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Scientists have established that race is a social construct that has little to no biological relevance in the
absence of the social, political, and environmental systems that have impacted health and health inequi-
ties. Despite this, pharmacy school curricula continue to misrepresent race as the basis of disease diagno-
sis and reinforce race-based clinical guidelines without contextualization. Pharmacy schools, through the
partnership of students and faculty, should contextualize the mention of race and the differences in disease
burden, and provide evidence for race-based guidelines and clinical decision-making in education materi-
als. In this way, we can work to halt the perpetuation of teaching bias to future healthcare professionals.
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The completion of the Human Genome Project in
2003 demonstrated that 99.9% of human DNA is identical
regardless of race.1 Despite these overwhelming similari-
ties, race-based diagnostic practices and treatment guide-
lines still exist in healthcare today.2 In “Misrepresentations
of Race: The Role of Medical Schools in Propagating Phy-
sician Bias,” Amutah and colleagues explore the ways in
which medicine (often incorrectly) thinks about race and
how those thinking patterns uphold inequities pervasive
within medicine.3 The authors examined medical school
curricula and highlighted misrepresentation of race in the
following domains: semantics, prevalence without context,
race-based diagnostic bias, the pathologization of race, and
race-based clinical guidelines. Based on these areas, Amu-
tah and colleagues provided recommendations on how to
work towards undoing these deeply rooted teachings.
Though the authors center their discussion around medical
school curricula in the United States, the issues raised are
equally as important and can be directly applied to phar-
macy education.

Didactic curricular content lays the foundation for the
practices and decision-making skills students will use as
they become pharmacists. Unfortunately, the way curricular
content is taught often reinforces preexisting beliefs and
perceptions about race rather than challenging them. When
practicing clinical vignettes in class, cases often note the
patient’s age, gender, and race followed by presenting

symptoms and past medical history. This fleeting intro-
duction of race, without context, facilitates the conflation
of race and disease state, such as Black patients with heart
failure andWhite patients with cystic fibrosis. While these
associations are based on disease prevalence, they encour-
age ideas regarding innate biological differences between
different races while failing to recognize diseases can affect
individuals of any race. Students may potentially use race
as a diagnostic shortcut, and if this is not addressed and cor-
rected, it can perpetuate racism in healthcare as the student
becomes the provider. It is instrumental that race is dis-
cussed in a nuanced manner that reflects the complexity
and intersecting systems that contribute to a patient’s health.
The recent transition to an integrated, three-year, block-
based curriculum and a call to action by the student body
prompted the University of California, San Francisco
(UCSF) School of Pharmacy to analyze how race is repre-
sented within its curriculum with the hope of enhancing
teaching through an antiracist framework. The UCSF SOP
is not alone in this effort but given the sociopolitical climate
and disproportionate impact of the COVID-19 pandemic on
Black, indigenous, and people of color communities, we
believe it is crucial for all schools of pharmacy to examine
how the misuse of race in their curricula can propagate
health inequities.

DISCUSSION
In pharmacy education, race is often stated without

highlighting the complex social, political, and environ-
mental systems that contribute to health and health inequi-
ties.4 Providing this context illustrates that differences in
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social experiences rooted in systemic and structural racism
inflict biological consequences and not vice versa. Stating
a patient’s race without context perpetuates race as a risk
factor for disease. As a student, it is both a jarring and frus-
trating experience to attend lectures or read cases where
racial/ethnic differences in the incidence of disease are
attributed to genetic predispositions, particularly when we
identify with the race or ethnicity mentioned. One exam-
ple would be if a lecture stated, without context, that
human immunodeficiency virus (HIV) disproportionately
affects Black and Latina women in the United States.5 If
this was the only information presented, learners may
assume that these groups have a genetic predisposition for
acquiring HIV. While it is important to acknowledge
health disparities exist, it is crucial to scaffold learning by
discussing the root causes of disparities, such as mistreat-
ment by healthcare systems, lower access to HIV preven-
tative resources and care, and socioeconomic barriers.

For instance, Black women are linked to care at lower
percentages than their white counterparts and have lower
rates of pre-exposure prophylaxis use primarily because of
a lack of targeted messaging and thus unawareness in their
communities.6 It is important students understand these cor-
relations between race, access to care, and prevalence of
HIV. We encourage educators to be intentional and explicit
with their use of race/ethnicity across all curricular materi-
als by using geographic ancestral origin when discussing
genetic risk and ensuring consistent contextualization. In
clinical cases, if the educational goal is not aimed at
addressing racism as a social determinant or equipping
learners with the knowledge and resources on how to work
towards addressing gaps in healthcare, race need not be
mentioned. However, it is crucial that pharmacy educators
seize every opportunity to discuss the social and structural
factors that contribute to health inequities and create space
where both students and faculty alike can discuss how our
biases, when unchecked, create harm for our patients.

As pharmacy students, the authors feel particularly
compelled to address structural racism embedded in clinical
guidelines used to inform therapeutic decision-making.
Amutah and colleagues recognize that “research conducted
with a flawed understanding of race informs flawed guide-
lines.”3 Race-based guidelines can incorrectly reinforce
inherent biases of students and practitioners and negatively
impact the health of patients. A notable example of this is
the 2017 American College of Cardiology/American Heart
Association (ACC/AHA) hypertension guidelines that dis-
courage use of angiotensin-converting enzyme inhibitors
(ACEI) and angiotensin II receptor blockers (ARBs) in
Black patients despite their efficacy in all patients as
first-line hypertensive agents.7 A clinical case presented to
students highlights the discrepancy in treatment decisions

between Black and non-Black patients based on these
guidelines: “Because MK is black and does not have CKD
[chronic kidney disease], thiazide-like diuretics or CCBs
[calcium channel blockers] are first-choice antihypertensive
therapy. If MK is not Black, ACEI and ARB would also be
optimal alternatives.”

This type of language discourages learners from eval-
uating patients holistically and diminishes the meaning of
patient-centered care. If a race-based recommendation is
mentioned, not only should evidence for the statement be
inextricably provided, but opportunities must also be pre-
sented to challenge such statements, either through a criti-
cal appraisal of the scientific evidence that resulted in
those guidelines, established counterevidence, or a discus-
sion or debate of the recommendation. For instance, the
clinical case above could be enhanced as follows:

“The 2017 ACC/AHA hypertension guidelines state that
thiazide-type diuretics and CCBs are superior to ACE inhibitors
and ARBs in Black patients and are thus recommended as
first-line hypertensive agents in this population. However, while
the 2002 ALLHAT trial upon which these recommendations are
based declares a statistically significant lower incidence in the
secondary outcomes of combined cardiovascular disease, stroke,
and heart failure with chlorthalidone versus lisinopril in Black
patients, these statements were discordant with subgroup analysis
data showing that the benefit in combined cardiovascular disease
and heart failure were the same in the Black and non-Black sub-
groups. Additionally, while there did appear to be a benefit in
stroke reduction with chlorthalidone in Black patients, this bene-
fit was seen in all trial participants, regardless of race. Further-
more, the ACC/AHA guidelines fail to mention that there was no
difference between any agent in the prevention of the primary
outcome (prevention of combined fatal coronary heart disease or
non-fatal myocardial infarction) in all trial participants. Thus, a
critical evaluation of the scientific literature indicates that MK
would benefit from any first-line hypertensive agent despite what
is plainly stated in the 2017 ACC/AHA guidelines.8”

The authors believe it is the duty of pharmacy educa-
tors to help guide students’ critical evaluation of race-based
guidelines for the betterment of our patients’ health.We ask
that pharmacy educators carefully examine how they pre-
sent and teach therapeutic concepts involving race and
adopt the transformative framework of critical pedagogy
that advocates for understanding the intersectional systems
that affect an individual’s health and actively work to dis-
mantle them.9 Without a bold change in the thought pro-
cesses and conversations of pharmacy educators about
therapeutics and race, future healthcare providers run the
risk of making poorly informed treatment decisions based
solely on race to the detriment of our patients.

As learners with rich and diverse backgrounds and
experiences, pharmacy students view the pharmacy curric-
ulum from a variety of unique perspectives. We interpret
clinical cases in ways that might not have been intended
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by case authors. This understanding led to the formation of
a student-run Health Equity Curriculum Intern group that is
supported by the UCSF School of Pharmacy with faculty
oversight. As Health Equity Curriculum Interns, we believe
our role in supporting the use of an antiracist and health
equity framework is vital. Interns work with faculty and
course directors to analyze patient cases presented in the
curriculum to ensure each patient’s race, gender, and other
protected characteristics are appropriately contextualized to
avoid contributing to harmful stereotypes. In doing so, we
can highlight missed opportunities to discuss social deter-
minants of health, their structural causes, and how they con-
tribute to disparities amongminority groups.

Through a direct line of communication, we can see
that our suggestions to course directors are considered and
implemented in real-time for the benefit of future students.
Additionally, we have worked with faculty to facilitate
health equity discussions among pharmacy students to pro-
mote recognition of our inherent biases and awareness of the
marginalization and privileges within healthcare. Although
our work as interns has been well-received and impactful,
students cannot continue to be the only catalysts for change.
Pharmacy educators and leadership must recognize their
responsibility in advocating for these changes as well.

CONCLUSION
Pharmacy students understand that there are amultitude

of barriers that those in positions of leadership must consider
before implementing the changes needed to achieve an anti-
racist and health-equity-focused curriculum. Pharmacy stu-
dents also recognize that faculty may be uncertain about
where to begin making these changes or feel ill-equipped
because of their lack of expertise in topics surrounding diver-
sity, equity, and inclusion. We also acknowledge the fear of
failure that faculty may feel when trying to implement new
practices and policies without having the resources and sup-
port to do so. Nonetheless, it is within the oath of a pharma-
cist to protect the welfare of humanity. Pharmacists have a
responsibility towork toward dismantling systems of oppres-
sion that uphold health inequities. No one is an expert in this
area, which is why we must approach this work within the
framework of cultural and structural humility. Although this
will require extensive time and commitment to implement
new programs or review materials in a set curriculum, these
changes are necessary to start reform and challenge our
biases if we are to become better pharmacists, clinicians, stu-
dents, teachers, andmembers of society.

We base our recommendations primarily on two rec-
ommendations made by Amutah and colleagues, but this
is only a starting point. Other recommendations by Amu-
tah and colleagues include the standardization of language

used to describe race/ethnicity and changing the way race
is used to generate and access medical knowledge. Addi-
tionally, we emphasize the dismantling of racial bias, but
we recognize that other biases exist in terms of gender
identity and sexual orientation that transverse the phar-
macy field and should be challenged in similar ways. We
implore pharmacy educators to begin taking steps to con-
textualize the mention of race and the differences in dis-
ease burden, and to provide evidence for race-based
guidelines and clinical decision-making. Pharmacy educa-
tors are encouraged to search for other articles on this topic
that resonate with their teaching philosophy and to explore
resources such as MedEdPortal to inspire the creation of
antiracist pharmacy educational activities. We emphasize
the value of student voices, insight, and perspectives when
making these changes. As students, we experience the cur-
riculum and the changing world in a way our faculty
might not. Collectively, with students and faculty work-
ing together, progress can be made towards more equi-
table healthcare.
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