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By February 2020, the U.S. had reported its first deaths from COVID-19. It was not long
before the over-representation of African Americans, Latinos, and Native Americans among
reported coronavirus infections and deaths became apparent. African Americans and Latinos
have been approximately three times as likely to become infected and nearly twice as likely to
die from the virus as Whites. At the same time, calls for racial justice have erupted in the wake
of several high-profile killings of African Americans – most notably, the murder of George Floyd
on May 25, 2020, witnessed by the world on video-recording, after more than eight minutes of
having a police officer kneel on his neck as he repeatedly cried out, “I can’t breathe”.
Acknowledging the legacy of structural racism
COVID-19 disparities and the reactions of many Americans to racially motivated violence
are not surprising. The social contract concept suggests that individuals consent to yield some
of their freedoms and submit to the authority in exchange for protection of their remaining rights
or maintenance of the social order (1). A level of trust in the authority is inherit in this consent.
However, over the course of history, African Americans and other people of color have been
excluded from the social contract made by the U.S. government with its citizens or subjected to
the repercussions of a broken contract. These breeches of contract are reflected in structural
racism. In the U.S., structural or institutional racism includes policies and structures that allow
the dominant group (White Americans) to differentially allocate desirable opportunities and
resources to people of color, subjecting them to harm and failing to protect them (2). Policies
inherent to institutional racism, such as residential segregation, have long-lasting adverse health
effects on the population. Residential segregation places people of color in neighborhoods that
lack social investment, leading to less access to high-quality healthcare and education, healthful
foods, well-paying jobs, and safe housing, physical, and social environments (3).
In health care, structural racism is evident in the well-documented disparate access to
care and the quality of health care received by people of color in the U.S. These disparities are
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pervasive across settings, populations, health conditions, and levels and types of care.
Researchers have pointed to factors that contribute at multiple levels—from policies and
community resources to organizational attributes and clinician behaviors. It is not surprising,
then, that African-Americans, Latinos, and other racial/ethnic minority groups report lower levels
of trust in physicians and healthcare systems, than do whites (4).
In research, structural racism shows up in the disproportionately low levels of funding for
health disparities research (5), the lack of diversity among leadership and investigators in the
research enterprise, the under-representation of racial and ethnic minorities in research studies,
and the lack of engagement of communities of color in the design and conduct of research
studies, including the dissemination of results. For example, African Americans comprise 13%
of the U.S. population, but only 5% of patients enrolled in clinical trials that support U.S. Food
and Drug Administration approval of new drugs (6).
Restoring trust in health care and research
Physicians and researchers can draw lessons from two inter-related approaches to
reduce racism and enhance trustworthiness in health care and biomedical research:
relationship-centered care (RCC) and structural competence. RCC can be defined as care in
which all participants appreciate the importance of their relationships with one another,
recognizing that all healing occurs within relationships (7). In medical practice, patient-physician
relationships provide the context for exchanging information, arriving at diagnoses, choosing
treatments, and assessing the outcomes of care. Patient-physician relationships are central in
RCC, but there are also other important relationships to consider, including the relationships of
clinicians with themselves (i.e., self-awareness), with colleagues (reflected in the relational
climates of our institutions), and with their communities (which include potential partners and
participants for research studies) (8). Relationship dimensions linked to positive outcomes
include communication, partnership, respect, knowing, trust, and concordance (shared social
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identities and values) (8). Unfortunately, numerous studies have shown that these dimensions
are present at lower levels in the relationships between ethnic minority patients and their
physicians, ethnic minority health professionals and their colleagues, and between communities
of color and the researchers who study them (8).
Because disparities in health care and research also have their roots in structures and
policies that are broader than interpersonal relationships, structural competence has been
proposed as another approach to address the myriad factors leading to poor health in
communities of color (9). The healthcare system needs new emphasis on ensuring access to
high quality care and preventive health care, addressing patients’ broader social needs as part
of healthcare delivery, diversifying the healthcare work force to more closely reflect the
demographic composition of the patient population, and providing competency-based curricula
on structural factors, including structural racism (10). These lessons can also be applied to
biomedical research. Efforts should be made to more effectively address barriers to the
engagement of patients from communities of color in research, to diversify the biomedical
research workforce, and to provide greater funding and infrastructure for research addressing
health disparities.
Implementing an actionable plan
How can we practically apply lessons from relationship-centeredness and structural
competence to achieve healthcare delivery and biomedical research that are equitable and
worthy of the trust of communities of color? Beginning with the clinician or clinician-scientist
relationship to self, successful approaches include training in self-awareness and
professionalism, such as employing the race implicit association test with opportunities for selfreflection, perspective-taking, and enhancing emotional regulation skills (10).
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To improve our relationships with patients and research participants, we can use
relationship-centered behaviors (9) such as probing their perspectives with open-ended
questions, asking for their input on decisions, listening respectfully, showing empathy and
support for their emotional needs, and avoiding racially biased treatment or stereotyping
behaviors when interacting with them. RCC also means providing patients and research
participants with information in short, clear statements with opportunities for questions, and
preparing them for what they should expect from diagnostic tests, treatments, and research
protocols. Although more evidence is needed, many of these behaviors have been associated
with higher levels of trust by patients and research participants(11).
To mitigate health disparities, health professional education should include training to
promote structural competency. This training should include developing knowledge regarding
how health inequities are driven by forces at institutional and societal levels and providing the
necessary skills to take these factors into account when caring for patients and interacting with
research participants. With regard to relationships with colleagues, organizational research
suggests several best practices, including ensuring diversity of organizational members and
leaders, valuing and using varied ways of thinking for problem-solving, mindfulness (selfawareness, openness to new ideas), mutual respect, and trustworthiness (the ability to be relied
upon based on benevolence, integrity, and competence) (12, 13). Health systems should
demonstrate commitment to socially disadvantaged groups through authentic partnerships with
trusted agents; provide clear, timely, and accurate information using contextually appropriate
methods; monitor and reward the reduction of disparities in care; and increase clinician time and
support for rapport-building and continuity of care with socially complex patients (14).
Community-based participatory research (CBPR) principles and practices are highly
instructive for relationships with communities (15). CBPR approaches include bringing
community members into research as partners, not just subjects; using community members’
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lived experiences to understand health problems and design activities that improve health care;
connecting community members directly with how the research is done; and providing timely
research results to participating communities. Further research is needed to determine metrics
of success in community engagement between health systems and communities; however,
several interpersonal and organizational practices lead to improved academic and workplace
environments, organizational excellence, healthcare quality, shorter lengths of stay, and
improved patient outcomes (12, 16).
Bringing about change
As clinicians and researchers, the best place we can begin is where we are. We can use
our spheres of influence to take individual, institutional, and professional group actions to bring
about positive change. As individuals, we can commit to becoming more aware of our biases,
living in accordance with our values, and upholding the principles of our profession. We can
commit to becoming more relationship-centered in our interactions with patients, research
participants, colleagues, and community partners. We can hold our institutional leaders
accountable for implementing policies that will make our workplaces more diverse, inclusive,
respectful, and collaborative. We can help our professional organizations to advocate
effectively with policymakers to provide greater funding and support for health care, research,
and services that benefit the socially disadvantaged, by making opportunities more equitable,
and communities healthier.
These actions are critical as we navigate the challenges of preventing the spread of
COVID-19 through public health education and practice, diagnosing and caring for patients, and
conducting research to identify safe and effective vaccines and treatments. In taking these
steps, we will be doing our part to ensure that everyone in our society benefits - especially our
patients, research participants, colleagues, and communities experiencing racism and health
inequities - and that we are worthy of their trust.
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