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ABSTRACT
This project explores the ethical implications of epistemic oppression in medicine, arguing that the underrepresentation of racial and ethnic minorities, such as East Africans, is not an isolated oversight but part of a broader system of interconnected injustices. In my discussions, I show how patient mistrust and the dismissal of patient testimony reflect deeper failures to recognize the relational and structural nature of health, knowledge, and care.
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SECTION 1.1 INTRODUCTION 
Over the last decade, studies have begun to recognize the prevalence of epistemic oppression in medicine that has further exacerbated racial health disparities (Baciu et al., 2017). Epistemic oppression has been characterized as an intentional, predictable, and destructive means by which entire populations have been excluded from contributing to or partaking in shared knowledge (Berenstain, 2025; Berenstain et al., 2021). East Africans, among other racial and ethnic minorities, are notably underrepresented in clinical research studies that are then generalized to entire populations. In addition to the United States’ troubling history of silent and overt abuses of such marginalized groups, this underrepresentation of racial and ethnic minorities in research further conveys the impression that the healthcare system is not adapted or attentive to their needs. Here I will examine case studies that capture the resultant mistrust between minority patients and their physicians and the medical skepticism that characterizes these interactions. My view is that the incongruity between patient and doctor stems from epistemic oppression characteristic of unreflexive epistemological systems–something that race-based medicine cannot remediate. I believe this because by attributing health disparities to biological race rather than historical and contextual factors, race-based medicine reinforces harmful, “common-sense” assumptions with detrimental ethical consequences. 
The first section begins by acknowledging the nature of colonial systems in their manipulation of the dominating interests and ideologies that determine whose voices are heard and whose realities are invalidated. The selective structuring of knowledge, what Kristie Dotson (2014) and others have identified as epistemic oppression, excludes marginalized communities from full epistemic participation and recognition. Their exclusion is not accidental but systematic as alternate knowledge systems are dismissed in accordance with epistemic hierarchies that privilege whiteness, Western science, and settler colonial governance values. Within healthcare, we see the persistent disregard for the lived experiences of East African immigrants, a lack of representation in studies with potential to legitimize their realities, and the incessant positive feedback loop of settler colonial logic in ensuring their maintenance of power (Berenstain, 2025).
In section two, I draw a connection between the profitable and enduring system of settler colonialism and the “modern-day” phenomena of gaslighting experienced by marginalized communities. This experience is deep-rooted, extending far beyond the interpersonal interactions within a patient room but embedded in the very structure of our healthcare system. In discussing medical, cultural, and structural gaslighting, I will highlight the tactical narration of oppressed populations' interpretations of their own abuses using the framework of “racecraft” (Fields & Fields, 2014). Further exacerbating this violence is the lack of physician diversity and the underrepresentation of minorities– essential factors in the risk of complete distancing from a system that has failed them with little directive to restore trust. Here we will introduce the proposition of race-based medicine in redeeming these faults.
Section three details the implications of race-based medicine as a method of deflection by attempting to establish an objective reality of racial differences responsible for health inequities apart from the structures that nurture them. As I emphasize its inability to effectively respond to the incongruity between minority patients and physicians, I posit a few features I believe a solution should have. Though this solution will not be perfectly delineated, it will center on “structural competence” as an advancement from cultural competence and the imperative of reflexivity as a refining process to dismantle the colonial structures of knowledge that have severed minorities from understandings of their own bodies, problem-solving capacities, and realities (Metzl & Hansen, 2014).                       
1.2 Epistemic Oppression in Healthcare
The far-reaching repercussions of epistemic oppression are grounded in the construction of knowledge as a site of power differentials. The hierarchy of “knowing subjects” has conveniently been established around male, white, westernized spheres while those outside of these criteria have had to fight for such recognition. Often, entire populations are decentered from their own knowledge and are forced to witness its distortion through dominant epistemological frameworks (Berenstain et al., 2021, p. 298). The consequential structural harms have been carefully portrayed as unavoidable, even “tragic” byproducts of progress; however, it is by design that these violent grievances occur (Berenstain et al., 2022). As emphasized by Kristie Dotson, epistemic oppression has not come out of nothing but has been nurtured by several “social, political, institutional and, indeed, cultural arrangements,” one of them being colonization (Dotson, 2018; Berenstain, 2025).
Simultaneous to this exclusion is a dispossession and disruption of the once familiar physical and epistemic belongings of minority peoples. This manifests not just in the physical brutality of colonization but also in the imposition of ideology and deterioration of methods of interpretation (Berenstain et al., 2021, p. 285). One such illustration of epistemic colonization and governance is in the settlement of Hawaii. Enduring a number of abuses, their native tongue was suppressed, methods of self-governance were destroyed, and heteropatriarchy was instilled to give the illusion of power amid their own oppression (Berenstain et al., 2021, p. 286-287). Hawaiian traditions of self-reliance and ancestral bonds to homelands were forcibly replaced by colonial governance, establishing new, calculated norms framed by knowledge deemed complementary to the colonizers’ epistemic systems (Berenstain et al., 2021, p. 287). This demonstrates the ultimate progression of epistemic oppression: epistemic customs conditioned to the needs of the dominant group creating norms of exclusion to then set a narrative of such norms as truths instead of a deliberate and crooked ordainment for a particular outcome.                   
	This process is dynamic as epistemic customs have historically evolved long before and after colonialism while retaining a distinct mark of self-preservation. Here, Dotson notes one of the most striking features of epistemic oppression, likening it to “bad magic”: the power to “conjure worlds into existence” and sustain them as concrete realities rather than recognizing them as products of confirmation bias (Berenstain et al., 2021, p. 292). This is indicative of a great “deficiency of resources” of such epistemologies in their absence of reflexivity (Berenstain, forthcoming). According to Dotson, reflexivity is an ability of a system to detect when its functions are no longer serving its people. She asserts that as a system, epistemologies need a quality of reflection, an awareness of their own limits and “governance values” to protect against the preservation of hierarchies for their own sake (Berenstain et al., 2021, p. 293). Colonial epistemologies are distinct in that they deny this form of self-assessment, not a mere weakness but as a rule for functioning. The primary function of colonial epistemologies is to prioritize the interests, authority, and protection of the colonizing power over the conquered subjects. This was, and is, then streamlined by governance values, namely laws, administrations, and ‘common sense’ understandings that grant an epistemology legitimacy (Berenstain et al., 2021, p. 291). 
One way these governance values have materialized is through what Dotson refers to as the “consumption of Black and Brown and Indigenous people”; in their subjugation these populations are forced to play whatever role necessary for the comfort of colonizers without any hope for true integration or equality (Berenstain et al., 2021, p. 312). The conquered are treated as disposable recipients of harms, dispossession, and oppression under a guise of normalcy. However, this governance scheme is not “universally normative,” meaning it is effective solely within the insulated walls of the system itself. Yet by design, these systems are blind to their own failings and problematic structure, continually reliant on these reckless harms framed as “both normative and inevitable” to uphold its “hierarchies and radical consumptions” (Berenstain et al., 2021, p. 296, 294). Thus, reflexivity is more than an intuitive awareness, but an implicit production of entire realities with the full intention of maintaining the explicit system. In colonial epistemologies, this “conjuring” expects a baseline of violence towards minority populations, especially Black, Brown, and Indigenous peoples, establishing it as familiar and responsive to whatever common-sense “truths” must be defined (and re-defined) to preserve the status-quo (Berenstain et al., 2021, p. 297).
 Thus, the desires of the dominant group are continually enabled and legitimized as the truth while all others are disqualified. Though truth has been coveted as the ultimate goal for epistemologies, here it becomes the ultimate tool of manipulation by which the “adjudicating power of truth…is manufactured” (Berenstain et al., 2021, p. 296). The supposed neutrality of truth is not compromised by its inherent construction, but rather by the criteria by which its relevance is determined. Epistemologies determine what is relevant, useful, and comfortable within their guiding presumptions and values. By these criteria, these epistemologies lack definitive, integrous boundaries, shifting them freely according to their needs. The perpetuation of violence as a normative, common-sense, everyday “truth” is what Dotson emphasizes is the unsettling, pinnacle feature of an unreflexive, colonial system (Berenstain, forthcoming). Hence, we see the weaknesses of epistemologies in both enabling distorted and unchecked realities and deliberately excluding the marginalized from shared epistemic resources within a supposed shared society (Berenstain, 2025).
The preclusion of knowledge as a dynamic resource has unsurprisingly had damaging effects that have been felt in the realm of medicine. In the last century alone, we have witnessed horrific grievances of modern-day colonialism from the forced sterilization of Latinx populations to the exploitation of Henrietta Lacks’ revolutionary cells, each revealing a pattern of concealing critical knowledge that has stripped minorities of their bodily autonomy and altered the trajectory of their lives and those of their communities (Novak, 2018). This tactical strategy of withholding understanding and directing the narrative of such unimaginable experiences is exemplified by the structural gaslighting described by Elena Ruíz and will be discussed later in this paper (Ruíz, 2020). Such instances redirect our attention to the structures that keep minorities alienated from essential epistemic resources and an uncorrupted interpretation of their own realities.
A similar form of concealment in modern-day science has been the underrepresentation of minorities in medical research. This absence has prevented minority populations from both contributing to and benefiting from medical knowledge with the potential to enhance both providers and patients' understanding of responses to proposed interventions and therapies. While generalizability is a challenging standard for all studies, clinical trials must account for “distinct disease presentations” and common biological manifestations often associated with self-identified race, the latter being reflective of shared lived experience, not biological origin (National Academies of Sciences, Engineering, and Medicine; Policy and Global Affairs). Further adding to the drawbacks of underrepresentation is how costly the resultant health disparities are, particularly through delayed treatment of chronic illnesses such as diabetes and heart disease. Considering this, both providers and patients appear disadvantaged, complicating efforts to frame minority populations as targets of the intentional and conspicuous act of epistemic oppression.
Regardless of the alleged motivations or sheer negligence behind the act, the consequential discrepancy in medical knowledge remains the utmost priority. Here we are reintroduced to the deficiency of reflexivity in a system. Rather than addressing the limitations that have further perpetuated overt health disparities, the research and healthcare system have remained complacent, allowing them to compound over time (Baciu et al., 2017). Leaving the issue of underrepresentation unaddressed speaks not only to the marginalization of minority populations but also exposes its beneficiaries and contributors who have little incentive to disturb an enduring and seemingly effective system (Ruíz, 2020, p. 690). Some argue that this and similar other exclusions lie outside the boundaries of social and political forms of oppression and therefore don’t qualify as epistemic oppression. After all, there are no legal barriers or overt social stigmas that prevent minority participation in research studies. In “Conceptualizing Epistemic Oppression,” Dotson (2014) argues that some forms of oppression are not merely byproducts of social or political oppression but possess an inherent epistemological resistance, reflective of an irreducible nature. I posit that the underrepresentation of minorities is an example of this irreducible form of epistemic oppression.
Dotson assumes a feature of reflexivity in her categorization of irreducible epistemic oppression. Unlike a reflexive epistemological system, which is aptly supplied with the resources necessary to solve these epistemic problems, this form of oppression can only be mitigated by addressing the shortcomings of the system itself. In analyzing the core of an unreflexive epistemology, that is its governance values and the knowledge it holds, we discover that these shortcomings are written within the very blueprint. As “‘irreplaceable sources’ of guidance, future planning, and collectivization,” such knowledge systems are intentionally oriented towards a specific, yet dynamic manifestation (Berenstain et al., 2021, p. 296, 291). Thus, every assumption, commitment, and normative value is a deliberately placed steppingstone towards the fulfillment of certain “selected outcomes.” These stones can be rearranged at will, yet the system remains impervious to accountability for these changes—insisting, with fervent certainty, that this is how things have always been. For colonial systems to suddenly become reflexive in nature would be to contradict itself, pleading guilty for its crimes and acknowledging its role as lead producer and actor in creating these landscapes. In considering reducible epistemic oppression, we see that the realities in place are characterized by issues of unequal distribution of social and political power, whether that be in marginalization or restriction of access to knowledge spaces.
Unreflexivity, however, is the vital catalyst that positions epistemic oppression as a starting condition rather than a resulting consequence within colonial epistemologies and similar frameworks. As a result, the magnitude of change needed for a framework as problematic and deficient as the underrepresentation of minorities in research is immense as it demands a recognition of its normative and governing values that perpetuate its existence. Within the realm of medicine, these prevailing values remain fixed in the foundations of settler colonialism, that is the elevation of white bodies, knowledge systems, and authority as the normative standard. The underrepresentation of all other demographic groups reflects this assumption that the white body is the universal standard, sufficient for producing research and knowledge that will pertain and generalize to all populations. Implicitly, minority populations are cast as “deviants,” with their differences pathologized despite those differences often stemming from structural inequities that research had failed to account for in the first place. To be clear, this critique does not advocate for race-based medicine as a solution. Rather, it highlights how the lack of urgency regarding this discrepancy signals a tacit compliance with this norm, reinforcing the belief that the existing structure of medical research and healthcare is adequate as it stands.
Dotson reveals the features of an epistemology that influence its susceptibility to change. She first describes the “situatedness of knowers,” that is one’s social position within an epistemology and what one is “in a position to know” as a result (Dotson, 2014, p. 120). Closely tied in this deterministic approach is the “interdependence of our epistemic resources,” specifically how one comes to know what they know by means of “shared epistemic resources.” The final and crucial feature is the resilience of an epistemological system as this determines its ability to critically evaluate the exclusions it sustains. By Dotson’s argument, this resilience is correlated with how much disturbance the “stable domains” of a system can tolerate before it is forced to change (Dotson, 2014, p. 121). This concept of resilience is two-fold in relation to an insensitivity to friction often shielded by epistemic arrogance. Yet friction is essential for systems to radically change. My approach examines factors including medical, cultural, and structural gaslighting that I believe sustain this resilience and hinder progress in understanding and addressing the medical needs of minority populations.
The clearest evidence of this epistemic oppression lies in persistent data generalizations in research that widen the gap between marginalized populations and a comprehensive understanding of their conditions and appropriate interventions. Put simply, clinical research is not framed to match the populations it is meant to serve. Despite ethnic minorities comprising nearly 40% of the U.S. population, they remain blatantly underrepresented in clinical trials (Jensen et al., 2021). Approximately 75% of clinical trial participants are white, an ethically concerning and avoidable disparity that poses a substantial hindrance to achieving medical equity (Why It’s Vital That All People — Including People of Color — Take Part in Clinical Research Studies, n.d.). According to Scientific American, Black Americans are “more likely to suffer from respiratory ailments than white Americans are; however, as of 2015, only 1.9 percent of all studies of respiratory disease included minority subjects” (THE EDITORS, 2018). This disparity highlights not just a lack of attention to a minority population but also demonstrates a systemic void that, while not the root cause of, further exacerbates existing inequities. Beyond analyzing this significant epistemic gap, I will draw attention to the consequences of excluding minorities from the opportunity to contribute to data that captures these nuances.
In the intimate physician-patient interactions, we see the mark of epistemic oppression. In the dismissal of patient testimony, healthcare systems withhold knowledge from minority communities, namely in their capability to express valid concern about their own bodies and partake in decision-making for appropriate next steps. This suppression of independent thought and confidence in one's own judgement is central to gaslighting, which Elena Ruíz defines as “a structural phenomenon that upholds interpersonal and institutional modes of mental abuse in settler colonial societies” (Ruíz, 2020, p. 688). She emphasizes that this intentional technique creates disproportionate harm based on the subject's position within the social structure or system (Berenstain, 2025; Berenstain et al., 2022; Ruíz, 2020, p. 688). In focusing on minority populations, several forms of gaslighting serve as markers of the complexities of intersectionality. One primary identity that has defined such experiences and inequities of oppression is the “sociopolitical construct” of race (Opara et al., 2021, p. 225). 
It is no coincidence that the victims of epistemic oppression in this context are of African descent. The exploitation of Indigenous and African peoples (among others) has been not only systemic but rooted in false biological demarcation meant to legitimize their subjugation. Though the notion of blatant “physical, sociocultural, intellectual, and spiritual inferiority” may seem outdated, this attribution is the cornerstone of racism that bled into scientific biological taxonomy (Bolnick, 2008; Opara et al., 2021, p. 225). Thus, the belief in the existence of multiple races and subsequent racialized biological differences to explain varying disease outcomes is a very present and stubborn force in modern medicine, shaping teaching and research. With this in consideration, we understand that the underrepresentation is not an isolated trend. Scientific racism’s legacy persists as its pernicious role in the pathologization, and dehumanization of Black bodies has become more palatable, now reflected in the misinterpretation of ‘race-based’ findings that ignore structural contexts and intersecting factors such as “gender, sexuality, class, and migration” (Opara et al., 2021, p. 226). Thus, settler colonial governance is exceedingly relevant to this discussion of East African immigrants' epistemic and social positioning regarding healthcare, as well as the harms they frequently endure.
1.3 The Silence around East African Immigrant Health
	While African immigrants only constitute 5% of U.S. immigrants, Black immigration from East African countries such as Kenya, Ethiopia, and Somalia has surged over the last 25 years, growing by “348%, 300%, and 205%,” respectively (Commodore-Mensah et al., 2019; Tamir, 2022). Yet, as the African immigrant population has nearly doubled in the last five decades, research has not been nearly up to speed in capturing their health needs (Commodore-Mensah et al., 2019; Murray et al., 2013). East African immigrants are often overlooked in clinical studies, leaving researchers with limited understanding of their unique health challenges and insufficient guidance on how to engage them in studies that account for their distinct contextual and genetic variations from African Americans. To a degree, this should not be the case with the current state of Western medicine. 
Immigrants are often a vulnerable population due to “trauma related to violence, economic, or political instability and immigration status” (Commodore-Mensah et al., 2019, p. 619). Physicians and researchers alike are familiar with the effects of “pathologies of social systems” and how “high-stress, resource-poor environments can produce risk factors for disease that last for generations,” potentially manifesting with immediate, “unintentional psychological harm during research participation” (Metzl & Hansen, 2014, p. 4; Commodore-Mensah et al., 2019, p. 619). Though this does not describe the experience of every immigrant, the correlation between “diseased or impoverished” infrastructures and “imbalanced bodies or minds” demonstrates a parallel that should be emphasized when studying these populations. The unutilized capacity of this understanding comes to light when immigrants along with other marginalized communities exhibit these symptoms. The reality of “racialized, stratified” infrastructures are obscured while the symptoms are reductively attributed to race (Metzl & Hansen, 2014, p. 4).
In consideration of African immigrant populations, their identities as African, American, and immigrants in an excessively racialized country contribute to a certain ambiguity in how they are perceived. As aforementioned and supported in “Health and Prevention among East African Women in the US,” there is little research on African immigrants in comparison to others such as Southeast Asian and Latino groups (Murray et al., 2013). This is an incontestable limitation as the healthcare needs of immigrants are not homogenous. Similarly, viewing the Black population as a monolith is common but problematic as it blurs the distinctions that exist in their health outcomes and health beliefs (Omenka et al., 2020). Yet, relatively consistent in African-born populations is a hesitance towards research involvement and general distrust of the healthcare system (Commodore-Mensah et al., 2019). This stems partly from the exploitative history of Western medicine towards Black Americans, but also in extrapolating from the negative experiences of both immigrants and Black people in “personal and public domains” (Ruíz, 2020; Omenka et al., 2020). Existing at the intersection of these targeted identities fuels justified doubt that their wellbeing is valued or even considered in both general and medical contexts.
This hesitation is reflected in apprehensive beliefs, reinforced by tangible barriers to East African immigrants’ engagement with the healthcare system. One key variant is the understanding of when and why to seek medical care. In many of these countries, doctors’ visits and some prescription medications are often viewed as a last resort, reserved for serious, worsening conditions that hinder day-to-day activities (Omenka et al., 2020). The logic is: why uncover an expensive problem if you don’t feel sick? This mindset contrasts sharply with Western medical norms, which emphasize seeking care at the earliest signs of illness (Murray et al., 2013). 
At the heart of this divergence is the deeply rooted epistemology of traditional self-care practices and norms, which have long been used to independently manage certain illnesses and health concerns. Consequently, the prolonged and often aggressive management of chronic illnesses common in the United States may appear “counterintuitive” to these individuals from prevention-oriented communities, particularly when there are gaps in recognizing early symptoms. This prevention and implementation of at-home remedies is dependent on a knowledge of common signs and symptoms of diseases. However, in a new environment full of unfamiliar diseases, accurate, comprehensive health knowledge of this sort is difficult to find. These epistemic differences are compounded by practical and systemic barriers. 
One study focusing on “Health and Prevention among East African women” identified several critical challenges including language difficulties and insufficient interpretation, misunderstanding regarding screening importance, and lack of transportation (Murray et al., 2013, p. 2). Additionally, the study identified “concerns regarding female genitalia mutilation” and a preference for “gender concordance between doctor and patient” --two culturally rooted factors. The former reflects a genuine fear among immigrant women, particularly in contexts where FGM has been medicalized in parts of Africa, while the latter stems from a desire for privacy and concerns about social perception. Together, these highlight how culturally influenced experiences shape medical decisions and reflect the potential stigma associated with healthcare interactions. 
Altogether, these factors are indicative of a growing disconnect between patient and physician which, while not directly casual, correlates with a higher proportional incidence of chronic disease among African migrant populations. Cancer in particular has shown increased incidence and disproportionately high mortality rates. This disparity underscores the tangible consequences of low engagement with early preventative screening for largely preventable diseases. Further discouraging engagement are reports of culturally insensitive care, expensive care, complexity of the system and insurance, and unwelcoming provider attitudes. Hence, this misalignment between patient and physician demonstrates a population’s dire need for health literacy while revealing the deficiencies of a system that cannot seem to appropriately respond. While these challenges are not unique to East African immigrant populations, they offer valuable perspectives on health beliefs and care-seeking behavior that influence the progression and treatment of illness. In such a strained and seemingly incompatible relationship, East African immigrant patients are left vulnerable as victims of epistemic oppression, where their hesitations are devalued and their care is compromised. 
1.4 Testimony vs. Evidence
	This paper was inspired by a unique and personal case study that I found fascinating as a future physician and East African myself. Within a small, Eritrean church community of approximately 50 families, several families have reported observing autistic-like traits in their children that appeared after routine childhood vaccinations over the past eight to ten years. While these accounts are anecdotal and do not establish causation, they reflect community-level perceptions that may influence healthcare decision-making and overall trust in vaccination practices. Every parent among this group is an immigrant with the vast majority of their children born in the United States. Thus, there is a noted unfamiliarity with these vaccines in that regard; however, parents observed a clear difference compared to the vaccination process experienced with their older kids. 
	In one testimonial, parents recalled the vaccination process as distressing from the start. Their 18-month-old daughter had been meeting developmental milestones, speaking and responding to simple commands. As she was administered the MMR, Hepatitis A (HepA) and consecutive vaccines, she developed recurring high fevers that lasted for three days at a time. However, they proceeded with the vaccinations as doctors assured them that this was a natural side effect as the body developed an immune response. The parents grew exceedingly alarmed in the following months when they observed a significant decline in her verbal communication, to the point where she was nonverbal, a condition that has persisted in the years since. Though healthcare providers expressed that the vaccination period coincided with the 2-3 age when children may lose certain skills and symptoms of autism may appear, the parents remained wary (Mayo Clinic, 2025). Like many in the community, sought Eritrean doctors and online support groups with other parents who had reported similar experiences.  
Some community members, drawing upon their backgrounds as nurses, speculated that their experiences could be linked to the new generation of vaccine combinations introduced in 2011. This prior exposure and education within the healthcare field significantly shapes their impact in this specific case. First, health literacy is not the central issue at hand as these parents are trained health care providers with medical knowledge far greater than the average person. Second, as both advocates for their children and practitioners administering care, they hold a dual stake in the system. As their perceptions of medicine’s limitations and possibilities evolve as recipients, their confidence in the care they deliver professionally is susceptible to influence. This makes it essential to address the potential consequences of such disconnect, mitigating consequences for both their families and the patients they serve.
Looking at the medical literature of today, extensive studies have demonstrated evidence that shows that vaccines in routine use in this country are both safe and effective with no relationship to autism (Davidson, 2017). This myth began in 1998 when Andrew Wakefield, a now disgraced physician, published a study suggesting a “temporal” relationship between 12 vaccinated children and “behavioral regression and pervasive developmental disorder” (Rao & Andrade, 2011). This connection was drawn by cherry-picking a handful of cases with no control group or regard for confounding factors, such as the age period of MMR (measles, mumps, rubella) vaccination coinciding with when symptoms of autism begin to emerge (The Evidence on Vaccines and Autism, 2025). What gave this study further traction was the broader context: in the late 90’s, and still to this day, autism had been perceived as “increasing in incidence or prevalence,” yet its underlying causes remain poorly understood. Thus, as more vaccines were implemented to the schedule, it appeared to serve as the missing link for helpless parents. As many large-scale studies have been thoroughly carried out to ensure there is no connection, this proposed “link” lacks scientific integrity at its foundation. Researchers acknowledge the fact that the causes of autism remain unclear, but investigating presents a number of challenges: (a) though this number is rising among varying vaccine series, about 2% of American children are unvaccinated making comparative studies difficult, (b) several confounding variables such as general use of medicine and health care services complicate the analysis and (c) the issue ranks lower in research priority as an already extensively studied condition in comparison to others (Hill et al., 2024).
With this scientific knowledge in mind, we understand the physician's perspective when met with these concerns. What complicates this issue is the fact that this understanding is likely common ground with health providers within the Eritrean community. Regardless, this background knowledge is often insufficient in relieving their seemingly contradictory, though legitimate, experiences. Given how repeatedly and long ago this myth was debunked, it is often regarded as one of the more implausible or irrational medical misconceptions. In this instance, parents expressing these worries often encounter dismissive reactions. This dynamic is further strained by communication breakdowns and shortcomings on both the patients’ and providers’ sides. Many have reported to experience minimization of their symptoms and even shaming for questioning the safety of these vaccines. The latter is a phenomenon that I will discuss later, particularly in its inefficacy. Their concerns are often disregarded as illegitimate, a pattern seen beyond vaccine hesitancy. To navigate the healthcare system, many rely on more experienced community members who help them advocate for themselves, communicate their symptoms and bridge language gaps. This mitigating factor is insufficient to ease the sense of rejection felt by parents whose worries are left completely unsettled and their realities deemed invalid. 


SECTION 2.1 THE HEALTH COSTS OF MEDICAL DISBELIEF
Though this case is distinctive, the underlying bias and tone-deaf elements of these dismissive experiences are dangerous, familiar, and intensified by membership in multiple minority communities. Now that we have familiarized ourselves with the positioning of East Africans within the healthcare system, we can analyze the corresponding harm of gaslighting that continues to sustain their exclusion, along with other minorities, by structural and interpersonal modes (Berenstain, 2025; Berenstain et al., 2021; Ruíz, 2020). This suppression of independent thought is captured by medical, structural, and cultural gaslighting and continues to be a method of sustenance for unreflexive epistemological systems at the cost of minority populations.
 As defined before by Elena Ruíz, the structural phenomenon of gaslighting is a violent, carefully directed tactic meant to skew one’s perception of their own experiences through “organized failures of understanding” (Ruíz, 2020, p. 689). These “organized failures of understanding” are pronounced on various scales from the quiet suppression of testimony to “robust frameworks” full of self-preserving, cultural “insights” that tell the wounded and oppressed, “You’ve got it all wrong, this is what you are truly experiencing.” Medical gaslighting is a means by which such credibility is withheld from marginalized communities.   
Medical gaslighting has recently been coined to describe this experience that resonates strongly with women and people of color (Isaac KS Ng et al., 2022). This phrase has faced skepticism on its emotionally charged nature and has seen an uptick in everyday, often hyperbolic use, making it difficult to characterize precisely in clinical terms. Nonetheless, medical gaslighting is a dominating feature of resilience in the healthcare system by design, an obstruction to the elevation of specific voices that are silenced for the benefit of other populations. Ruíz describes this as “having one’s experience of illness marginalized” by a healthcare provider, commonly understood in the interpersonal sense by the downplaying of one’s symptoms often with psychological manipulation (Ruíz, 2020, p. 689). She emphasizes that the “reductive” yet common understanding of medical gaslighting remains fixed on the intimate interactions within the patient’s room, overlooking the compounding effects of various, macro-level intersectional oppressions with detrimental harms.
A frequently reported experience by women of color is the misattribution of physical symptoms or pain to anxiety or mental health disorders. This is not a novel injustice but a testament to the “exploitative history of medical experimentation on Black Americans” that has laid the enduring foundation of mistrust for non-white populations for centuries (Ruíz, 2020, p. 691). Modern-day medical school education has not been entirely cleansed of this influence as misconceptions linger in the understanding of Black people and their experience of pain. This can occur on a micro level with the invalidation of pain that leads to delayed diagnosis or preventable health outcomes. However, Ruíz encourages us to take a structural approach that studies the “policies, training manuals, advisory boards, disciplinary and institutional procedures–even medical equipment–... that upholds the structured inattention” leading to this violence, especially against Black women (Ruíz, 2020, p. 693).   
Looking at heart disease, for instance, up until the early 90’s it was assumed that evidence from studies of predominantly middle-aged men was sufficient for a ‘one-size-fits-all’ approach (Williamson, 2024). This information gap is slowly beginning to close but continues to shape expectations of the presentation of illness, reinforcing distinctions between the “typical” and “atypical” symptoms and influencing the likelihood of accurate diagnosis of women (Corliss, 2022, para. 5). Though women develop heart disease about ten years later than men, they are less likely to receive timely treatment, especially post-heart attack, and more likely to die from heart failure. Black women are especially affected by this “structured inattention”, as they are both underrepresented in research studies and positioned at the intersection of “racism, white supremacy, and misogynoir” (Ruíz, 2020, p. 693). The result is that symptoms are not taken seriously while “race-neutral” explanations frame social determinants of health as self-inflicted rather than as products of structural racism–such is the work of structural gaslighting. According to the American Heart Association, “Black women have the highest rates of blood pressure, stroke, heart failure and coronary heart disease”, a disproportionate effect with a scale unknown to other ethnic and racial minorities (Williamson, 2024). Framing this disparity as isolated or rooted in personal choices or stereotypes is to succumb to the notion that settler colonies have evaporated within a patriarchal, white supremacist society; these structures exist precisely because they “need to be needed” for the primary purpose of reinforcing who has power and who is without, remaining embedded in the blueprint while dynamically evolving (Ruíz, 2020, p. 692, 705).
In focusing our attention on the institutions and their selected narratives meant to justify, “normalize”, and “obscure” the violence and disparities they perpetuate, we face the very nature of structural gaslighting (Berenstain, 2025, p. 3). The foundation of this framework is the idea that inequities suffered by oppressed peoples are not consequences of their marginalization but natural, inevitably tragic, or determined by fate (Berenstain, 2025, p. 5). By depoliticizing violence, settler colonies absolve themselves of responsibility while legitimizing the harms they produce by establishing self-perpetuating scientific and philosophical ideologies. One such method is in the transformation of the “doings of racism” into the objective, “inborn individual trait” of race that, unlike other inequalities, cannot be escaped (Berenstain, 2025, p. 11; Fields & Fields, 2014, p. 261). “Racecraft” is a framework created by Karen and Barbara Fields (2014) meant to theorize the creation and active maintenance of race as an illusory category within society. This is accomplished via shared societal beliefs and practices that perform the ultimate magic trick of racecraft: “disappearing white people, the architects and beneficiaries of white supremacy” from view while making racist segregation appear “to be a property of Black people” (Berenstain, 2025, p. 11). 
Central to understanding racecraft is distinguishing it from both racial groupings and stereotypical ideas of groups’ traits that define racism. Racecraft is unique in its existence within an objective reality while originating in and inhabiting “mental terrain” (Fields & Fields, 2014, p. 18). It is the juncture where action, in the wake of racism, converges with imagination---the generative space for social norms, rituals that establish race-based hierarchies and “the gaze” by which we perceive ourselves and one another, all of which materialize as social facts (Fields & Fields, 2014, p. 25). Fields and Fields suggest that racecraft bears a likeness to witchcraft, a system deeper than superstition but sustained through a continual cycle of “imagining, acting upon, and re-imagining,” giving rise to beliefs that come to resemble truth (Fields & Fields, 2014, p. 19). However, unlike with witchcraft, society does not necessarily encourage us to doubt racecraft but produces an overwhelming amount of “supporting evidence” for it (Fields & Fields, 2014, p. 24). An individual can swiftly be reduced to race as an interaction between two individuals becomes “race relations” in an everyday, seemingly obvious manner (Fields & Fields, 2014, p. 40,74). Yet, in describing the exact mechanism or reasoning for this, we have no answer. Within scientific ideologies, racecraft holds a firm grip on collective understandings of health inequalities. It paints a narrative that it is because of skin color that abuse has been and is suffered by Black people. Through this “narrative complicity,” the unreflexive system and its actions are no longer the perpetrators (Berenstain, 2025, p. 13). 
A system's ultimate form of resilience is by means of resistance to critical confrontation of its own internal limitations (Dotson, 2014). This mode of deflection looks to the oppressed and their supposedly “natural” qualities to normalize corresponding “pathologizing narratives” (Ruíz, 2020, p. 694). In pathologizing, there is an over-reliance on the knowledge and experiences of the storyteller when interpreting a subject (Sutton, 2020). This is commonly seen in Western psychology with the over-pathologization of normal human behavior shaped by unique life experiences and backgrounds. Ethan Watters describes this “process of homogenizing” mental wellbeing, and illness, as destructive in contact with different cultures. This is not to completely discredit the functionality of all bias that is at times beneficial and understandably rooted in the education, background, and experiences of the provider, carrying potential for greater understanding with the patient. However, in the fraught relationship between East African immigrants and the American healthcare system, we observe the harms in relying on Western epistemology, leading to inappropriate diagnoses demonstrating racecraft in action. 
With medical knowledge and psychological diagnoses centered around “middle class, white persons of Euro-American origins,” minority groups are further silenced in the discrediting of their own experiences that differ from this standard (De Arth Pendley, 2012). In instances of discordance between the East African patient and the physician, patients are painted as non-compliant and dishonest patients responsible for their own marginalization. However, these negative encounters are taken at face value, without any further interpretation. There is not a second thought that perhaps the sentiments and reactions held by such patients could in fact be “logical and predictable responses to racism, harassment, chronic stress, and oppression,” among other potential exacerbating factors. In true illusionary fashion, experiences of discrimination, gaslighting, and unbridged language barriers are reframed as inherent cultural deficiencies or misinterpretations within East African communities rather than be recognized as systemic injustices without recourse. This specific move of racecraft is one that I reject as illegitimate. Invoking cultural incompatibility as a scapegoat to accountability serves yet another representation of “narrative complicity” in action, removing the system as the perpetrator and carrying the torch of unreflexivity that is central to disastrous colonial epistemologies (Berenstain, 2025, p. 13). By these means, epistemic oppression is sustained in healthcare while minority patients are left powerless, alienated, and labeled as over-reactive in their cries for visibility.  
It is crucial to anticipate how the continued neglect of minorities could manifest in the future of healthcare (Metzl & Hansen, 2014). One of the key components of patients’ sense of betrayal by an unyielding system is a sense of exclusion from a resource that claims to serve their best interests. Unfortunately, we have already witnessed the consequences of such beliefs when they have gone to the extreme with irreversible harms. In October of 2019, the Samoan Ministry of Health declared a measles outbreak that was not entirely unforeseen. Several factors were at play including low immunization coverage, “systemic primary and public health system community constraints limiting response capacity” and the overall prominence of measles in 2019, its global record year (Craig et al., 2020). Samoan immunization had plummeted far below the recommended coverage for herd immunity as first-dose coverage of MMR vaccination dropped from 99% in 2013 to 40% in 2018, with similar patterns seen in second-dose coverage. 
The reasoning for this decline is layered but is due largely in part to the community’s mistrust of vaccine safety after two vaccine-associated infant deaths occurred in 2018. This accident occurred after a nurse inappropriately prepared and administered the MMR vaccine (Kaspar et al., 2020). Though the investigation established the case as one of medical negligence, alarm struck the community, rumors spread, and the vaccination program sustained serious damage in the public eye following a temporary suspension and immediate vaccine recall. In the wake of this fragile tipping point, Robert F. Kennedy Jr., who at the time was chairman of Children’s Health Defense, an anti-vaccine non-profit, collaborated with the Prime Minister of the island to observe “health outcomes following the ‘natural experiment’” (Zadrozny, 2025). 
The situation presented an opportunity to test the efficacy of vaccines in a way that was not possible in the States: by performing trials dependent on the results of large numbers of children remaining unvaccinated. The premise of this potential “experiment” would be the withholding of vaccines known to effectively prevent disease and intentionally leaving children vulnerable to contraction and possible death– arguably one of the most unethical, crooked means to improve scientific understanding. Though the vaccines were not forcibly withheld in the Samoan nation, the insertion of a prominent and engaged figure in support of their fearful decisions for his own gain unleashed damage of a similar scale. Over the course of several months, RFK continued to ‘guide’ local anti-vaccine activists, though he eventually claimed that blaming measles as the cause of death for 80 lives was a “controversial supposition.” While RFK isn’t solely responsible for this loss and the infection of thousands, this case illustrates the powerful impact of disbelief and how seamlessly non-scientific explanations can infiltrate spaces of disconnect. RFK and his movement helped provide visibility to a desperate, scared population in a vulnerable time, something that marginalized communities have been pleading for centuries. In the move to address systematic exclusion, the healthcare system must grant this visibility in an effective, authentic manner before misinformation bridges the gap and contributes to severe health consequences.
These cases in combination with previous literature suggest several blatant limitations within our healthcare system, one of them being a lack of diversity among the physician population. As patients, our dependence on the knowledge of physicians displays a perceptible power dynamic. To add to the divide, many in my focus population lack English proficiency, making them unable to thoroughly vocalize their concerns to their American providers, ultimately rendering them even more vulnerable. In a study capturing the racial and ethnic composition of primary care physicians in the U.S., between 68% to 75% were found to be white, while only around 6% identified as Hispanic or Latino and 7% identified as Black or African American, though varying across specialities (Xierali, 2018). The privilege of matching every patient to a physician of their same ethnic/racial background and gender is a privilege that is largely implausible though proven to improve health outcomes (Alsan et al., 2018). There is hope in the years to come as more women and minorities enter the medical field and mitigate these inequities. However, this burden cannot be redressed simply by diversity in recruitment but in education. All physicians must be equipped to care for patients across demographics, with cultural competence, race-conscious practice, and heightened awareness of gender, socioeconomic, and ableist biases among others. 
This is no simple task, as this demands a physician’s commitment to placing shared humanity above the often-daunting effort of understanding their differences. At the same time, physicians also suffer at the hands of a healthcare system with constantly rising expectations often at the expense of their own wellbeing and to the detriment of everyone (West et al., 2018). Bridging the gap between the misunderstood patient and the physician relies not only on the background and character of a physician or their willingness to learn, but also on recognizing the systemic context that has long permitted this disconnect. Insurance companies remain a confounding variable that marks patient-physician interactions with a heavily business minded framework (UNC Pembroke, 2024). 
By minimizing payment for medical services, insurance companies’ expenses are cut. Insurers lower doctors’ fees, a form of imbursement, so low to the point where it becomes too costly for medical offices to provide certain services, effectively discouraging comprehensive care. Additionally, tracking systems pressure doctors to shorten individual appointments to cover more patients in volume. When physicians are under these rigid, time-constrained guidelines designed for the general population and not for individual concerns, it’s easy to see why deeper consideration for cultural and contextual factors is often absent in the exam room. Rushed and expensive appointments foster a culture of dissatisfaction as physicians attention is directed to navigating difficult policies instead of “direct clinical care.” Thus, the vicious cycle continues as diagnoses are made too late and minorities increasingly disengage from providers that are systematically constrained from addressing their specific needs. So, are both the patient and physician entirely helpless?
Another distinct limitation is the underrepresentation of minorities in research studies. Many studies have pinned individual and community factors as the primary contributors to low minority participation, citing unwillingness among other factors such as low health literacy, high opportunity cost, and mistrust in the purpose and beneficiaries of the research (Bibbins-Domingo & Helman, 2022). Establishing a distinct cause of low participation is difficult partly because researchers simply have not deeply inquired as to why people don’t want to join. However, even as the issue of trust remains the “most commonly cited individual-level reason,” some studies claim that it is not the biggest obstacle (Bibbins-Domingo & Helman, 2022, p. 80). Analyzing the social and economic factors that may drive personal decision-making in light of the “link between historical and contemporary occurrences of scientific misconduct/abuse and the mistrust of underrepresented populations toward research” is a better, well-informed way of identifying these systematic barriers. This holds dominating structures accountable for their contributions while recognizing that minorities should not be blamed for their own exclusion as epistemic outsiders. 
This welcoming of minority communities as epistemic contributors to research should be prioritized from the start. Generally, research questions are framed by the interests of academia, researchers, and funding. However, by including individuals and communities in the development of research questions, the underrepresented are exposed to the process, making them more likely to further engage and encourage others to join, and potentially enhancing the quality of the study in relevance, equity, retention, and potentially outcomes. For instance, “activism by the HIV/AIDS community led to the first federally funded community advisory boards” and transformed the research process and focused research priorities on the needs of the underserved (Bibbins-Domingo & Helman, 2022, p. 83). Even as the value of engagement is increasingly recognized, true partnership between community and researchers is a fine balance with wavering commitment in the academic world. The early stages of the COVID-19 pandemic give a revealing, modern-day perspective on the involvement of patient and communal experiences in the research process. 
The uniqueness of the pandemic was its unprecedented impact and scale, but the pattern of dismissal was recognized by patients with Long Covid in a study surveying 334 patients (Au et al., 2022). Even during both physicians and patients navigating an unknown illness with numerous symptoms and limited medical answers, many patients found their realities dismissed and their credibility doubted. Ultimately this led to exhausting searches for specialists and “diagnostic odysseys” that aligned with physicians existing frameworks, causing patients to rely on online support groups instead. In the solidarity of prolonged struggle, these patients transformed personal experiences into credible, authoritative claims. Au captures this powerfully, noting how physicians, as “spokespersons for the institution of medicine,” define what is real with textbook “signs” often overriding patient testimonies. However, this initial gap is being bridged by Long Covid communities through patient-led research that has refined medical categorization. It is undeniable that their contributions have translated lived experiences into research studies and interventions that will shape scientific knowledge and validate many future patients, but what remains unclear is the likelihood of such positive, widespread impact by other hesitant populations.
In consideration of the Long Covid scenario, a few distinct factors are at play including patients’ internet use to gain legitimacy in their experiences, the novelty of the disease, and the fact that patients' suspicions ultimately proved to be true (Sadeghi Dousari et al., 2020). Now transferring these factors to my original case study with the small Eritrean community, we notice a parallel that is incredibly delicate and difficult to judge in our current socio-political context. The facts are as such: an understudied and vulnerable population is experiencing real symptoms without appropriate validation of their experiences leading to vaccine hesitancy. Though uncommon in the Eritrean community, the condition of autism is not novel and the suspected connection to child vaccines has, until this point, not been proven by any means but disproven. Naturally, the community has turned to online sources for support and visibility. These compelling features seem typical of societal understandings of extreme right-wing vaccine-skepticism rooted in ignorance, privilege, and misinformation, but this characterization is unreasonable (Campeau, 2023). I argue that such an interpretation is overly reductive and unjust considering this community's marginalization in the epistemic world.
This case is unique because both the persistent patient and the skeptical physician have justified grounds of concern, but to affirm both sides would appear contradictory. One common tactic meant to squash the vaccine hesitancy of the patient is by shaming ‘anti-vaxxers.’ Even in its rightful intentions of encouraging public safety and trust in evidence-based medicine, its collateral effects of polarization and alienation are counterproductive and further compounded by the already adverse experiences of an already dismissed, gaslit population. Considering this, I consider vaccine shaming extremely ineffective as a means to mitigate hesitation and ease the worries of the patient. Race-based medicine may be framed as a way for healthcare systems and physicians to provide more attentive care centered on the distinct presentations, diagnoses, and interventions needed by a historically marginalized population. Some would go as far as to claim it as a mode of “reparations” for Black populations as seen with the introduction of Bi-Dil, a drug advertised to treat “Black heart failure” (Roberts, 2011). However, the short success of this approach proved to be an absolute failure, revealing its ultimate blight–specifically its “scientific” fixation on race. Race-based medicine does not remedy the epistemic oppression of minority populations; it perpetuates the unreflexive nature of the system that sustains health disparities in the first place.    


SECTION 3.1 RACE: FROM GENETIC PROXY TO SOCIAL STRUCTURE
	The work of Dorothy Roberts has been critical in uncovering the deficiencies of race-based medicine, beginning with its treatment of race, “a critical variable, so unscientifically” (Roberts, 2016). In many studies, race is self-reported by participants as a form of identification. Roberts highlights the fluidity of races as “social groupings” with fabricated demarcations that have varied across time and space. For example, many African immigrants in the States do not identify as “Black” but dismiss it as an American term, placing their identity in other factors such as ethnicity and oftentimes hoping to distinguish themselves from the perceived prejudice that comes with “Blackness.” This approach is futile in research, as African immigrants are often automatically categorized as Black based on their phenotype and ties to African geographic ancestry. Yet even the latter classification is flawed as demonstrated by North African immigrants. For example, Egyptian immigrants are clearly geographically African, but they are not Black in our society's context. Labelling them as white also erases their unique ancestry and excludes the population all together, causing them to fall through the cracks in medical research. Thus, we understand that society and politics have established our understanding of race, with “lawmakers, not biologists establishing the legal definitions of races” (Roberts, 2016). 
In 2003, the Human Genome project ended its sequencing of the complete human genome with findings indicating that humans are genetically more than 99% the same (Green, 2022). The minute difference has not yet been found, which is where the “race-by-proxy theory” has attempted to fill the gaps (Roberts, 2016). Race has become the ultimate “shortcut… a convenient proxy for more important (genetic) factors,” often taking precedence over evidence-based factors from the very start of a diagnosis. It has substituted for potential “clinical measures” such as the patient’s “symptoms, family illnesses, their history, their own illnesses,” and directly impacts their corresponding treatments. For instance, a white and a Black patient can walk into an emergency room with the same painful condition, and the Black patient will be less likely to receive pain medication at all, let alone receive the same dosage (Hoffman et al., 2016). Before a diagnosis is actually made, the stereotypes and biases of “race-as-proxy” medicine assign the patient to a preconceived notion of illness that is not necessarily representative of their actual experience, often rooted in the beliefs that Black people “feel less pain, exaggerate their pain, and are more predisposed to drug addiction;” these beliefs then direct the very interventions for their condition (Roberts, 2016). The substitution of race within a patient room can be traced back to its original role as a biological category.
The very idea of a “racial concept of disease” stems from the days of slavery. Samuel Cartwright, a doctor in the pre-Civil war, promoted the belief that “people of different races suffer from different diseases and experience common diseases differently.” This reflects a fixation on race that was instilled to preserve and justify systems of oppression meant to distance the white body as far as possible from the Black body. It is far easier to exploit another human believed to be more resistant to pain, less disease-prone due to their “tougher” skin and naturally suited to harsh labor. While the motivations behind contemporary race-based medicine are quite different, the underlying logic of biological distinction remains disturbingly consistent–how can this be reconciled? I argue that though the idea of race has entered a conceptual gray phase, widely acknowledged as a social construct while still implicitly or explicitly being accepted by some as a biological category. This ambiguity may be due in part to its conflation with geographic ancestry, a factor that carries a degree of nuanced scientific legitimacy though still bearing remnants of historically embedded social beliefs.  
Contemporary race-based medicine is focused on finding “innate racial differences” as a substitute for currently unknown “genetic or pathophysiological differences” (Roberts, 2011). The introduction of Bi-Dil as a drug meant to treat “African American heart failure” exhibits this very flaw. Scientific integrity was overlooked for the sake of the public appeal of creating a miracle drug specifically catered to addressing health disparities for a vulnerable population. Differences in reactions to the drug, particularly in efficacy based on African Americans' predisposition towards hypertension, were then categorized as biological differences that were in fact produced by confounding social factors sculpted by racism. Even in this purported attempt to mitigate a health disparity, yet another method of deflection by a broken, unreflexive system is highlighted. Bi-Dil was strictly tested on African Americans, with no other demographics serving as controls. Though the drug’s maker, Nitro-Med, did not explicitly claim that Bi-Dil couldn’t work for other populations, its targeted marketing implicitly framed its effectiveness for only Black patients. This need for broader efficacy data had not been enforced as a standard in many FDA-approved pharmaceutical drugs, as historically nearly “80% of clinical trials were completed on white males” (Berryhill, 2025). The inclusion of women and non-white populations in research studies had been recognized as a critical component in ensuring the generalizability of results. However, Bi-Dil appeared to contradict this principle in denying the generation of inclusive evidence that might have challenged its assignment as a race-specific drug. Thus, while the white body remains the universal standard, sufficient for supplying research pertaining to all populations, the Black body is ineligible, only representative of itself and similar populations. This speaks to white supremacy and further encourages a cognitive separation between the Black and white body.
The diversion of “attention and resources from the social determinants” responsible for stark racial health inequities cannot be misattributed as an innocent byproduct but a familiar impurity of a deliberate, lasting, and crooked epistemology. These disparities are “biological consequences” of race as a social category, reflecting the “impact of social inequality on people’s health” (Roberts, 2016). Research has found the presence of negative, generational, risk factors for disease that are tied to stressful, resource-poor environments (Metzl & Hansen, 2014, p. 4; Commodore-Mensah et al., 2019, p. 619). Additionally, the vast majority of human genetic variation is found within a given population, not across different populations (Witherspoon et al., 2007). These findings illuminate the incredible complexity of human diversity and the slow, but steady, advancements of research that “scientific” race cannot simplify or rush.
We have established that the ultimate downfall of race-based medicine is its “conflation of race, genetics, ancestry” and medical knowledge (National Academies of Sciences et al., 2023). However, this is not to entirely diminish the few corresponding differences tied to geographic ancestry. For instance, Sickle Cell Disease (SCD) is a congenital disease with worldwide prevalence that was once confined to Sub-Saharan Africa, commonly known as the malaria belt (Campbell et al., 2020). People of African descent are more predisposed to this illness as the dual effect of increased malaria resistance, however, SCD demonstrates extremely diverse phenotypic presentation and is impacted by the complex intertwining of genetics, culture, diet, disparities in healthcare access, and exacerbating co-morbidities (such as diabetes). Migration from maternal countries of origin also plays a role temporally as genetic information can be lost from one generation to the next. While some of these differences can be tied to individual characteristics or shared features across ethnic groups, it is essential that race is distinguished from the geographic ancestry often associated to these findings. 
Race as a construct is inconsistent, varying across regions, time periods, and representative of shifting social hierarchies. To position geographic ancestry under this clouded and assumption-laden category is to be under the impression that these factors have suddenly consolidated to create a well-defined, fluid understanding; however, this is not the case. Another proposed solution is to practice medicine “color-blind,” impartial to the race of patients (Suleman & Qureshi, 2023). However, to do so is disregard the current landscape of healthcare inequalities shaped by the social consequences of race. In a society where these wrongs are rectified in their entirety, color-blind medicine can be considered, but this is not the case either.    
In my rejection of race-based medicine as a proposed solution to the incongruity between minority patients and doctors, I suggest two essential features of an improved healthcare system within the current broken epistemology. The first necessary quality would directly counter one of the ultimate defects of the healthcare system: its absence in reflexivity. Knowledge powerfully shapes a society's understanding of truth, relevance, and norms. The reality of an individual or population is determined by their positioning within these systems, and exclusion from this resource brings destructive consequences. Epistemologies do not remain idle but are constantly oriented towards a specific manifestation. Reflexivity must demand a level of awareness in this orientation but also a willingness to change trajectories when the predicted outcome perpetuates norms of violence against marginalized communities. This way, the preservation of colonial systems and governance values is recognized as the blatant commitment it is instead of a passive act. 
The difficulty and scale of this transformation cannot be undermined considering the harms already endured by minority populations, however, I believe the solution begins at the interpersonal level. We have already established the influence of settler colonialism on contemporary structures of power such as the healthcare system. The impression of these structures on healthcare providers is channeled prominently through education and training. In the past two decades, medical education has implemented “cultural competency” as a mediator in the tension of patient-physician interactions (Metzl & Hansen, 2014). Though it served as a beneficial preliminary step in addressing the effect of bias on treatment decisions, it needs reinforcement. “Structural competency,” as described by Jonathon Metzl, extends beyond sensitivity to nuances indicative of “cultural” variables acknowledged by cultural competency. This does not invalidate the relevance of cultural competency but focuses attention on the “economic and political conditions that produce and racialize inequalities in the first place” (Metzl & Hansen, 2014, p. 2). Even if trust is entirely restored between patients and physicians, insufficient resources and structural barriers will continue to obstruct the quality of care unless properly addressed. 
Though physicians are limited in their ability to directly combat these structures, their increased awareness of the social determinants in medicine will enrich their understanding of stigma as a systemic issue extending beyond their interactions with a patient. The focus of structural competency is in “discerning how a host of issues defined clinically as symptoms, attitudes, or diseases” are reflections of systemic factors such as “healthcare and food delivery systems, zoning laws, urban and rural infrastructures, medicalizations, or…the very definitions of illness and health” (Metzl & Hansen, 2014, p. 5). It is a trained ability to recognize and expose how medicine pathologizes the consequences of systemic and uncontrollable factors in a patient's life. Structural competency is centered around five key competencies, namely: the recognition of structural influences on clinical encounters, developing a language to describe the encounters, reframing cultural explanations in structural terms, identifying and imagining structural interventions, and cultivating structural humility. The final competency is especially crucial in its honest appraisal of the limitations of structural competency. Even in compiling a seemingly comprehensive narrative of the structural barriers a patient faces, it is naive for a physician to assume that they have reached a definitive interpretation. Additionally, physicians are typically not sufficiently trained to respond appropriately based on this deepened understanding. Nonetheless, the primary function of structural competency is to bring to light the often-invisible structures that “shape and enable stigma” and develop skills to become active participants in their dismantling at a micro- level (Metzl & Hansen, 2014, p. 14). These features may not comprise a solution in its entirety but are meant to serve as introductory points focused on medical education.


SECTION 4.1 CONCLUSION
Epistemic oppression is a phenomenon of incredible scale and complexity, often concealed beneath social and institutional norms that require deliberate and thorough examination for breakdown. However, in questioning these assumptions that have “always been,” we begin to confront the foundations of hierarchical structures dependent on the preclusion of certain knowledge and the marginalized suffering of minorities. Historically, these abuses have been overt, from the forced displacement of Native peoples to the Jim Crow laws that enforced segregation among countless in between. The current trajectory of our Western society is one of progress that maintains a delicate balance between acknowledging the violence of the past while distancing itself from contemporary injustices that seemingly cannot parallel. This is insufficient as a gauge for justice and is a futile perspective considering the health outcomes currently suffered by marginalized communities.  
In discussing the underrepresentation of minorities in Western medicine, there are certainly counterarguments claiming its benevolence. Without explicit hindrances that bar their participation in research studies or appointments with physicians, the situation appears to speak to the rite-of-passage struggles of immigrants or unfortunate circumstances. To proceed with this belief is to remain fixed in complicit ignorance. I suggest that an adequate response begins with a reframing of epistemic oppression as understood in the modern-day, as a phenomenon often subtle in appearance, outwardly permissible enough to the point it is miscategorized. Epistemic oppression in healthcare is the invalidation of pain as stress that leads to delayed heart disease diagnosis. It is the dismissal of patient testimony due to limited English proficiency. Even worse, epistemic oppression is the lack of any initiative to fortify the deficient knowledge systems that enable this disconnect in the first place. To deny this reality as anything less is to maintain a crooked front of innocence.
 Within an epistemology that denies accountability, blame is deflected onto the oppressed and victims of injustices are established as perpetrators. Oftentimes, marginalized communities are deemed too loud in their cries for visibility, overly sensitive to racism and discrimination, or just difficult in their divergence from the quiet complacency that beneficiaries of injustice can enjoy. Thus, the burden falls back onto the marginalized to perform in the midst of their struggle, to stifle their frustrations under the illusion of pragmatism, and to earn the privilege of a listening ear. However, I welcome this “disturbance” in the journey towards health equality. It is necessary to redeem the privilege of appropriate medical care to all and reinstate the knowledge of previously excluded communities as an ethical right. 
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