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In the first months of the COVID-19 pandemic, early 
dashboards set up by the US Centers for Disease Control and 
Prevention and the Johns Hopkins University Center for 
Systems Science and Engineering tracked overall numbers of 
cases and deaths but provided no demographic breakdown 
of these statistics. Current data show wide racial disparities in 
the burden of COVID-19 in the USA, with Latino, Indigenous, 
and Black people disproportionately affected. Similar 
disparities are also evident in other nations with histories of 
structural racism. However, at the outset of the pandemic the 
focus of some research turned toward biological racial 
differences as an explanation for differences in COVID-19 
morbidity and mortality. Early in the pandemic rumours that 
members of the African diaspora were immune to 
SARS-CoV-2 infection circulated in the global media. While 
public health messaging worked to combat these myths, 
some researchers began to investigate whether differences in 
blood type or gene expression could explain why racially 
minoritised groups were more or less likely to contract the 
virus. Historians and social scientists, such as Chelsea Carter 
and Ezelle Sanford III, and were some of the first to challenge 
these perspectives. Although misinformation regarding 
Black immunity to SARS-CoV-2 infection was soon dispelled, 
the initial impulse in some quarters in early 2020 to attribute 
disparities to biological difference conferred by racial 
typology highlights the enduring power of race-thinking. 

This narrative has a long history rooted in the emergence of 
western colonial projects and in the history of medicine. The 
historian Rana Hogarth has described the medical practice of 
searching for innate and unique differences between white 
and Black people as “medicalizing Blackness”. This pre
occupation with supposedly innate biological difference has 
been used to justify slavery and oppression, as well as 
differential social, political, and health treatment.

While the categorisation of Africans as non-Christian was 
the primary justification for conquest and enslavement at the 
beginning of the slave trade, in the late 1700s, western 
colonial powers sought new justifications for stratifying 
populations by race. To justify the differential treatment of 
Black individuals and the violence that slavery entailed, 
European colonists turned to explanations of biological 
difference to present slavery as a “natural” phenomenon 
based on the fundamental inferiority of Black people. During 
this period, the work of naturalists was an important part of 
scientific enterprise and scientists sought to classify species 
into specific subtypes. At the same time, Carl Linnaeus, Johann 
Blumenbach, Georges-Louis Leclerc count de Buffon, and 
others sought to categorise humans into distinct racial 
groups. Various human taxonomies and different racial orders 
were put forth by naturalists in the 18th and 19th centuries 

and people of African descent were described as comprising 
an entirely separate race from white Europeans. These ideas 
gave rise to polygenist theories that claimed Black 
populations and white Europeans had arisen from different 
evolutionary paths. As populations were separated into races, 
scientists searched for differences between Black and white 
physiology in almost every bodily system. Enslaved Black 
individuals were probed to find physical differences in 
everything from skull size to lung capacity and each difference 
discovered was situated in a sociopolitical hierarchy that 
found Black individuals to be inferior in almost every instance.

The same science of biological racial difference that found 
Africans to be innately inferior also gave rise to the discovery 
of other “intrinsic” properties of Black populations. In the 
USA, prominent southern physicians such as Louisiana’s 
Samuel A Cartwright conveniently found enslaved Africans 
to be less susceptible to heatstroke and malaria, making 
them suitable labourers for work on plantations regardless 
of the season. White physicians in Philadelphia during the 
late 18th century suggested that incidence of yellow fever 
was lower in Black people than white people and attributed 
this to innate biological resistance. As Hogarth has written, 
the supposition that Black people were immune to yellow 
fever had calamitous effects. The belief that Blackness 
conferred natural immunity was not only publicised by 
prominent physicians during the time but passed down 
in medical literature, preventing effective care for Black 
individuals with yellow fever. During the 1793 yellow fever 
epidemic in Philadelphia, the city’s free Black communities 
were called upon to care for the city’s ill white population 
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by prominent members of Philadelphia society, including 
Benjamin Rush, the  abolitionist and signatory of the US 
Declaration of Independence. This claim was premised on 
the supposed difference between white and Black bodies 
and their susceptibility to disease and also reflected how 
Black lives were regarded as disposable to Philadelphian 
white populations.

The myth of Black immunity to disease and pain also 
manifested itself in other violent ways in southern states 
in the 19th century. As historian Deirdre Cooper Owens has 
documented in Medical Bondage, the belief that Black skin 
resisted pain was used as a justification by southern slave 
doctors such as James Marion Sims to subject enslaved 
women to repeated surgical experimentation without 
anaesthetic. Physicians at the time held firmly to the belief 
that there were vast differences between Black and white 
bodies; however, when these violent experiments resulted 
in a surgical method that could successfully close fistulas, 
this method was quickly applied to white women for their 
gynaecological ailments. As Cooper Owens has described, 
medical discourse constructed Black bodies as “medical 
superbodies” that were perceived as simultaneously 
biologically inferior while also serving as clinical material 
that could be subjected to experimentation to discover 
medical advances that served the health of the white 
population. Despite this apparent contradiction, the idea of 
distinct racial physiologies persisted in medical thought.

By the end of Reconstruction after the US Civil War, the 
notion of fundamental biological difference was so deeply 
integrated into medical thought that many diseases, such as 
cancer and sickle cell disease, were thought of in explicitly 
racial terms. This elevated racial difference as an explanatory 
factor for disease susceptibility. The result was an ignorance 
of the structural and social determinants of ill health and the 
provision of limited resources to ameliorate racial health 
disparities. For example, as Keith Wailoo has shown, during 
the 20th century as breast cancer awareness campaigns 
took a spotlight in public discourse, breast cancer itself was 
constructed as a “disease of civilization” that dispropor
tionately affected white women. As public health officials 
took to media depictions of women bravely fighting breast 
cancer to combat the stigma surrounding the disease, the 
depicted patients were invariably upper-class white women. 
As cancer in general was perceived by medical authorities at 
the time as a disease of advanced western civilisation, 
African Americans were not viewed as at risk for breast 
cancer due to their assumed primitivism. Epidemiologists 
continually failed to track breast cancer morbidity and 
mortality by ethnicity. It was not until 1972 with a 
pathbreaking study from Howard University, a historically 
Black university, that Black women, long ignored in 
oncological studies, were reported as being as susceptible to 
breast cancer as white women. By this point, decades of 
public health resources and messaging had already gone 

toward setting up preventive care and health-care 
institutions in white areas. 

Positing Black people as intrinsically immune to disease 
allowed political institutions to ignore health crises within 
Black communities that had been explicitly caused by racism 
and governmental neglect of Black health. Meanwhile, 
diseases that were thought to disproportionately affect Black 
populations received little attention from public health 
initiatives. For example, the scientific community labelled 
sickle cell disease as a “Black disease” for decades. Despite 
being the first disease for which a molecular mechanism was 
documented, research dedicated to finding a cure for the 
disease has been chronically underfunded in the USA. The 
racial construction of sickle cell disease had lasting implications 
for the kinds of public attention and funding it received.

Evidence has shown that there is more genetic variance 
within racially minoritised groups than between racial and 
ethnic groups, yet the desire to rebiologise difference as race 
specific has persisted. Presumed differences in Black physio
logy have been integrated into race-adjusted clinical 
algorithms that are used to make treatment decisions in 
specialties from gynaecology and obstetrics to pulmonology. 
The lasting legacy of this myth has obfuscated the much 
greater environmental health risk that Black individuals face 
as a consequence of structural racism, violence, and segrega
tion. In the COVID-19 pandemic, research has shown that 
chronic underlying health conditions increase the risk of death 
from COVID-19 and are also disproportionately prevalent in 
populations that have suffered systemic violence and neglect. 
However, when susceptibility to disease is explained in terms 
of biological racial difference, scientists and policy makers 
alike are able to turn a blind eye to desperately needed policy 
fixes. The impacts of COVID-19 and global calls for reckonings 
with histories of systemic and structural racism have high
lighted the ways in which both legacies of the past and 
continuing inequities produce negative health effects. As we 
continue to reckon with health disparities, it is important to 
address the biologisation of race as an assumption that both 
undergirds medical decision making and reinforces disparities. 
Calls for increased scrutiny of race-based medicine are a step 
toward equity; however, it is equally important to discuss the 
role of race-thinking in medical education so that clinical 
decision making is no longer guided by flawed, outdated 
notions of biological racial difference. Beyond this, a searching 
and profound disentangling of genetic disposition and 
meretricious concepts of scientific racism and the racial 
categories they birthed is required in fields that still retain and 
assert casual and causal meaning to racial difference.
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