics. 12 Samuel Cartwright, a 
prominent physician and slaveholder, 
published papers about decreased 
lung capacity in enslaved people that 
purported appropriate treatment to be 
physical labor under the White man’s 
control. 13,14 Although lung function 
is highly variable among individuals, 
remnants of Cartwright’s flawed evidence 
continue in guidelines from American 
and European professional societies 
for racial and ethnic corrections in 
spirometry. 15–17

Flawed beliefs about biological race are 
deeply embedded in medical education, 
scientific literature, diagnostic tools, 
and clinical algorithms. To debiologize 
race and differentiate between race and 
ancestry, academic medicine should 
critically evaluate and set standards 
regarding the use of race in clinical 
and research settings. Race should 
be self-reported (allowing multiple 
responses and using a broad range of 
options), documented in the social 
history of clinical and research records, 
and excluded from the beginning of 
clinical case presentations. 18 Factors 
including experiences with racism and 
social determinants of health should 
be captured and considered as context 
for understanding racial differences 
in health outcomes. As Davis 12 writes, 
“Human genetics is not strictly a 
biological science, it is also a social 
science”; thus, collaborations among 
geneticists and social scientists that 
integrate and transcend disciplinary 
perspectives must guide conceptions 
about race and genetics.

Academic Medicine’s Workforce: 
Not Just Physicians and Scientists

The traditional tripartite mission of 
academic medical centers elevates the 
voices of faculty who generate income 
and prestige through clinical care, 
research, and education. Yet faculty 
(clinicians, researchers, and educators) 
represent less than 20% of employees at 
most academic medical centers and are 
less likely than nonfaculty employees to 
reflect the demographics of the broader 
community. 19 Racial and ethnic minority 
individuals are more likely to work in 
entry-level and service roles, 19 due in 
part to historic policies resulting in 
residential segregation, underfunded 
schools, and ongoing disinvestment in 
communities of color, as well as prior 
exclusionary hiring practices within 
hospitals. For example, Vivien Thomas, 
who is hailed as a surgical pioneer for his 
role in developing a technique to repair 
tetralogy of Fallot, was classified as a 
janitor when he was hired as a laboratory 
technician in 1930 because janitor 
was the only classification Vanderbilt 
University assigned to Black men. 20

Our VUMC Racial Equity Task 
Force intentionally included nurses, 
laboratory staff, research assistants, 

and service workers and provided 
opportunities for staff to share their 
views about the institutional climate 
and their work experiences in a safe 
environment. They identified limited 
opportunities for upward mobility 
and frequent experiences of macro- 
and microaggressions in the work 
environment. Staff, particularly those in 
service roles, reported differential access 
to and use of employee benefits due to 
lack of access to technology both at work 
and home. They also reported having few 
opportunities to discuss benefits with 
staff who are bilingual and understand 
the differing needs and priorities of 
people from minoritized groups.

Employees of color are overrepresented 
in lower paying health care positions, 21 
which impacts their physical health, 
financial well-being, and opportunities 
for career advancement. To advance racial 
equity, academic medical centers should 
offer flexible benefits such as childcare 
subsidies, transportation assistance, 
educational resources for dependents, 
and tuition assistance to health care 
workers in lower-paid roles. Racial and 
ethnic minority employees also need 
access to mentoring, skills training, 
and sponsorship programs. Formal 
recognition programs should value 
activities often performed by employees 
of color, such as community engagement, 
mentoring other minority employees, 
and building trust with minority patients. 
Antiracism training should be required 
for managers and supervisors to promote 
a culture of inclusivity and mitigate 
biased evaluations based on stereotypes 
and cultural differences.

Leadership Necessary for Culture 
Change

Transforming institutional culture from 
being nonracist to being fully inclusive 
and antiracist requires a long-term 
commitment and significant investment 
of time and resources. Committed 
leaders are crucial to this challenging 
transformation, and executive leaders 
must be actively involved in developing 
and communicating an antiracist 
vision and setting expectations for 
accountability. Until recently, discussions 
of racism and white supremacy have been 
infrequent in academic medicine. These 
terms often invoke defensiveness when 
used as they may be considered personal 
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attacks and not understood as systemic 
issues. Even as systemic and institutional 
racism become recognized, many 
health care professionals will struggle 
to accept that they are part of a culture 
that has oppressed and systematically 
disadvantaged some racial and ethnic 
groups.

To deconstruct policies and practices that 
enable systemic racism and subsequently 
restructure institutions, leaders must have 
cultural humility, that is, a willingness 
to learn about the experiences of other 
cultures as well as to self-critique and 
examine their own beliefs and cultural 
identities. 22 Racial equity in leadership 
must also be a high priority, as it will 
help institutions achieve the broader 
goals of delivering high-quality, person-
centered care, increasing patient 
satisfaction, and catalyzing high-impact 
scientific discoveries. 23–25 Racial and 
ethnic minority individuals comprise 
only 11% of health care executives, 
14% of hospital board members, and 
19% of mid- and first-level managers. 26 
Only 3.6% of medical school faculty are 
African American and 5.5% are Hispanic/
Latino. 27 However, these faculty and 
faculty from other minoritized groups 
are frequently overtaxed with service on 
committees, mentoring, and building 
public trust, often without additional 
compensation or opportunity for career 
advancement. 28 Executive leaders should 
proactively seek leaders from diverse 
backgrounds who have lived experiences 
with racism. Cultural differences and 
life experiences should be viewed as 
assets, articulated in job descriptions, 
and valued in assessments for hiring 
and promotion. Executive leaders must 
reverse formal and informal practices 
that have selectively advantaged White 
individuals and learn from, listen to, 
and share power with individuals from 
historically excluded racial and ethnic 
groups. Leaders should articulate clear 
goals and metrics for racial equity,  
which should be tied to executive 
compensation.

VUMC’s Steps Toward Becoming 
an Antiracist Academic Medical 
Center

VUMC’s strides toward eliminating 
racial and ethnic inequities go beyond 
our Racial Equity Task Force. Specific 
actions taken between July 2020 and 
July 2021 toward becoming an antiracist 

academic medical center include (1) 
eliminating race-based glomerular 
filtration rate (eGFR) reporting; (2) 
requiring full-day antiracism training 
for VUMC executive leaders, including 
department chairs, and members of the 
VUMC Board of Directors; (3) increasing 
VUMC’s minimum wage to $15/hour; 
(4) embedding antiracism training in the 
first-year medical school curriculum; (5) 
renaming Dixie Place, a street on campus 
whose name was a vestige of Southern 
secessionist states, as Vivien Thomas Way 
in honor of the African American surgical 
pioneer; (6) creating new leadership 
roles to advance racial equity, such as 
the senior director of nursing diversity 
and inclusion; and (7) introducing 
twice monthly discussions with medical 
education leaders, facilitated by an 
expert in racial equity, to begin critically 
reviewing the medical school curriculum 
for racial and ethnic bias, stereotypes, 
misinformation, and race-based medicine.

VUMC is committed to continuing these 
efforts to combat structural racism and 
will develop a comprehensive equity plan, 
guided by our Racial Equity Task Force 
recommendations (Table 1). Leadership 
is needed at the national level to develop 
competencies, determine core metrics of 
success, and share best practices among 
academic medical centers striving to 
become antiracist.
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