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Background: History of Race in Clinical Medicine Use of Race In Clinical Algorithms, Tools, and Guidelines* Race-Based vs. Race-Conscious Medicine

Hierarchical racial categories based on perceived biological superiority and Clinical and Equity Implications It remains important to understand differences in health and healthcare
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We performed a review of the literature around how race is incorporated . ... Both clinical calculators employ renal Overestimates of renal function
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into medical teaching and clinical practice, including through diagnosis adjustment factors based on race and subsequently result in delayed ' h
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In 2020, the American Medical Association (AMA) adopted policies to
guidelines across multiple specialties and hospital institutions. ( ) pted p

Some clinical tools are less effective on darker skin (e.g. pulse oximeters used to assess recognize race as a social construct and encourages medical education

Overall, we found that race permeates clinical decision making and oxygenation status, which has been linked to COVID-19 disparities). Racial bias may programs to recognize the harmful effects of using race as a proxy for
treatment in multiple ways that may perpetuate racial health disparities: present in newer areas of clinical algorithms (artificial intelligence/machine learning) due to biology In medical education through curriculum changes that explain

(1) Provider attitudes and implicit bias lack of diversity in data from which models are derived, as well as financial bias against how racism results in health disparities.
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Bias and Stereotyping in Medical Teaching Race-based Drug Prescribing and Precision Medicine |
In October 2021, the House Ways and Means Committee found that

Research finds that provider/health system bias (racial bias in electronic Pharmacogenomics: the study of how genes affect drug response for treatment and side professional societies suggest more research (with evaluation of
health record documentation) and discrimination drive health disparities effects. Inclusion of race in pharmacological prescribing is often based on limited evidence unintended consequences of removing race correctors) is needed before

and can be reinforced through clinical teaching. from small studies and may result in inappropriate dosing or premature recommendations. decisi?nsfcall_’l be Imade, noting downstream implications for other
aspects of clinical care.
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Next Steps: Future work may consider closer examination of sources of and interventions
for provider and institutional racial bias, in addition to assessment of content on structural
racism and health disparities in medical curricula and training.
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