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The US healthcare system is so riddled with racism that tens of thousands of people of 

color die needlessly every year because of its inadequacies. Others are permanently 

disabled, live with remediable conditions, or suffer seriously inferior quality of life. The 

impact of race is felt in every area from basic accessibility to healthcare, through 

adequacy of coverage, treatments prescribed, prenatal care, cultural sensitivity of care, 

availability of specialized treatments and physical proximity to hospitals, to under-

prescription of routine diagnostic tests and painkillers and over-prescription of 

amputations and sterilization. Former US Surgeon General David Satcher has labeled 

these disparities “institutionalized racism.”1  

 

The cumulative impact is devastating to people of color. To give just one example for the 

African American community, which is the best documented, it is estimated that blacks 

suffer over 91,000 excess deaths a year - that is 37% of all black deaths.2 Excess deaths 

are deaths from health conditions that are preventable or treatable and are therefore 

unnecessary or avoidable.3 In other words, all other factors being equal, 91,000 black 

people die each year because of racism. Because of this, African Americans have a life 

expectancy a four and a half years less than white Americans.4 For parts of the Latino/a 

and Southeast Asian communities, life expectancy and healthcare status are equally low, 

and in many Native American communities they are even lower. Obviously not all the 



deaths of people of color are attributable to racism, but it is well documented that tens of 

thousands are. 

 

Race and gender clearly make a difference in how patients are diagnosed and treated. In 

one study, medical residents viewed a video showing a white male and a black female 

patient (the students did not know they were actors), who described identical systems of 

chest pain indicative of heart disease. Seventy-four percent of the students believed the 

white male had heart disease, but only 46% believed the black female.  

 

Another study of Medicare patients found that only 64% of black patients receive 

potentially curative treatment for early stage lung cancer, while 77% of white patients 

receive it, leading to survival rates of 34% for whites and just 26% for blacks after five 

years. A UCLA study found that Hispanics in emergency rooms in Los Angeles are twice 

as likely as white people in comparable circumstances to end up with no pain medication 

- not even a Tylenol. Over 30 years’ worth of studies show that people of color who 

arrive at a hospital while having a heart attack are significantly less likely to receive 

aspirin, beta-blocking drugs, clot-dissolving drugs, acute cardiac catheterization, 

angioplasty or bypass surgery.5. 

 

Racism in the healthcare system is also an international problem. The example of the 

drug development, pricing and delivery systems shows how people of color in 

economically exploited countries suffer needlessly from policies that ultimately benefit 



white people in developed countries, and financially benefit an even smaller number of 

the white Western elite.6  

 

Pharmaceutical companies do not develop many treatments to cure diseases that 

primarily affect people in economically exploited countries (and kill millions of people 

annually). Of the 1556 new drugs marketed between 1975 and 2004, only 21 were 

indicated for neglected diseases (including malaria and tuberculosis, but not HIV), and a 

mere 10 were directed at neglected tropical diseases which affect over a billion people 

annually.7 The main emphasis of drug company research programs is “lifestyle drugs” for 

conditions like obesity, baldness, face wrinkles and impotence. Although the companies 

complain that otherwise research would be unprofitable, the worth of the five largest 

pharmaceuticals is twice the combined GDP of all sub-Saharan Africa.  

 

Drug companies defend their profits at the cost of millions of lives in Africa, South 

America and Asia. For example, GlaxoWellcome threatened legal action against the 

Indian company Cipla for trying to provide Ghana and Uganda with a cheap version of 

Combivir, two drugs developed in the US with public funding. Nearly 40 companies took 

the South African government to court to prevent its making low-cost generic equivalents 

of certain AIDS drugs available to people who could not otherwise afford to be treated 

for AIDS. This lawsuit was dropped only after there was a large international outcry in 

response to the fact that about 5.7 million South Africans are HIV-positive, and most will 

die much sooner without access to low-cost drug treatments.8  

 



Brazil is a country that shows a significant saving of life is possible with more humane 

drug availability policies. In the early 1990s the country had the fourth-largest number of 

reported cases of HIV/AIDS in the world. The government began to import, produce and 

distribute large quantities of anti-retroviral drugs, which lowered the price for a year’s 

treatment to $600, compared with $10,000 for the drug company’s version of the drugs. 

This policy has reduced the number of AIDS-related deaths by 38%. However, the 

United States government, at the urging of pharmaceutical companies, threatened 

retaliatory measures if the policies were not discontinued.9  

 

All people should have a basic right to adequate healthcare. Of course economic factors 

also play a role in who has access to healthcare in the US, and we need to address the 

concerns of many white people who suffer from inadequate care. But we have seen that 

race is an independent variable, and we need to develop race-specific remedies that 

address the systemic ways that people of color are denied, have limited access to, or 

experience inadequate medical care, leading to needless suffering and death. 
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