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As the residuals of the holiday COVID-19 surge begin to wear off we should take a moment to reflect. 

Along with the decline in new cases, the United States has ample personal protective equipment (PPE), 

vaccines ready to go into arms, and an expanding understanding of the SARS-Cov2. Based on these facts 

it would seem there is cause to celebrate. In reality, this is far from the truth. The COVID-19 pandemic 

has forced our nation to address the elephant in the room. That elephant is the persistent health 

disparities between African Americans and Caucasian Americans. These health disparities and the legacy 

of racism have led to a vicious cycle of distrust and poorer outcomes for essential workers most at risk 

of contracting COVID-19. Essential workers have been on the front lines in our supermarkets, hospitals, 

and nursing homes. Many essential workers are African American, and their distrust is manifested in 

vaccine hesitancy.  

There are several historic examples of racism in healthcare. The Tuskegee syphilis study unethically 

observed black men with syphilis, never treating them. These men did not know or consent to take part 

in the study. Henrietta Lacks was an African American woman with cervical cancer.  Her cells were 

harvested for research without her consent and are still being used today as the HeLA cell line. These 

examples are from prior decades and the victims were uneducated and uninformed. Despite there being 

more educated black Americans today, health disparities still exist. Dr. Susan Moore recorded a video 

expressing concern over her treatment in the hospital while suffering from COVID-19. She informed her 

physician that she was short of breath and in pain.  Her physician told her that she was not short of 

breath and that he did not feel comfortable giving her more pain medicine. Dr. Moore later died from 

COVID-19. Doctor Shanice Wallace was the chief resident in her pediatric residency. She died from 

complications during pregnancy. Her death underscores CDC data from 2007-2016 showing that black 

women were 3.2 times more likely to have pregnancy-related death than white women1. In fact, college-

educated black women are 5.2 times more likely than their white counterparts to have pregnancy-

related mortality.  

Even things that we thought were objectively true are being brought into question. For years medicine 

has accepted the race-based calculations for kidney function. The rationale for race-based calculations is 

based on the false assumption that black Americans have more muscle mass than white Americans. So, 

if someone identifies as black their estimated glomerular filtration rate goes up several points. This can 

have serious repercussions for black patients. Let’s say a hypothetical pair of biracial identical twins 

identify as different races. One twin self-identifies as black and the other self-identifies as white. Their 

kidney function can be identical however the one who self-identifies as black may be given a clean bill of 

health from a kidney point of view.  The one who self-identifies as white may be told that they have 

renal insufficiency and need more specialized care. The twin who identifies as white will be treated 

aggressively to reduce the risk of kidney failure. The one who self-identifies as black will not. Fast 

forward 10 years in the future and now the twin self-identified as black has overall poorer health and 

requires dialysis.  

 
1 Racial/Ethnic Disparities in Pregnancy-Related Deaths — United States, 2007–2016, 
https://www.cdc.gov/mmwr/volumes/68/wr/mm6835a3.htm 
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Ankur K. Dalsania et. al. published a piece in the Journal of Racial and Ethnic Health Disparities. This 

work looked at the social determinants of health and racial disparities in COVID-19 mortality. Through 

regression modeling, they showed that a 1% increase in the number of black residents in a county 

increases the rate of COVID-19 death by 0.9%. They also looked at the Index of Concentration at the 

Extreme (ICE) income. This calculation looks at the population of a given county, subtracting the lowest 

earning 20% from the highest earning 20% and dividing that number by the total population. This index 

goes from +1 for very affluent communities to -1 for very impoverished communities. The lowest and 

second lowest quintiles of the ICE income are associated with increased COVID-19 death rates by 67.5% 

and 36% respectively.  

The Society for Post-Acute and Long-Care Medicine calls for the American health system to take a deep 

look into racism in healthcare. To treat a diverse American populace, you need a diverse clinical 

workforce. At present, a significant portion of non-degree requiring healthcare jobs are filled by African 

Americans. We do not see the same representation in degreed positions or leadership. Black physicians 

only represent 4% of America‘s physician workforce despite being 13+% of the population. The 

pandemic has made it hard to ignore individuals who are falling between the cracks of healthcare. We 

are now dependent on the health of others to survive.  

 

At the request of PMDA President Brian B. Kimmel, DO, CMD, Dr. Dillard Elmore and Schyuler Barbour-

Johnson, CRNP, have been working together to educate the Board about racial disparities in the delivery 

of health care, how it impacts our LTC essential workers, and what PMDA can do to begin to reverse the 

legacy of racism and inequality.  

As a first step, the Board is considering the adoption of a resolution: 

WHEREAS health disparities and the legacy of racism have led to a vicious cycle of distrust and poorer 

outcomes for African American as evidenced by the unethical Tuskegee syphilis study1, the development of 

the HeLA cell line from unethically harvested cells for Henrietta Lack2, the racial biases that led to the 

unnecessary suffering and deaths of Dr. Susan Moore3 and Dr. Shanice Wallace4, and the race-based 

medical calculations made daily that are grounded on false assumptions about the African-Americans5; and 

WHEREAS many of the essential workers in the Long-Term and Post-Acute Medicine are African American, 

and 

WHEREAS given this legacy, it can be no surprise that it has manifested as a distrust of the COVID-19 

vaccine among our essential workers. 

BE IT RESOLVED that the Pennsylvania Society for Post-Acute and Long-term Medicine recognizes the 

history of inequality, unethical treatment, and ongoing bias and the impact this vile legacy has had on 

people of color.  We validate the reluctance of our critical essential workers to embrace the Covid-19 

vaccine and call on our LTC physicians and Medical Directors to confront these issues of persistent health 

disparities between African Americans and Caucasian Americans, to reverse the history of ignorance and 

racism, and to work with our critical care partners to re-build the trust needed to ensure that all who 

encounter the medical system are treated without bias. PMDA stands ready to provide education, 

information, and physician, PA, and NP experts to begin the rebuild and to stay the course.    

Should this message resonate with the Board, next steps include finding like-minded collaborators to 

advocate for equity in health care and assembling interdisciplinary teams of LTC healthcare 
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professionals ready to provide virtual or boots-on-the-ground assistance to our colleagues across the 

state, regardless of the setting.  

We will also devote a session at our upcoming Spring Symposium, scheduled for Saturday, May 15, 

2021, from 7:00 am – 12:30 pm, to examining how a legacy of racism and inequality impacts our 

essential LTC workers, many of whom are people of color.  

We value your input. Share your thoughts on our PALTC Practitioner’s Forum.  

  

https://files.constantcontact.com/6cb47a0d701/5ff0bbdc-3f23-4e6f-950f-51ea2865bdc0.pdf

