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The coronavirus disease 2019 (COVID-19) pandemic magni-
fied and mirrored the racial disparities we see across numerous
health conditions, including asthma. In the United States, we had
to confront 2 crises concurrently, the pandemic and systemic
racial injustice due to the recent murders of unarmed Black
Americans.' These intersecting issues had a synergistic effect that
propelled racism into the forefront of our national conversation.
As allergists and immunologists, we must confront racism within
our specialty and address how it negatively impacts our patients.
In this article, we will discuss how biopsychosocial mechanisms
of racism contribute to health disparities (using asthma as an
example) and offer solutions for dismantling racism to eliminate
inequities.

Racism, both structural and interpersonal, is a fundamental
cause of health disparities in the United States.” Structural racism,
described as the integration of historically rooted and culturally
enforced discriminatory practices and policies into societal sys-
tems, is the main driver of health disparities in the United States.
Residential segregation is a prime example of structural racism.
Segregation is a byproduct of historic redlining, which consists
of discriminatory federal and private housing policies created in
1934.% These policies shaped American neighborhoods, leading
to disinvestment in communities of color, and resulting in
present-day concentrated poverty, poorly funded schools,
increased exposure to industrial pollution and hazardous waste,
and food and medical deserts. These neighborhood characteristics
have been shown to contribute to poor health outcomes.”
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Structural racism has shaped the social determinants of health,
which underscore many health disparities.2 Studies have shown
how social, biological, and environmental factors may contribute
to health inequities observed in asthma management and control.

There is a paucity of studies that have directly examined
associations of racism and asthma. In a study of several California
cities, historically redlined census tracts were associated with
higher percentages of Blacks and Latinos in poverty, higher mean
levels of pollution, and increased rates of emergency department
visits, compared with other census tracts.® As it relates to interper-
sonal racism, in one study, perceived racism was associated with
adult onset of asthma among Black women,” and in a pediatric
study, perceived discrimination was associated with greater
odds of asthma and poor control in Blacks.” Racism is associated
with biological effects such as stress, which may have harmful ef-
fects on homeostasis and disrupt the functioning of interrelated
immune, neuroendocrine, and autonomic systems.(’ In addition,
stress has been implicated in the development of atopic disease
including asthma through neuroimmune programming in utero.’

During these unprecedented times, we must acknowledge the
biopsychosocial mechanisms and detrimental health conse-
quences of racism. In Fig 1, we provide a conceptual framework
for a multilevel approach to dismantling racism, providing sug-
gestions for individual and collective actions with an emphasis
on policy reform to effect change on a national level. We cannot
be complicit. We must act urgently and swiftly to dismantle
racism, to move beyond questioning whether it exists, and to tran-
sition from the denial to transformative zone (Fig 1). We must
proactively implement solutions to reform systems and structures
that perpetuate the existence of racism in society and medicine
including our specialty. We recognize that this is a process and
many individuals may enter at different stages/zones. Although
Fig 1 provides a general framework, below we offer specific sug-
gestions, as it relates to our specialty, which fit into the active
learning and transformative zones.

1. Access to health care in minority communities
A. Specialty care access

- Form partnerships with federally qualified health cen-
ters and community health centers to improve access
to our specialty services.

- Partner with faith-based leaders/organizations, salons,
and barbershops to provide education about asthma
and allergies.

B. Telemedicine®

- Advocate for continuation of insurance coverage for
telemedicine services.

- Address the “digital divide”—advocate for the equity
of broadband internet services.”
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FIG 1. Multilevel approach to dismantling racism. Approach to dismantling racism from the individual to
the policy level.

- Create workflows to allow clinic support staff to iden-
tify patients without computers or limited internet
access and offer alternative virtual platforms such
doxy.me and Doximity caller.®

C. Social services”: Advocate for access to community
health workers for low-income minorities to connect
patients with resources. Help identify any social, psy-
chosocial, and economic barriers to optimizing man-
agement of atopic diseases, for example, access to
affordable medications, substandard housing, transpor-
tation to clinic visits, exposure to neighborhood
violence, mental health, and food insecurity.

. Delivery of care for patients with limited English

proficiency

A. Provide translator services in-person, on phone, or
virtually.

B. Provide ACAAI and AAAAI Allergy-Immunology
educational materials in more languages than Spanish.

. Education,  training, research, and professional

development'’

A. Antiracism training integrated into fellowship curricu-
lum and CME/MOC for faculty. Cultural competence
and implicit bias assessment and training are starting
points, but there is limited evidence that they alone
change explicit behaviors. Seek trainings that focus
on (1) how biases develop and become institutionalized

and (2) equip learners with skills to combat structural
oppression.

B. Research funding/publications: Advocate for expansion
of National Institutes of Health/institution/foundation
research funding focusing on interventional studies to
address structural racism.

4. Diversity in allergy-immunology'’

A. Advocating for Science Technology Engineering Math-
ematics education in schools in minority communities.

B. Creating pipeline programs with elementary/high
schools, historically Black colleges and universities,
and minority undergraduate and graduate student
groups to engage interest in allergy-immunology and
support entry into our fellowship programs.

C. Critically analyzing the racial diversity in the work-
place including of our specialty’s governance, leader-
ship, and membership and implementing policies and
practices to promote equity.

. Strategic political advocacy

A. Many of the suggestions mentioned, for example,
access to specialty care, housing, education, and
food insecurity, afford us opportunities to work
with other medical societies to amplify our advocacy
efforts and effect change on a larger scale while pro-
moting an antiracism, diversity, and inclusion
agenda.
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B. Mandate that Health and Human Services create an
interdisciplinary team to address health, educational,
environmental, and economic consequences of structural
racism and implement comprehensive policy reform.

Although dismantling racism may seem like an insurmountable
task, we must all take individual responsibility and work collec-
tively to effect multilevel change with an emphasis on policy reform
to have a broader impact. We can use this opportunity to be radical
and reimagine our specialty to achieve equity and justice for all.
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