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Nurses comprise the largest 
percentage of frontline 
healthcare workers, are 

widely reported to be among the 
most trusted, and are rated the 
highest of all professions for honesty 
and ethics.1 As of 2019, there were 
4,096,607 registered nurses and 
920,655 licensed practical nurses 
in the United States.2 The growing 
number of advanced practice reg-
istered nurses (APRNs) add to the 
strength of the nursing profession 
and wield power, privilege, and 
responsibility as leaders, clinicians, 
educators, and researchers. As of 
2019, there are 325,000 nurse practi-
tioners, of whom 2.9% are women’s 
health nurse practitioners, and 
12,872 certified nurse midwives.3,4 
There is strength in numbers. The 
large and trusted nursing profession 
has the collective power and influ-
ence to lead a systemic change in 
societal and healthcare equity, cre-
ating a bold future to modify values, 
core beliefs, and desires.5  

Structural racism and 
health inequities
In the National Commission to Ad-
dress Racism in Nursing, Dr. Rumay 
Alexander, Scholar-in-Residence, 
offers this definition: “Racism: assaults 
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on the human spirit in the form of 
biases, prejudices, and an ideology 
of superiority which persistently 
cause moral suffering and perpetu-
ates racial injustices and inequities.”6 
Although there is not one single defi-
nition of structural racism, it refers to 
the totality of ways in which societies 
foster racial discrimination through 
mutually reinforcing structural 
policies in housing segregation, ed-
ucation, employment, earnings, ben-
efits, credit, media, healthcare, and 
criminal justice.7 These patterns and 
practices over generations in turn re-
inforce discriminatory beliefs, values, 
and how resources are distributed.

Almost 20 years ago, the Institute 
of Medicine 2002 report “Unequal 
Treatment: Confronting Racial and 
Ethnic Disparities in Health Care” 
documented systematic and perva-
sive bias in the treatment of people 
of color, resulting in substandard 
care. More recently, the “2019 Na-
tional Healthcare Quality and Dis-
parities Report” continued to show 
that people of color receive poorer 
care than White patients by 40% of 
the quality measures utilized.8,9

 In 2020, Covid exposed the deep 
divide in healthcare access, disease 
prevention, and policies for communi-
ties of color. In June 2020, a Washing-
ton Post poll found that nearly 1 in 3 
Black Americans knows someone per-
sonally who has died of Covid-19.10 
The death rate among Black indi-
viduals is up to 10 times higher than 
among White individuals.11

In the maternal mortality reports 
for Black and African American 
women in the US, research has shown 
that they are three to four times more 
likely to die in childbirth than are 
White patients, despite controlling for 
education, socioeconomic status, and 
genetic factors.12 The national infant 
mortality rate for African Americans 
is 2.3 times greater than the rate for 
non-Hispanic White infants.13

Call to nursing
The nursing profession is urged to 
understand and address the invisible 
internalization and manifestation 
of racism within our profession to 
advance the integrity of practice in 
the nursing profession and promote 
equity of healthcare.14 The American 
Association of Colleges of Nursing 
(AACN), in its most recent nursing 
essentials on the core competencies 
for professional nursing education, 
states that the nursing profession 
must be able to address systemic 
racism and pervasive inequities in 
healthcare as the US population de-
mographics shifts, health workforce 
shortages continue, and persistent 
health inequities increase.5 To that 
end, the newly formed National 
Commission to Address Racism in 
Nursing has developed a mission 
statement for the nursing profes-
sion: “Set as the scope and standard 
of practice that nurses confront and 
mitigate systemic racism within the 
nursing profession and address the 
impact that racism has on nurses 
and nursing.”6

A focus on exploring and acknowl-
edging structural racism in the nursing 
profession offers a concrete, feasible, 
and promising approach toward ad-
vancing health equity and improving 
population health and to address 
health disparities and their root cause.

Looking backward to 
move forward
A review of racism in nursing history 
provides the perspective of change 
over time in the profession, which 
can inform the present and help plan 
the future of nursing. The limited 
scope of this review focuses primarily 
on the experiences of Black Ameri-
cans, as most research on racism and 
health has focused on this racialized 
group. However, the authors ac-
knowledge that Native Americans 
and other people of color, and those 

with less visible diversity, have also 
been the target of health-harming 
discrimination and injustice.

Racism in nursing is inextricably 
linked to structural racism in the US, 
and it starts with the experiences 
of Black people and the Indigenous 
people of North America. It was on 
these two groups that the initial 
White colonizers of North America 
first used genocide and the practice 
of enslavement, creating both legal 
and tacit systems of racial oppression. 
Born of a doctrine of White suprem-
acy, it was built into policies and laws 
developed to justify mass oppression 
involving economic and political ex-
ploitation. It was continuously carried 
out through centuries of slavery as 
premised on the social construct of 
race.15 Understanding that the nurs-
ing profession was shaped through 
the social, political, and historical con-
texts rooted in American colonialism 
is an important first step. 

A society that consistently centers 
whiteness will also view nursing his-
tory through a White Eurocentric lens 
that traditionally has not recognized 
the many Black, Indigenous, and 
people of color (BIPOC) who have 
served as community healers and 
midwives.16,17 Among the Africans 
abducted from their homes and 
brought to the US as enslaved people 
in the 1600s, there were trained and 
practicing midwives. As enslaved 
women, they continued to provide 
primary pregnancy and birthing care 
to other African enslaved women and, 
as required, to White women. Emerg-
ing from the necessity of survival, 
there was a hidden and unrecognized 
workforce within slave communities 
that continued well beyond eman-
cipation in 1863. These healers were 
made up of primarily elderly women 
who provided physical and mental 
healthcare and spiritual healing with 
herbal remedies, charms, and ritual.17
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Persistent and  
implicit racism
In the early development of med-
ical education in the 1800s, Black 
enslaved women were given exper-
imental medical treatments against 
their will and often exploited by 
healthcare providers that cast Black 
people as subhuman and innately 
diseased.8,18 Dr. James Marion 
Sims, often credited with being the 
founder of modern gynecology but 
under great scrutiny in recent years, 
came to many of his discoveries in 
the 19th century by surgically ex-
perimenting on enslaved women 
while also forcing them to perform 
domestic duties and serve as nurses 
in his clinic. His repeated operations 
were performed without anesthesia 
on Black women without consent.19 

In the early 20th century, the 
modern eugenics movement in the 
US included compulsory steriliza-
tion laws allowing the consistent 
targeting of poor, disabled, and in-
stitutionalized people that were dis-
proportionately used against people 
of color. Of the nearly 8,000 people 
sterilized through the North Caro-
lina Eugenics Board, nearly 5,000 
of them were African American. 
The practice continued, and Native 
American women were subjected 
to involuntary sterilizations by the 
Indian Health Service in the 1960s 
and 1970s.20 

Some of the most obvious exam-
ples of healthcare’s history of racial 
injustice include the exclusion of 
African Americans from medical and 
nursing education.8 American nurs-
ing history often excludes the Black 
nurse experience and its leaders. The 
professional nursing role emerged 
in the late 19th century amid the 
recent end of slavery and deeply 
entrenched racism. In 1878, Mary 
Mahoney, the first Black professional 
nurse in the US, was admitted to a 
nursing education program in a New 

England hospital under a policy that 
limited admissions to other than 
White European Americans to one 
African American and one Jewish 
student for each training class.21 
Mahoney became the first US Black 
professional nurse. Just 17 years earlier, 
Florence Nightingale was recog-
nized for founding the first formal-
ized training school for nurses at St. 
Thomas Hospital in London in 1860. 
Nightingale selected small contin-
gents of White European women 
of the “right caliber” (eg, character) 
to train for 1 year.14 Since that time, 
nursing practice as an “all-white 
female profession” has persisted in 
many forms and iterations despite 
numerous examples of Black Night-
ingales such as Mary Seacole, Susie 
King Taylor, James Derham, Bernice 
Redmon, Anna DeCosta Banks, and 
Estelle Osborne, to name a few.21  

In US nursing schools, Black 
women continued to be restricted 
or denied admission.22 Some of the 
Black physicians and nurses who 
were often barred from practice 
privileges at local hospitals, collabo-
rated with the Black community and 
opened their own hospitals with 
schools of nursing to educate Black 
women.23 In 1906, the National 
Association of Colored Graduate 
Nurses was created to address the 
specific needs of the Black nurse and 
timely issues such as racial segrega-
tion.24 In 1916, the American Nurses 
Association (ANA) required mem-
bers to join via state nurses’ associa-
tions. At the time, most state nursing 
organizations denied membership 
to Black nurses, effectively excluding 
them from this national professional 
organization. Many states prevented 
Black nurses from taking the exam-
ination to become registered nurses 
and in agencies that employed Black 
and White nurses, Black nurses were 
often paid considerably less than 
White nurses.22 

Over time, incremental and hard-
won social justice changes were 
accomplished through mass social 
movements that challenged structural 
racism.8 These changes resulted in 
laws that countered, but did not end, 
the long history of discrimination in 
academic admissions and work envi-
ronments. In 1946, the Hill Burton Act 
provided funds for racially integrated 
hospitals. In 1954, the Brown vs Board 
of Education struck down “separate 
but equal,” and the 1964 Civil Rights 
Act prohibited discrimination by 
race in public places, schools, and 
any public facility. In summary, the 
historical roots of racism in nursing 
and healthcare in the US have a long 
history of opposing desegregation 
and broader access to care, of barring 
or restricting Black nurses and phy-
sicians from receiving training and 
working, of championing racism in 
research, and of perpetuating race as a 
biologic variable.8 The necessary work 
to dismantle structural racism contin-
ues to be at the forefront of an urgent 
call for the large and trusted nursing 
profession to confront and lead the 
work for healthcare transformation. As 
one author wrote: “Only when we con-
sider racism and racial inequality to be 
persistent and implicit in our norms 
of practice and the ordering of society 
and not the exception, can we effec-
tively begin to confront this issue.”20

Levels of racism and 
women’s healthcare
Three levels of racism, institutional, 
personal-mediated, and internal-
ized, clearly connect to women’s 
healthcare for African American 
women.25,26 Each level of racism has 
an impact on healthcare outcomes. 
Institutional racism is characterized 
by organizations or governments 
that impose practices that nega-
tively affect access to health services, 
which results in differences in the 
quality of healthcare for racial/ethnic 
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minority groups. Personally medi-
ated racism occurs when healthcare 
providers’ preconceived notions 
about racial groups result in the pro-
vision of substandard healthcare to 
racial/ethnic minorities.25 For exam-
ple, there is an historical misconcep-
tion that African American women 
have higher pain tolerance, and 
therefore providers may withhold 
proper medication for pain manage-
ment.27 Finally, internalized racism 
involves the embodiment and ac-
ceptance of stigmatizing messages 
from society by racially oppressed 
groups.25 African American women 
may accept and normalize substan-
dard treatment in clinical settings 
based on society’s norms. 

A growing body of literature 
supports that disparities in African 
American women’s health and 
healthcare result from these three 
levels of racism. African American 
women experience higher rates 
of sexually transmitted infections, 
infant mortality, human immunode-
ficiency virus, and pregnancy- 
related morbidity and mortality.26,28 
Morbidities may include infections, 
mental health issues, obesity, 
diabetes, preeclampsia, and car-
diovascular conditions.29 African 
American women are more likely to 
experience discrimination, receive 
substandard care, and undergo un-

necessary surgeries when compared 
to their White counterparts.30–32

Implications to clinical 
practice
Racism has critical implications to 
clinical practice. A diverse nursing 
workforce can provide increased ac-
cess to quality healthcare and health 
resources for all populations.33 A 
thoughtful and thorough assess-
ment of patient outcomes using a 
lens of equity should be completed 
in clinical settings. Development 
of a strategic plan to address areas 
requiring improvement is a vital step 
in the process of dismantling struc-
tural racism in clinical settings. The 
following are recommendations to 
consider within the clinical setting: 
• � Increase recruitment and retention 

of diverse healthcare workers within 
one’s respective organization. 

• � Provide continuous training re-
lated to topics of racism such as 
implicit bias, microaggression, and 
macroaggression. These trainings 
should be meaningful with mea-
surable outcomes throughout 
each fiscal or calendar year. 

Implications to 
academia
Currently, the healthcare workforce 
in the United States does not reflect 
diversity in all racial and ethnic 

groups.34 It is essential that the 
makeup of healthcare providers 
mirror the US population. As the 
starting point for career pathways in 
healthcare and in particular nursing, 
there must be a concerted effort to 
diversify the academic setting. The 
following are recommendations to 
consider within academic settings: 
• � Recruit and retain a diverse faculty 

and student body. 
• � Establish leadership programs 

focused on the development of 
minority leaders in academia.

• � Create pipeline programs to in-
crease diversity within the nursing 
profession.

• � Develop researchers from diverse 
backgrounds. 

• � Provide scholarships and other 
funding opportunities. 

Selected resources 
There are ample resources available 
to organizations and healthcare pro-
viders to address racism. Selected 
resources, some with a focus on 
women’s healthcare, are described 
here: 

Standard for holistic care of 
and for Black women
In 2018, Black Mamas Matter Al-
liance published a Black Paper 
entitled “Setting the standard for ho-
listic care of and for Black women.35 
Healthcare providers can utilize this 
essential resource to improve care 
for Black women. Critical compo-
nents of this paper include: 
• � Addressing gaps and ensuring 

continuity of care
• � Affordable and accessible healthcare
• � Confidentiality
• � Safe and trauma-informed care
• � Care that centers Black women 

and their families
• � Care that is patient-centered and 

patient-led
• � Culturally congruent and compe-

tent care

Some of the most obvious examples 

of healthcare’s history of racial injustice 

include the exclusion of African 

Americans from medical and nursing 

education. American nursing history 

often excludes the Black nurse experience 

and its leaders.
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Position statement on 
eliminating preventable 
maternal deaths  
The National Association of Nurse 
Practitioners in Women’s Health 
(NPWH) published a position state-
ment in 2019 on the elimination of 
preventable maternal deaths that 
provides  evidence-based resources 
to assist healthcare providers in ad-
dressing the multiple contributing 
factors for pregnancy-related deaths 
for diverse populations of women.36 

Diversity, equity, and 
inclusion committees 
Several nursing organizations and 
academic programs have developed 
and implemented formalized com-
mittees to address diversity, equity, 
and inclusion. Becoming actively 
involved in this type of committee 
work at local, regional, and national 
levels supports dismantling struc-
tural racism that impacts healthcare. 
NPWH, AACN, the Association of 
Women’s Health Obstetrics and 
Neonatal Nurses, ANA, National 
Black Nurses Associations, and the 
National Association of Hispanic 
Nurses are examples of organiza-
tions at the national level involved 
in this essential work.

Harvard Implicit  
Association Tests 
The Harvard Implicit Association 
Tests are valuable to individuals 
seeking to understand, change, and 
address their respective implicit bias. 
There are a number of assessment 
areas including race, gender, sexual-
ity, disability, weight, age, sexuality, 
skin-tone, Arab-Muslim, Native, reli-
gion, and others. The implicit associ-
ation test for any chosen assessment 
area can be taken multiple times 
throughout one’s career to assess 
how biases have improved with ac-
tive engagement to change them. 

Kirwan Institute for the 
Study of Race and Ethnicity
Kirwan Institute for the Study of 
Race and Ethnicity developed a 
complimentary series of four mod-
ules focused on addressing implicit 
bias. The series can be accessed 
online at the Kirwan Institute offi-
cial website. This series is useful to 
healthcare providers as it provides 
in-depth information on biases and 
how to mitigate them. The modules 
focus on the following four areas:  
• � Understanding bias
• � Real-world implications
• � Understanding your own bias
• � Mitigating unwanted bias 

Conclusion
Racism in nursing has existed since 
the profession’s historic beginnings, 
and it continues to permeate nurs-
ing education, practice, research, 
and policy. Access to high-quality 
and compassionate healthcare 
should not depend on the color of a 
person’s skin or the neighborhood in 
which they live. Yet communities of 
color, accounting for nearly 40% of 
the US population, bear a dispropor-
tionate burden of preventable dis-
ease, disability, and death. Exploring 
and acknowledging structural rac-
ism in the nursing profession offers 
a concrete, feasible, and promising 
approach toward advancing health 
equity and addressing health dispar-
ities at their root cause. 

The nursing profession, known for 
a holistic approach to healthcare and 
positive rapport with patients, can be 
instrumental in addressing the social 
factors that limit access to care. Health 
disparities are the result of a complex, 
interconnected system of social, racial, 
and economic injustice. Change will 
require setting bold goals individually 
and collectively in the nursing profes-
sion to hold ourselves accountable for 
tangible results to build an equitable 
healthcare future. 

Shawana S. Moore is Assistant 
Professor and Director of the 
Women’s Health Gender Related 
Program at Thomas Jefferson 
University College of Nursing in 
Philadelphia, Pennsylvania. Diana 
Drake is Clinical Professor and Co-
ordinator of the Women’s Health 
Nurse Practitioner Specialty at the 
School of Nursing, University of 
Minnesota, in Minneapolis. Diana 
Drake is Chair and Shawana Moore 
is Chair Elect of the NPWH Board 
of Directors. The authors have no 
actual or potential conflicts of in-
terest in relation to the contents of 
this article.

References
1.	 Reinhart RJ. Nurses continue to 

rate highest in honesty, ethics. Jan-
uary 6, 2020. https://news.gallup.
com/poll/274673/nurses-contin-
ue-rate-highest-honesty-ethics.aspx.  

2.	 National Council of State Boards of 
Nursing. Nurses by the numbers. 
2020. https://2020nurseandmidwife.
org/nurses-by-the-numbers/.

3.	 American Association of Nurse 
Practitioners. NP fact sheet. 2019. 
https://www.aanp.org/about/all-
about-nps/np-fact-sheet. 

4.	 American Midwifery Certification 
Board. 2020 Demographic Re-
port. https://www.amcbmidwife.
org/docs/default-source/reports/
demographic-report-2019.pdf?s-
fvrsn=23f30668_2. 

5.	 American Association of Colleges 
of Nursing. The Essentials: Core 
Competencies for Professional 
Nursing Education. 2021. https://
www.aacnnursing.org/Portals/42/
AcademicNursing/pdf/Essen-
tials-2021.pdf. 

6.	 American Nurses Association. 
National Commission to Address 
Racism in Nursing. 2021. https://
www.nursingworld.org/news/
news-releases/2021/leading-nurs-
ing-organizations-launch-the-na-
tional-commission-to-address-rac-
ism-in-nursing/. 

7.	 Bailey ZD, Krieger N, Agenor 
M, et al. Structural racism and 

http://NPWomensHealthcare.com


NPWOMENSHEALTHCARE.COM	 August 2021	 Women’s Healthcare 	 39	

health inequities in the USA: evi-
dence and interventions. Lancet. 
2017;389(10077):1453-1463.

8.	 Bailey Z, Feldman J, Bassett M. 
How structural racism works - rac-
ist policies as a root cause of U.S. 
racial health inequities. N Engl J 
Med. 2021;384(8):768-773.

9.	 Agency for Healthcare Research 
and Quality. 2019 National Health-
care Quality and Disparities Re-
port. December 2020.  https://
www.ahrq.gov/research/findings/
nhqrdr/nhqdr19/index.html. 

10.	Goldstein A, Guskin E. Almost 
one-third of black Americans 
know someone who died of 
Covid-19, survey shows. Wash-
ington Post. June 26, 2020. 
https://www.washingtonpost.
com/health/almost-one-third-of-
black-americans-know-someone-
who-died-of-covid-19-survey-
shows/2020/06/25/3ec1d4b2-b563-
11ea-aca5-ebb63d27e1ff_story.htm.  

11.	Ford TN, Reber S, Reeves RV. Race 
gaps in COVID-19 deaths are even 
bigger than they appear. June 16, 
2020. https://www.brookings.edu/
blog/up-front/2020/06/16/race-
gaps-in-covid-19-deaths-are-even-
bigger-than-they-appear/.

12.	Hoyart DL, Miniño AM. Maternal 
mortality in the United States: 
changes in coding, publication, 
and data release, 2018. Natl Vital 
Stat Rep. 2020;69(2):1-18. 

13.	US Department of Health and 
Human Services. Office of Mi-
nority Health. Infant mortality and 
African Americans. 2019. https://
www.minorityhealth.hhs.gov/
omh/browse.aspx?lvl=4&lvlid=23.

14.	Waite R, Nardi D. Nursing colo-
nialism in America: implications 
for nursing leadership. J Prof Nurs. 
2019;(35)1:18-25.

15.	Iheduru-Anderson KC. The White/
Black hierarchy institutionalizes White 
supremacy in nursing and nursing 
leadership in the United States. J Prof 
Nurs. 2021;(37)2:411-421. 

16.	Hardeman RR, Medina EM, Kozhi-
mannil KB. Structural racism and 
supporting black lives –the role of 
health professionals. N Engl J Med. 
2016;375(22):2113-2115

17.	Lee ME. Working the Roots: Over 
400 Years of Traditional African 
American Healing. Wadastick 
Publishing, 2017.

18.	Choo E. The James Marion Sims 
problem: how doctors can avoid 
whitewashing medicine’s racist 
history. June 7, 2018. https://
www.nbcnews.com/think/opin-
ion/james-marion-sims-problem-
how-doctors-can-avoid-white-
washing-medicine-ncna880816.

19.	Washington HA. Medical Apart-
heid: The Dark History of Medical 
Experimentation on Black Amer-
icans from Colonial Times to the 
Present. New York: Doubleday 
Books, 2006. 

20.	Nuriddin A, Mooney G, White AIR. 
Reckoning with histories of medi-
cal racism and violence in the USA. 
Lancet. 2020;396(10256):949-951. 

21.	Minority Nurse Staff. Making his-
tory: Black nightingales. March 
30, 2013. http://minoritynurse.
com/making-history-black-night-
ingales/.

22.	Hine DC. The Ethel Johns re-
port: Black women in the nurs-
ing profession. J Negro History. 
1982;67(3):212-228.

23.	Johnson R, Scott J, Randolph S. 
Covid 19 and Black America: the 
intersection of health equity and 
the NP workforce. Nurse Pract. 
2020;(45)10:11-14. 

24.	African American Registry. Na-
tional Association of Colored 
Graduate Nurses founded. 2021. 
https://aaregistry.org/story/nation-
al-association-of-colored-gradu-
ate-nurses-founded/. 

25.	Jones CP. Levels of racism: a 
theoretic framework and a gar-
dener’s tale. Am J Public Health. 
2000;90(8):1212-1215.

26.	Prather C, Fuller TR, Marshall KJ, 
Jeffries WL 4th. The impact of 
racism on the sexual and repro-
ductive health of African Amer-
ican women. J Womens Health. 
2016;25(7):664-671.

27.	Hoffman KM, Trawalter S, Axt 
JR, Oliver MN. Racial bias in 
pain assessment and treatment 
recommendations, and false 
beliefs about biological dif-
ferences between blacks and 

whites. Proc Natl Acad Sci USA. 
2016;113(16):4296-4301.

28.	Rosenthal L, Lobel M. Gendered 
racism and the sexual and re-
productive health of Black and 
Latina Women. Ethn Health. 
2020;25(3):367-392.

29.	Centers for Disease Control and 
Prevention. Report from maternal 
mortality review committees: a 
view into their critical role. At-
lanta, GA: Centers for Disease 
Control and Prevention; 2017.

30.	Collins JW Jr, David RJ, Handler A, 
et al. Very low birthweight in Af-
rican American infants: the role of 
maternal exposure to interpersonal 
racial discrimination. Am J Public 
Health. 2004;94(12):2132-2138.

31.	Nelson A. Unequal treatment: 
confronting racial and ethnic dis-
parities in health care. J Natl Med 
Assoc. 2002;94(8):666-668.

32.	Bower JK, Schreiner PJ, Sternfeld 
B, Lewis CE. Black–White differ-
ences in hysterectomy prevalence: 
the CARDIA study. Am J Public 
Health. 2009;99(2):300-307.

33.	Williams SD, Hansen K, Smithey M, 
et al. Using social determinants of 
health to link health workforce di-
versity, care quality and access, and 
health disparities to achieve health 
equity in nursing. Public Health 
Rep. 2014;129(suppl 2):32-36.

34.	Valentine P, Wynn J, McLean 
D. Improving diversity in the 
health professions. NC Med J. 
2016;77(2):137-140.

35.	Black Mamas Matter Alliance. 
Setting the standard for holistic 
care of and for Black women. 
2018. 2020. blackmamasmat-
ter.org/resources/literature. 
https://www.amcbmidwife.org/
docs/default-source/reports/
demographic-report-2019.pdf?s-
fvrsn=23f30668_2. 

36.	National Association of Nurse 
Practitioners in Women’s Health. 
Position statement: eliminating pre-
ventable maternal deaths. Women’s 
Healthcare. 2019;7(3):16-21.

http://NPWomensHealthcare.com

