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 Introduction

Modern-day commentary on the history of racial oppression in America often high-
lights the social and political atmosphere of slavery from its inception in 1619. 
Much has been written on the evolution of these injustices—the Civil War, the Black 
Codes, the Reconstruction period, the Jim Crow laws, and White Nationalism—and 
the resistance movements that have countered them (e.g., the Abolitionist, Civil 
Rights, Liberation, and #BlackLivesMatter movements) [1–3]. Overarching themes 
of racism frame certain spheres in society. Critiques of the criminal justice, housing, 
education, financial, and health care systems typically review inherent disparities 
that persist for black Americans [4–9].

In most cases, analyses of disparities in health care and medical practice skirt the 
origin and historical impact of attitudes and policies within organized medicine. 
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Medicine, at its core, is a noble and ethical helping profession, so difficulty arises 
with self-condemnation.

However, several practices within organized medicine and psychiatry have per-
petuated inadequate care for black patients. They include limitations on the influ-
ence of black physicians and stymying of the research needed to enhance black 
Americans’ health; promotion of unscientific, unethical, and unjust medical 
research and clinical practices; and support for policies that have further marginal-
ized blacks. The prevailing sociopolitical and economic realities of blacks have 
created racialized mental health disparities. The consequences of these practices 
have been service disengagement, pervasive mistrust in medical care and research, 
and nonideal pathways to care (e.g., school-to-prison pathways, involuntary psy-
chiatric hospitalizations, and care in child welfare and correctional settings) 
[10–12].

 American Colonization and Slavery

The impacts of racism and racial stratification on the mental health of blacks in the 
USA extend as far back as the 1600s. From the beginning, enslaved blacks were 
aware that their only options were to “submit or die” [13]. Each day consisted of an 
assault on their autonomy. To survive, the enslaved had to submit. They were pun-
ished for being defiant, mature, or independent. They could not express themselves. 
“[The slave] must, in fact, learn to treat himself as chattel, his body and person as 
valuable only as the owner placed value on them. He must learn to fear and exalt the 
owner and to hate himself” [13]. 

The enslaved could not adopt a healthy sense of self-esteem or invest in them-
selves. The institution of slavery rendered blacks powerless and scarred mentally. 
This loss of autonomy resulted in the inability to express feelings. Because of racial 
terrorism, slaves learned to suppress their anger. Suppression of anger became a 
survival strategy and frequently saved them from a quick and horrendous death [14]. 
Presently, these effects are seen clinically and broadly in society. In treatment set-
tings, patients may suppress or deny anger and emotions. As Brown notes, these 
denials become normative: “false affability, passivity, resignation, and ultimately 
withdrawal or inward self-destruction” [14].

 Defining Blackness: Illness and Inferiority

Benjamin Rush, MD, a signer of the Declaration of Independence and often her-
alded as the “Father of American Psychiatry,” defined “negritude” as a mild form of 
leprosy that could be cured only by becoming white [15]. Despite the observation 
by Rush (a cofounder of America’s first antislavery society in America) that Africans 
appeared to become insane after entering slavery in the West Indies, his medical 
terminology was used to justify the inhumane treatment of enslaved blacks [16, 17]. 
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Although Rush was against slavery, the disorder he defined was used to potentiate 
the cruel treatment of slaves [15–17].

Throughout US history, psychiatry has been used to validate slavery. The 1840 
US Census claimed that enslaved blacks were free of mental illness: “The black 
man becomes prey to mental disturbances when he is set free” [12, 15, 17]. To sup-
port this claim, psychiatric professionals manufactured data suggesting that insanity 
rates increased in relation to a black person’s proximity to the north. The further 
north they lived, the more insane they were likely to become [18]. These proslavery 
findings were challenged by Dr. James McCune Smith, the first black physician to 
earn a formal medical degree at the University of Glasgow in Europe. Smith wrote, 
“Freedom has not made us mad. It has strengthened our minds by throwing us upon 
our own resources” [19].

Samuel A. Cartwright, MD, a prominent Louisiana physician and a leader in the 
proslavery movement, coined the mental health disorder “drapetomania.” Its symp-
toms (seen only among the enslaved) included the uncontrollable urge to escape, 
disobedience, talking back, and refusing to work [18]. Cartwright identified whip-
ping as its therapy. He encouraged overseers and slave owners to keep the enslaved 
submissive and to treat them like children with “care, kindness, attention, and 
humanity, to prevent and cure them from running away” [15, 20]. He also diagnosed 
slaves with dysaethesia aethiopica, or rascality [15]. Cartwright chastised Northern 
physicians who “ignorantly attributed the symptoms to the debasing influence of 
slavery on the mind” [15, 20]. Theories of ethnogenetic vulnerability and inferiority, 
such as Cartwright’s, were readily accepted and perpetuated white supremacy and 
racism in American culture [18, 21].

Dr. Cartwright was not alone in his oppressive psychiatric theories. James Woods 
Babcock, a psychiatrist and former superintendent of the South Carolina State 
Lunatic Asylum, used proslavery arguments to explain that Africans were “incapa-
ble of coping with civilized life” [12, 22, 23]. In his 1895 article “The Colored 
Insane,” he attributed the “rapid increase of insanity in the negro” and the constant 
accumulation of black lunatics to emancipation [12]. In 1895, Dr. T.O. Powell, the 
superintendent of the Georgia Lunatic Asylum, reported that considering increasing 
rates of insanity after emancipation, the hygienic and structured conditions during 
slavery served as protective factors against consumption, a form of insanity [15, 24].

 Scientific Racism

Scientific racial theories were developed in the eighteenth and nineteenth centuries 
in the USA and Europe. They emerged when imperialism and colonialism were 
prominent in European culture. In Benedict Augustin Morel’s Theory of 
Degeneration, social conflict, aggression, insanity, and criminality were signs of 
regression to a racially primitive stage of development, which had physical and 
mental manifestations [12]. This tendency was said to lie dormant in white people. 
To Morel, démence précoce (schizophrenia) epitomized degeneration.

1 Origins of Racism in American Medicine and Psychiatry
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The scientists and evolutionists Jean-Baptiste Lamarck and Charles Darwin 
propagated the concept of degeneration by involving race thinking to explain “prog-
ress” [12]. In 1965, Sir Aubrey Lewis, the chair of London’s Institute of Psychiatry, 
posited that non-Europeans were mentally degenerate because they lacked Western 
culture [12]. Aubrey Lewis became the foremost psychiatrist of the twentieth cen-
tury in the UK. He transformed psychiatry in Great Britain and produced a genera-
tion of academic psychiatrists, and he was directly responsible for both shaping the 
Maudsley Hospital from its early beginnings and bringing about the existence of the 
Institute of Psychiatry as part of the University of London [12].

According to Lewis, blackness was equivalent to criminality and madness [12]. 
Cesare Lombroso, an Italian psychiatrist and the founder of the field of “criminal 
anthropology” in the 1890s, produced tables of photographs identifying physical 
features that characterized criminality and insanity. He believed that white races 
represented the triumph of the human species [12, 25]. He theorized that signs of 
criminality and madness that remained were primitive features of blackness. In The 
White Man and the Coloured Man, Lombroso wrote that only white people have 
reached the most perfect “symmetry of bodily form” and “freedom of thought” [25]. 
Carl Jung explained that many American negative traits were due to “living together 
with lower races, especially with Negroes” [26]. Stanley Hall, a psychologist, called 
Africans, Chinese, and Indians “adolescent races” [26]. An increase in insanity and 
other degeneracy that threatened the biological well-being of white American peo-
ple was blamed on immigration [12, 27].

The concept of degeneration propagated crude theories of hereditable traits of 
criminality, feeblemindedness, and sexual deviance. American psychiatrists and 
physicians embraced theories to protect societal views and perpetuate racism. The 
aforementioned theorists pathologized cultural and racial differences—a pattern 
that persists. These physicians and scientists failed to analyze the impact of terror, 
familial disruption, isolation, and extreme poverty on health and perceived insanity 
among blacks. Exposing scientific racism is essential to protecting blacks from fur-
ther psychiatric abuses and facilitating resolution of social, political, and economic 
problems [28, 29].

 Twentieth-Century White Supremacy

 The Eugenics Movement

A decade after the Civil War, the US Congress passed the Civil Rights Act of 1875, 
prohibiting discrimination in public places and, paradoxically, providing the 
foundation for the Jim Crow laws, which ensured separate and inferior treatment for 
blacks. The eugenics movement of the early 1900s bolstered whites’ fears of inte-
gration and broadened concern about inheriting undesirable traits from blacks and 
other minorities. Across the country, social reformers, legislators, physicians, and 
medical superintendents joined forces to pass sterilization laws that eliminated what 
they perceived as negative traits (e.g., pauperism, mental disability, dwarfism, 
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promiscuity, and criminality) [30]. The legal ramifications of these efforts included 
immigration restrictions, interracial marriage bans, and forced sterilization. 
Unsurprisingly, these negative traits appeared concentrated in poor, uneducated, and 
minority populations [31].

Policies instituted between 1907 and 1940 resulted in 18,552 mentally ill persons 
being surgically sterilized [31]. Sterilization efforts initially focused on the disabled and 
later the poor. Sterilization advocates viewed reproductive surgery as a necessary public 
health intervention that protected society from deleterious genes and the social and eco-
nomic cost of managing “degenerate stock” [30–32]. Certain laws stated that inmates of 
any state institution could be sterilized if the institution’s board found the patient to be 
idiotic, insane, feebleminded, epileptic, or an imbecile. Sterilization programs found 
legal support in the Supreme Court case Buck v. Bell (1927), which set a legal precedent 
for sterilization of inmates of public institutions [32]. Thirty states adopted eugenic ster-
ilization laws, which accounted for the forced sterilization of approximately 60,000 
Americans. The extent of sterilization and its practices on minority populations, particu-
larly black Americans, needs further research and investigation [33].

Eugenics influenced the passage of the Immigration Act of 1924, which limited 
the number of southern and eastern Europeans who could enter the country and 
prohibited immigrants from Asia; these policies remained in effect until the 1960s. 
In all of its parts, the most basic purpose of the 1924 Immigration Act was to pre-
serve the ideal of U.S. homogeneity. Congress revised the Act in 1952. The 1930s 
marked a shift in forced sterilization, amplified by the atrocities of the Holocaust, 
committed against people of Jewish descent. Despite waning scientific and public 
support and the history of the human rights abuses of Nazi Germany, state-spon-
sored sterilizations in the United States continued long after the war. Sadly, its prac-
tice in the USA did not end until the 1970s [30, 31, 33, 34].

Understanding the role of American psychiatry in eugenics is complex. Hitler 
admittedly followed the laws of several American states, which allowed for preven-
tion of reproduction of the “unfit,” with the consequence that psychiatrists played a 
key role in the Jewish Holocaust [28, 35]. The Journal of the American Medical 
Association supported eugenics in its call for more robust science to explain mental 
disorders [31].

During the age of Progressivism (from the 1890s to the 1930s), American and 
Canadian psychiatrists made attempts to modernize their profession to attract medi-
cal trainees. Urbanization and the mixing of races stirred the conversations and 
anxieties of America [30, 31]. Since eugenics provided a theory for the inheritance 
of criminality, violence, sexual promiscuity, substance use, and intellectual inferior-
ity, it resonated with psychiatrists who worked in state institutions for the “mentally 
handicapped.”

Abraham Myerson, an American psychiatrist and neurologist, was arguably one 
of the most vocal opponents of eugenics of his time, yet he accepted aspects of the 
sterilization of the mentally disabled. He also advocated for more selective steriliza-
tion and spoke against Nazi eugenic law. While he acknowledged that there could 
be a heredity factor involved in mental illness, he also recognized that the social 
environment played a major role. He cautioned against the expectation that 
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sterilization programs would reduce the incidence of mental illness and radically 
affect the level of intelligence in society [33, 36].

Dowbiggin argues that despite the historical accounts of racially motivated 
eugenics, psychiatrists of that time were largely drawn to this movement for profes-
sional rather than ideological reasons. He urges readers to consider the historical 
environment in which these psychiatrists worked and lived, and to not condemn 
them for paths not taken [31]. Braslow corroborated this conclusion by studying 
therapeutic practices of the twentieth century at a California state psychiatric hospi-
tal. His research demonstrated that psychiatrists rarely relied on eugenic rationales 
for decisions to sterilize hospital patients and more often “remade sterilization into 
a therapeutic procedure aimed at solving what they believed to be their patients’ 
individual needs” [37, 38]. Without excusing this behavior, he acknowledges the 
existence of competing rationales for the perpetuation of such practices. Psychiatrists 
were largely motivated by relieving the suffering of their patients. Second, they 
were preoccupied with public policy and the need to legitimize their profession at a 
time of asylum medicine for patients with chronic and intractable diseases.

By examining the history of a professional community and its adoption of a dis-
course and practice, one sees how a biomedical theory can translate into a narrow 
and detrimental policy. It is important to acknowledge these missteps in history to 
ensure that future policies consider a holistic approach, which includes careful 
examination of racial identity, culture, and diversity.

 Medical Experimentation on Persons of Color

During the time of slavery, African Americans were often sold to physicians and 
used as experimental subjects. The basic premise that perpetuated systemic racist 
experiments was that African Americans were inferior to whites [39]. The heat 
stroke experiment performed by Dr. Thomas Hamilton [10] and the vesiculovaginal 
fistula repair experiments conducted by Dr.  J.  Marion Sims [40] are among the 
many examples of how slaves were exploited to study medical conditions. Among 
the most atrocious and renowned medical experiments perpetrated against the black 
community was the Tuskegee syphilis experiment conducted by the US Public 
Health Service. This 40-year experiment studied the natural progression of syphilis 
in 400 African-American males, under the premise of treating them for “bad blood” 
[41]. Participants were deceived into participation and offered no opportunity for 
informed consent. They were manipulated into continuing their participation with 
the promise of free annual physicals and coverage of their burial expenses. Most 
remarkable were the extraordinary lengths to which researchers went to withhold 
treatment. Despite evidence to the contrary, the Tuskegee experiment was deemed 
necessary, since notions of racial differences in the sexuality of blacks and their 
susceptibility to sexually transmitted infections were widely accepted in the medi-
cal community. Representatives from the Centers for Disease Control on two sepa-
rate occasions in the 1960s determined that it was necessary for the study to 
continue. The prevailing idea was that medical care could not alter the evolutionary 
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projection for blacks [41]. It took a public outcry, sparked by an article written in the 
New York Times, to bring about the Tuskegee experiment’s end [42].

Experiments such as Tuskegee have perpetuated mistrust among black Americans 
and deterred them from participating in medical research. During the 1980s and 
1990s, research aimed at understanding blacks’ underrepresentation in clinical 
research found that their exclusion was due to mistrust, as well as the pervading 
thought that white males were more generalizable to the population [36]. Later stud-
ies of minority participation found that mistrust was an underlying theme even 
when participants were unaware of the Tuskegee experiments [43].

The effect of underrepresentation of African Americans in medical research has 
had a profound impact on racial health disparities. Their involvement in research is 
crucial for understanding disease prevalence and effective treatment. Drug metabo-
lism serves as one example. Ethnic variations in the metabolism of drugs are not 
uncommon. Without sufficient data, accurate dosing in subgroups cannot be deter-
mined [39]. Efforts to eliminate racial disparities in research remain largely ineffec-
tive. Research designed to eliminate racial disparities often focuses solely on 
mistrust and fails to acknowledge other linkages to racism [44].

 Racial Oppression in Medical Education and Organized 
Medicine

 The Flexner Report and Its Impact on African-American Health

In 1908, the American Medical Association Council on Medical Education and the 
Carnegie Foundation for the Advancement of Teaching collaborated to improve 
health care. The foundation invited Abraham Flexner, a professional educator (and 
nonphysician), to survey the quality of medical schools. Flexner’s approach included 
an ideal in line with the German model of medical education—one that had been in 
place at Johns Hopkins—which primarily focused on scientific and laboratory med-
icine. Some observed that it overlooked patient-centered ideals, the role of health 
and healing, and a consideration of social issues, particularly those affecting vulner-
able populations [45–48]. After the Civil War, southern medical schools refused 
admission to black students. In response, missionary groups established medical 
schools, as did black physicians, who developed independent schools.

In the late nineteenth century, as many as 12 black medical schools existed. 
There were nine black medical colleges at the time of Flexner’s survey and only 
seven when he wrote his report in 1910; they included Flint in New Orleans, Leonard 
in Raleigh, and the Knoxville, Memphis, and Louisville schools. Given the lack of 
resources and standards, they were under scrutiny for reform [49] (Table 1.1).

When Flexner’s report was released in 1910, he recommended closure of all but 
two of the seven black medical colleges (Howard University Medical Department 
and Meharry Medical Department of Central Tennessee College). He offered no 
mechanism for population-based needs assessment to develop a workforce to serve 
the nearly 10 million black Americans living at that time (despite his knowledge of 
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this gap). His report reinforced segregated and unequal medical education and per-
petuated unequal treatment along racial lines.

Baker et al. emphasized that “Flexner could have recommended several strate-
gies: integrating African Americans into white medical schools (as he recommended 
for the coeducation of women physicians), creating segregated branches at high- 
quality white schools, providing resources to improve poor-performing African-
American schools, or increasing the enrollment at existing high-quality 
African-American schools” [46]. The lack of philanthropic support crippled, and 
led to the demise of, the other independent and religiously affiliated black medical 
colleges (located predominantly in southern states) and placed significant limits on 
the educational prospects in medicine for blacks over the next several decades.

Today, one might consider the ramifications for the future of American health 
care if three fourths of all medical schools closed within the next decade. Community 
engagement would wane. Research and innovation would stagnate. Patients would 
suffer, and many might die without an adequate medical workforce.

The Flexner Report’s impact at the inception of the twentieth century was delete-
rious for the black community, which had minimal access to care in a “separate but 
equal” nation. Historically, aspiring doctors studied and trained in their home states, 
where they had connections and support. Nationwide, either black students were 
denied entry into white institutions or several obstacles were in place to limit their 
opportunities.

For black patients, few viable options for care were available, and it was often 
substandard. It would be more than 50 years before passage of the Civil Rights Act 
of 1964 and the Social Security Amendments, which began to rectify segregation in 
education and health care. The American Medical Association (AMA) and Carnegie 
Foundation’s initial aim in 1908 to improve health had the opposite effect for the 
black community. The health care system failed to nurture the trust of blacks and 
was the impetus for racial disparities in medical care.

Table 1.1 Defunct black medical schools in the USA

1. Lincoln University, 1870–1874, Oxford, PA
2. Straight University Medical Department, 1873–1874, New Orleans, LA
3. Leonard Medical School, Shaw University, 1882–1918, Raleigh, NC
4.  New Orleans University Medical College (Flint Medical College), 1889–1911, New 

Orleans, LA
5. Louisville National Medical College, 1888–1912, Louisville, KY
6. Hannibal Medical College, 1889–1896, Memphis, TN
7. Knoxville College Medical Department, 1895–1900, Knoxville, TN
8. Knoxville Medical College, 1900–1910, Knoxville, TN
9. State University Medical Department, 1899–1903, Louisville, KY

10.  Chattanooga National Medical College, 1899–1904, Chattanooga, TN
11.  University of West Tennessee College of Physician and Surgeons, 1900–1923, Jackson, 

TN; 1900–1903. 1907, Memphis, TN; 1907–1923
12.  Medico-Chirurgical and Theological College of Christ’s Institution, 1900–1908?, 

Baltimore, MD

Source: [49]
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 The American Medical Association and Racial Segregation

In 1870, three black physicians from the newly formed and integrated National 
Medical Society (NMS) of the District of Columbia sought recognition as delegates 
to the AMA at its annual meeting held in Washington, DC. This society had been 
formed in response to racial exclusion from the local and all-white medical society, 
the Medical Society of the District of Columbia (MSDC). The MSDC challenged the 
integrated group’s seating and place as a delegate society of the AMA. Through a 
series of procedural disputes, the AMA Committee on Ethics ultimately excluded 
NMS members, pointedly noting that its decision had not been based on race or color 
[45]. One of the NMS physicians re-presented his credentials in 1872, yet again was 
denied seating. This second rejection was attributed to his institution’s (Howard 
University’s) violation of the association’s code of ethics: their department allowed 
women to serve. To avoid controversy in subsequent years, the AMA granted local 
societies full autonomy in determining membership standards within their organiza-
tions [45]. This tolerance of racial discrimination significantly impacted black physi-
cians, most of whom resided in southern states. Exclusion from medical societies 
created a barrier to licensing, board certification, hospital privileges, and training and 
educational opportunities. These barriers prompted counteraction and the formation 
of the National Medical Association (NMA) in 1895. The AMA later described its 
supposed condemnation of racial discrimination yet refused to sanction member 
societies until its 1968 constitution and bylaws amendment gave its judicial council 
the authority to expel constituent societies for racial discrimination in membership.

In the AMA’s American Medical Directory (established in 1906), a directory of 
all physicians in the USA, black physicians were listed as “colored.” This designa-
tion placed financial limitations on them and added impediments to acquiring insur-
ance and loans. The NMA vigorously protested; however, the label was removed 
only in 1939 because of negative publicity. The NMA continued to press the AMA 
on matters related to integration, segregated hospitals, and “separate but equal” 
social policies. The two organizations often took opposing positions on national 
legislative policies, with the AMA consistently being placed on the wrong side of 
history [45, 46].

In 2005, the AMA Institute for Ethics convened a panel to review the historical 
roots of the racial divide in American medicine. In 2008, that panel delivered its 
report, which led to an apology to the NMA. The panelists uncovered practices and 
policies that had ignored racial segregation, discrimination, and exclusion since the 
AMA’s foundation [47]. The culmination of these actions (and inactions) limited 
access, resources, and medical education and training opportunities for black physi-
cians, and contributed to health disparities for blacks.

In his written apology in 2008, AMA President Dr. Ronald Davis, as cited by 
Baker, noted: “These dishonorable acts of omission and commission reflected the 
social mores and racial segregation that existed during those times throughout much 
of the United States. But that context does not excuse them. The medical profession, 
which is based on boundless respect for human life, had an obligation to lead soci-
ety away from disrespect of so many lives. The AMA failed to do so and has apolo-
gized for that failure” [47].

1 Origins of Racism in American Medicine and Psychiatry
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 Responses to Civil Rights Within Organized Psychiatry

The omission, exclusion, and discrimination faced within the AMA extended to the 
experience of black psychiatrists in their professional associations. Illustrative of 
this point is the content of two books published by the American Psychiatric 
Association (APA). One Hundred Years of American Psychiatry [50] offered scant 
details on black American culture and life, and little on the contribution of black 
Americans to psychiatry. This 649-page volume, published in commemoration of 
the association’s 100th year, included less than three paragraphs on black Americans. 
It briefly recounted the separate and segregated psychiatric institutions that pro-
vided treatment to blacks; though they were unnamed, the text described the Central 
Lunatic Asylum for Colored Insane and the Eastern State Hospital. The text gave an 
impression of the treatment of black soldiers after World War I. The author offered 
what today might be viewed as a racially biased review of the symptom presentation 
of these veterans [50]. Lastly, Dr. Solomon Carter Fuller, America’s first black psy-
chiatrist and neuropathologist, was listed only in a footnote for his contribution to 
the psychiatric literature.

The History and Influence of the American Psychiatric Association [51] pre-
sented 416 pages of landmark achievements in the Association’s history. Again, 
black culture and the accomplishments of black psychiatrists were scarcely men-
tioned. The book briefly summarized the impact of the Thirteenth Amendment, 
dedicated two paragraphs to the Civil Rights movement, and dedicated little to illus-
trations of equal rights and nondiscrimination national policies [51].

More telling was what the book excluded. There was no mention of the APA’s 
stance or actions on matters of racial equality and racial justice. This publication 
minimally outlined policy development within the APA. It reviewed the formation 
of the APA Council on National Affairs in 1963, which was the association’s attempt 
to examine its positions on national legislation and policies including civil and 
equal rights. Barton wrote, “In the troubled years of the 1960s issues surrounding 
civil rights, powerlessness, and discrimination intruded into the APA.…At the 
Miami meeting in 1969 President Waggoner (1969–1970) gave black minority 
members a voice in the policy making by designating Observer-Consultants to APA 
components” [51]. The tone of Barton’s language—the use of the words “intruded” 
and “gave”—displayed subtle bias and may have reflected the dismissive stance of 
the APA in those times.

Dr. Jeanne Spurlock, in her book Black Psychiatrists and American Psychiatry, 
sought to clarify the omissions of the aforementioned texts and offered a historical 
perspective on the actions of black psychiatrists. She described the opposition of the 
APA president-elect in 1948 to the desegregation of Veterans Administration hospi-
tals. She noted that in the 1950s the APA withdrew its involvement in school deseg-
regation—a topic of importance to black psychiatrists [52]. The Black Psychiatrists 
of America (BPA) was formed at the annual meeting of the APA in 1969 in response 
to the association’s failure to adequately highlight the impact of racism on the mental 
health of black Americans. The BPA made specific demands of the APA, the National 
Institute of Mental Health (NIMH), and the American Board of Psychiatry and 
Neurology (ABPN), which centered on inclusion of black psychiatrists in leadership 
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roles and focused on issues facing black Americans. The APA Board of Trustees 
responded to the BPA with the formation of the Ad  Hoc Committee of Black 
Psychiatrists (later developed into a full committee and caucus subsequently). The 
selection of black nominees as candidates for vice president and other elected offices 
stemmed from the committee’s work, as did the hiring of black psychiatrists as mem-
bers of staff in the newly formed Minority Group Program (in 1972); in 1974, it 
expanded in scope as the Office of Minority Affairs (later the Office of Minority/
National Affairs and currently the APA Division of Diversity and Health Equity).

The efforts of black psychiatrists were not specific to the APA. They were fully 
aware of the effects of racism in America and acted to promote solutions. Brown 
and Okura discussed the well-studied and documented national impact of racism 
and noted that the National Advisory Commission on Civil Disorders (i.e., the 
Kerner Commission, tasked by President Lyndon Johnson to examine the more than 
150 volatile and deadly race riots of 1967) identified racism as “the primary cause 
of violence in the nation.” In addition, the Joint Commission on Mental Health of 
Children, Inc., (developed by federal law in the late 1960s to formally examine the 
mental health needs of children) found racism to be the primary health problem in 
America at that time [53]. Brown and Okura revealed that the APA Caucus of Black 
Psychiatrists scrutinized the actions of the NIMH, “faulting it, along with other 
federal agencies, for failing to include more Blacks in decision-making roles and 
failing to accelerate equal employment opportunities” [53]. Pressed by the caucus 
and spurred by the Community Mental Health Centers Act of 1963 to improve men-
tal health care service delivery to minorities, those with special needs, and the dis-
enfranchised, the NIMH Center for Minority Group Mental Health Program was 
developed in the fall of 1970. This center stimulated research, increased training 
opportunities, and sought to define, measure, and combat racism in all forms.

The 1960s and 1970s were hallmarked by increased urgency from black psychia-
trists to respond to social issues. Structural changes within the APA and NIMH 
occurred in response to the actions of black psychiatrists, who were an integral part 
of the Civil Rights movement. In the illustrations above, black psychiatrists acted 
autonomously in ways that were opposed to their professional identities, as defined 
by the APA and NIMH, and disconnected from organized psychiatry.

 Racial Oppression in Modern-Day Practice

Both perceived and overt racism have deleterious effects on the physical and mental 
health of African Americans. African-American men have one of the lowest life 
expectancies in the population, which is the result of disparities in homicide, cardio-
vascular disorders, hypertension, diabetes, and substance use [54]. Civil rights 
activist Dr.  Martin Luther King, Jr., recognized the influence of psychological 
research in public policy development and its responsibility to inform policy makers 
regarding the impacts of such laws and legislation on communities of color. He 
encouraged social scientists to continue examining discrimination and prejudice, 
and urged them to focus their research agendas on understanding the plight of 
African Americans [55].
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In the late 1960s, shortly after the Civil Rights movement, the American 
Psychological Association called for a new psychology to critically re-examine and 
re-evaluate past scholarly work and create new work to adequately examine and 
conceptualize the culture of blacks, sparking research on racial identity. It was 
believed that within the body of psychological literature, there was an absence of a 
meaningful conception of black culture. This forced the interpretation of most of 
psychology’s data on blacks into two seemingly dichotomous categories: one of 
biological incapacity (genetic inferiority) and one of social deviance and pathology 
(environmental deprivation). It was suggested that future work should produce a 
revolution of new perspectives that would replace the old racist rhetoric embedded 
in the social science literature [56, 57].

Nearly 50 years later, there has been a proliferation of literature advancing the 
conceptualization of black racial identity. This is not to say that the literature has 
achieved the goal targeted by scholars of that time. The practices of mental health 
providers and the structural policies of institutions meant to engage racial and ethnic 
minorities in mental health treatment are influenced by implicit biases in the con-
ceptualization of the cultural/racial identity of blacks [58]. These biases influence 
evidence-based practices and lower the standard of care for blacks [58, 59]. The 
treatment and culture of blacks examined under a dominant white cultural lens fur-
ther perpetuate bygone ideologies and interpretations about identity, behaviors, cop-
ing strategies, and psychological distress [56].

 The Impact of Reductive Language

The term “race” can be defined only in the context of social constructs and does not 
reflect subspecies of the human population [60–62]. Use of race as a classification 
tool by some scientists is rooted in racism, whereby the classification is used to 
perpetuate inequalities. Researchers such as Fullilove [60] have supported the elim-
ination of race as a classification variable in public health research, while others 
have argued that scientists should take a closer look at how the construct of race has 
contributed to health disparities. They have argued that eliminating race as an iden-
tifier is discriminatory and has led to worse outcomes. Some scientists have pro-
posed using ethnicity as a variable to understand health disparities in various social 
groups. This stems from the consensus that the USA is a postracial society and that 
the concept of race has been modified over the past centuries [44, 60]. Considering 
the current sociopolitical climate and debates on race and racism in the USA, it is 
evident that the USA is certainly not a postracial society.

The Public Health Critical Race (PHCR) praxis counters prior arguments and 
proposes that the only way to eliminate disparities among ethnic minorities is to 
address racism and its effects on health [44]. They argue that current research 
focuses on race as a demographic variable without fully acknowledging the role of 
racism in contemporary society. By incorporating racism as a variable, researchers 
can better examine its role in health disparities. Only by direct confrontation of race 
and racism can the elimination of health disparities be achieved [44, 63–65].
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 The Current Stance in Psychiatric Practice and Research

Despite DNA evidence confirming that all humans are biologically one race, there 
continue to be social presumptions of race, which perpetuate discrimination and 
contribute to health disparities among black Americans [44]. Blacks have been, and 
continue to be, overrepresented in public mental health institutes and are more 
likely to be involuntarily committed [66]. Some historical explanations for the over-
representation are that blacks are genetically prone to mental illness; blacks are 
more vulnerable because of low socioeconomic status; blacks are vulnerable 
because of social isolation and a weak family structure; and that blacks may be less 
likely to offer themselves to treatment and present only when they are in crisis [66]. 
However, what is often overlooked is how institutional biases influence this over-
representation. The criteria for commitment are often interpreted loosely and allow 
for provider bias to affect the outcome. Research has shown that commitment crite-
ria serve as a poor predictor for future behavior, dangerous behavior, and cultural 
factors [66]. Furthermore, those who are involuntarily committed are rated as more 
hostile and suspicious than those who are admitted under voluntary status [66].

Current research also indicates that there is overdiagnosis of schizophrenia in 
black communities when demographical factors are controlled for [58]. This repre-
sents an influence of bias on the current method of diagnosing blacks. Explanations 
for inequities have blamed stereotyping and diagnostic biases, biased diagnostic 
instruments, and cultural distance between the client and the clinician [58]. 
Additionally, blacks are more likely to be diagnosed with intellectual disability or 
borderline intellectual functioning. Often, they are assigned these diagnoses through 
use of culturally insensitive intelligence quotient evaluations or assessments based 
solely on informal interpersonal interactions [57, 58].

These stigmatized views of blacks act as a barrier hindering them from seek 
mental health services. Black youth report stigma, mistrust, and ineffective treat-
ment as common reasons not to seek help for mental health problems [67]. 
Ineffective treatment is regarded as targeting symptoms with pharmacotherapy and 
cognitive behavioral therapy without addressing the overall mental condition from 
a culturally appropriate standpoint [67].

Instead of the traditional Eurocentric model, it has been proposed that an 
Afrocentric approach be used in the therapeutic process when treating blacks. The 
Afrocentric perspective is grounded in recognition of the culture, history, and unique 
experiences of blacks and how those experiences affect the person [67]. Studies 
have shown that when black youth are guided by an Afrocentric worldview, they 
manage stressors more effectively and report fewer depressive symptoms [68]. 
However, there remains a sparsity of systematic analyses of culturally sensitive ser-
vices for African Americans [68].

 Conclusion
The status of American medicine and psychiatry, and its effects on people of 
color, particularly blacks, can be better understood by investigation of how the 
legacy of racism has shaped policies and practices throughout medical history 
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[69, 70]. During American colonization and slavery, being black was likened to 
primitiveness, where it was promulgated that blacks were unable to control their 
basic impulses and drives such as anger, sexuality, and criminality because of 
hereditary defects [15–17, 20, 25]. Prominent psychiatrists developed terminol-
ogy that pathologized basic human desires, such as freedom, when fulfillment of 
those desires was sought by blacks and contradicted the will of those in power 
[20]. Statistics were also skewed to promote slavery by propagating the idea that 
emancipation seemed to increase rates of insanity among blacks. The oppression 
of blacks by the medical institution continued with the use of black people as 
experimental subjects. Experiments such as Tuskegee illustrated several faults 
within society’s perception of blacks. First, it sexualized black people and took 
the stance that blacks were unable to control their impulses and therefore were 
more likely to die from a curable sexually transmitted infection. Second, it disre-
garded the right to informed consent prior to research participation [41, 43].

In the realm of medical education, the Flexner Report serves as a prime exam-
ple of how blacks were hindered from academic advancement when many black 
medical schools were closed, having been labeled as substandard instead of 
being provided with the resources to improve or being integrated with white 
medical schools [45–49]. In addition, psychiatry educators and researchers pro-
moted false science, despite strong evidence refuting their claims. Generations of 
unchecked biases, prejudices, and racism invited physician educators, scientists, 
practitioners, and policy makers to infiltrate the medical profession with racist 
propaganda, which clearly contradicted their own science and bodies of work.

Yet, in the medical profession’s darkest hour, there were psychiatrists who 
advocated against discrimination and called for scientifically based reasoning 
within treatment sectors. Dr.  Benjamin Rush, a prominent physician and the 
“Father of American Psychiatry,” advocated for treatment of what he called 
“negromania, which is a form of madness, a want of perception, or an undue 
perception of truth, duty, or interest, that affected ‘white’ people in all parts of 
the country, but in 1783, the disorder was prevalent only in the South. 
Negromaniacs in their collective illness and misery failed to perceive that Negro 
slavery violated the laws of nature and God and that the interest, health, and hap-
piness of white Southerners lay in their own free honest labor” [16, 17]. 
Interestingly, over two centuries later, racism has yet to be classified as a psychi-
atric disorder. Many argue that this omission gives legitimacy to extremists who 
promote hate throughout this country. Dr. Alvin Poussaint is among the many 
prominent black psychiatrists who have urged the American Psychiatric 
Association to include extreme racism as a mental disorder in the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) [65].

The events reviewed in this chapter are not simply historical remnants of 
American history. They serve as a foundation for many of the current health 
disparities among African Americans. Racist ideologies have been used inces-
santly throughout history and have fostered implicit bias in providers while per-
petuating racial health disparities for blacks, such as improper treatment and 
diagnosis, and unconventional pathways for seeking treatment (e.g., child wel-
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fare, juvenile services, school-to-prison pipelines, involuntary commitment, and 
mass incarceration) [29, 57, 64].

Despite clear, solid, and documented research outlining the impact of adverse 
experiences such as poverty, trauma, racism, and discrimination on the develop-
ment of psychiatric symptoms, it has only been in the past two decades that 
medicine and psychiatry have embraced racism as an impediment to public 
health. To address the current disparities in African-American health, and spe-
cifically mental health, it is important to acknowledge the racial biases against 
African Americans at the individual and structural levels. Recently, the idea of a 
need for cultural sensitivity has been introduced into medical training programs 
across the country. The next step is to reconcile cultural sensitivity principles 
with antiracism and antioppression frameworks in clinical practice while address-
ing racial and ethnic behavioral health disparities and their elimination [64, 71].
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