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Racism is one of America’s most enduring 
public health risks. Past- president of the 
American Public Health Association, Camara 
Jones defines racism as a “system of structur-
ing opportunity and assigning value based 
on the social interpretation of how one looks 
(which is what we call ‘race’), that unfairly 
dis advantages some individuals and commu-
nities, unfairly advantages other indivi duals 
and communities, and saps the strength of the 
whole society.”1 Since the arrival of enslaved 
Africans in 1619, Black individuals have 
encountered racist systems that preclude their 
full participation in America’s scientific, eco-
nomic and social progress. In 2020, the killings 
of Ahmaud Arbery, Breonna Taylor, George 
Floyd and others focused fresh attention on 
the scourge of racism.

The practice and academy of medicine are 
not immune to the effects of racism. Histo-
rically, racist pseudoscience has been used to 
justify the unequal treatment of Black people. 
Today, racial bias in society is reflected in 
health care, resulting in the disparate health 
outcomes experienced by Black patients. The 
collision of the COVID-19 pandemic with 
high- profile instances of racial injustice and 
violence has revealed the unique vulnerability 
of Black communities to these threats. On one 
hand, Black Americans are at increased risk of 

inequality, and promote equitable access to 
nutrient- rich foods and clean water could dis-
mantle barriers for patients and families living 
with chronic kidney disease (CKD).

Second, kidney professionals must recog-
nize the impact of systemic inequities on 
kidney health in their scholarship and clini-
cal practice. Systemic bias and social factors 
adversely impact kidney care in many com-
munities. In 2020, an analysis of data from 
the Systolic Blood Pressure Intervention 
Trial found no differences in blood pressure 
trajectory, number of medications needed to 
achieve target blood pressure, trends in kid-
ney function or left ventricular mass between 
Black participants with increasing tertiles of 
West African ancestry5. Rather than a genetic 
basis for racial disparities in cardio vascular 
risk, this finding suggests a role for structural, 
societal drivers5. Moreover, a study of Black 
men with kidney failure found that those who 
received dialysis in communities with higher 
proportions of Black residents had a signifi-
cantly increased risk of hospitalization, sug-
gesting an influence of neighborhood- level 
disparities on clinical outcomes in this group6. 
Systemic obstacles also reduce access of Black 
Americans to pre emptive kidney transplan-
tation. Potential approaches to combat this 
problem include addressing low kidney health 
literacy, insurance barriers and the inconsist-
ent use of estimated glomerular filtration rate 
(eGFR) cutpoints in transplant waitlisting 
cri teria7. Indeed, the American Society of 

SARS- CoV-2 infection owing to a legacy of res-
idential segregation and economic immobility 
that forces many into low wage ‘essential work’  
and limits their access to timely, quality health 
care. These factors contribute to wide dispar-
ities in COVID-19 morbidity and mortal-
ity, including a 23% increased risk of acute 
kidney injury among Black Americans with  
COVID-192. On the other hand, the cumu-
lative effects of repeated exposure of Black 
Americans to experiences of racial discrimina-
tion contributes to a weathering phenomenon 
that exacerbates adverse health outcomes3.

In response to these issues, thousands 
of kidney professionals marched, knelt and 
demonstrated for racial justice in 2020. Many 
are asking “what should we do now?” In the 
past year, members of the kidney community 
have informed the way forward to address 
these challenges.

First, kidney professionals must be will-
ing to stand for social justice. This process 
begins by acknowledging the reality of sys-
temic inequities, including systemic racism 
and recognizing that advancing equity in 
society can move us closer to equity in kid-
ney health. Among patients with COVID-19, 
kidney health disparities are linked to inequi-
ties in social drivers of health, such as access 
to health care, employment, housing and the 
environment4. The kidney community must 
seek greater knowledge about the lived expe-
riences of people who face these challenges. 
Advocating and voting for policies that 
reduce housing instability, rectify economic 
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The COVID-19 pandemic and the Movement for Black Lives have focused 
attention on racial disparities in kidney health outcomes. In 2020, kidney 
professionals highlighted threats posed by racism and other negative social 
drivers of kidney health, and proposed solutions to address these issues 
through scholarship and advocacy for social justice.

kidney professionals must  
be willing to stand for social 
justice

racial bias in society is 
reflected in health care
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Nephrology (ASN) and the National Kidney 
Foundation are currently reassessing the inclu-
sion of race in eGFR equations with the aim of 
ensuring that CKD diagnostic methodologies 
do not contribute to health disparities4.

Third, championing workforce diversity 
and inclusion should be a priority for the kid-
ney community. A consensus is growing that 
acknowledges a diverse and inclusive work-
force as a key driver of clinical excellence, 
thera peutic rapport and discovery. Unfor-
tunately, the diversity of the nephrology work-
force is failing to match that of patients with  
kidney disease. In 2020, Lederer and Lebowitz 
noted that progress towards diversity in neph-
rology has been slow, and reco mmended that 
specific efforts be directed towards increas-
ing racial, ethnic and gender representa-
tion8. These efforts include suppor ting the 
advancement of women in nephro logy and 

the elimination of ‘manels’ (all male scholarly 
panels) at academic conferences. In addition, 
focused initiatives such as the ASN Loan 
Mitigation Program aim to increase represen-
tation of immigrant communities and groups 
who are currently under represented in 
medicine, including Black, Latinx and Indi-
genous people. Olayiwola and Choo argued 
that health- care organizations should be held 
accountable for the creation of safe, support-
ive, and inclusive environments for training, 
scholarship and clinical care9.

Finally, there is an urgent need to build 
trust through authentic community collab-
oration. The written and oral history of 
Black Americans is replete with episodes 
of medical experimentation, exploitation and 
neglect, old and new. This history includes 
the victimization of enslaved women like 
Anarcha Westcott and the abused men of the 
Tuskegee Syphilis Study as well as harrowing 
accounts of medi cal neglect experienced by 
Black women in childbirth. These accounts 
include the recent experiences of the ten-
nis icon Serena Williams who deve loped 
life- threatening complications following an 
emergency C- section, and the late epide-
miologist Shalon Irving who tragically died 
due to complications of high blood pressure 
3 weeks after giving birth. Black Americans 
know these stories well, and many have 
personal anecdotes of perceived disregard  
and/or mistreatment by the medi cal system. 
This accumulated know ledge creates an iatro-
phobia that impedes participation of Black 
Americans in clinical trials and immuni zation 
programs as well as their access to novel thera-
pies. In the words of Kimberly Manning writ-
ing about her experience as a Black American 
physician enrolling in a clini cal trial, “we are 
not simply untrusting — we remember10.” 
Efforts to remove these barriers begin with 

an acknow ledgement of this painful history 
and continue with the develop ment of com-
munity partnerships that leverage shared 
leader ship to achieve kidney health equity 
for all Americans.

In 2020, the academic kidney commu-
nity shed light on the stony road we’ve trod 
to acknowledge deep racial disparities in 
kidney disease. We must now use our collec-
tive scholar ship and expertize to put kidney 
health equity into action.
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a diverse and inclusive 
workforce as a key driver of 
clinical excellence, therapeutic 
rapport and discovery

Key advances

•	Racism is a public health crisis that 
underlies the adverse health outcomes 
experienced by Black Americans, including 
in the settings of kidney disease and 
CovID-19.

•	Kidney professionals must take a stand for 
social justice by acknowledging the reality 
of systemic inequities and systemic racism, 
recognizing that advancing equity in 
society can move us closer to kidney health 
equity for all4.

•	The impact of systemic inequities on kidney 
health must be addressed by kidney 
professionals in their scholarship and 
clinical practice; systemic bias and social 
drivers can negatively impact kidney care, 
especially within communities that are 
adversely affected by health disparaties4.

•	Championing workforce diversity and 
inclusion	must	be	a priority	for	the	kidney	
community; a diverse and inclusive 
workforce drives clinical excellence, 
therapeutic rapport and discovery8.

•	The development of robust community 
engagement, partnership, and leadership is 
necessary to build trust within underserved 
and minority populations that historically 
have been victimized by acts of injustice  
in medicine10.
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