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In a society that remains sharply stratified along racial lines, black 
professional workers today are uniquely situated to offer insights 
into the current state of racial inequality in America’s workplaces. 
After all, they occupy a complicated position at the center of many 
contradictory narratives. They are underrepresented in high-status 
positions, yet perceived to be sought after because of their race. 
Organizational culture and discourse often lean toward colorblind 
narratives, even as companies say they want to attract more workers 
of color. Meanwhile, the professional jobs that blacks have only 
recently been able to access are increasingly subject to more insta-
bility and fewer worker protections. As employees in environments 
that often are only nominally integrated, black professionals find 
that their work lives reveal ways that race continues to function as a 
significant factor in these settings.

As important as this story is, however, it is part of a larger narra-
tive. Racial inequality has always been linked to issues of labor, 
work, and the broader economy in which these are situated. During 
slavery, racism powered the nation’s economy. After emancipation, 

Introduction
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2 / Introduction

racial segregation enabled many whites to access jobs that moved 
them into the middle class. Today, blacks remain underrepresented 
in the professional jobs that offer comfortable incomes, relative job 
security, decent benefits, and personal autonomy. But now, more 
organizations and industries acknowledge the need to attract more 
workers of color who can reflect a rapidly changing customer base. 
What can black professionals’ encounters with workplace racial 
inequality tell us about how organizations function in the modern 
economy?

As it turns out, quite a lot. This book focuses on black health 
care professionals to illuminate how organizations have changed 
in ways that create new forms of racial inequality. Black profes-
sionals’ work experiences reveal contemporary forms of institu-
tional and interpersonal racism. But these racial encounters are 
also linked to the ways organizations can devalue and appropri-
ate black labor in the current neoliberal economy.

Take Randy Goodwin, for example. Randy is an ER doctor 
whose experiences growing up in an urban environment directly 
translated to his commitment to work in the public sector, despite 
the economic sacrifices this requires. Randy grew up not far from 
the hospital where he now works, and he talks a lot about the ways 
that his personal and professional lives overlap as a result. In this 
setting, Randy actually sees his racial status as an advantage. In 
fact, one of the things that’s striking about Randy’s life and work 
is that while he has had some of the standard racial encounters 
you might expect to find in the life of a black person working in 
an overwhelmingly white field like medicine, he states that race is 
much more salient to his life as something that helps him relate to 
patients. Most of the patients who visit his ER are people of color; 
and in that context, he sees race as something that helps create a 
rapport that allows him to do his job effectively.
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At the same time, however, he notes the ways race establishes 
subtle differences between him and his white colleagues. While 
he may have more common ground with the black patients from 
his old neighborhood, he is also painfully aware that this connec-
tion and the occupational advantages it brings are not always, or 
even often, recognized or rewarded by the organization in which 
he works. In a public hospital in an era when privatization runs 
rampant, everything—including health care—is commodified, 
and public services are racialized and stigmatized. Randy thus 
finds himself doing this work without a comparable commitment 
from his white colleagues (who often denigrate their poor black 
patients) or his institution, which rarely provides the resources 
and support that would help him do his job even more effectively. 
In the public sector, where blacks are much more likely to be 
patients than doctors, the facility where he works relies on his 
labor but doesn’t appear to value it.

While Randy illustrates one way organizations depend on black 
workers, Theresa Evans, a family nurse practitioner at a private 
clinic in Arizona, connects her experiences with workplace racism 
to ways that the industry needs to improve at both structural and 
interpersonal levels. Unlike Randy, Theresa refers to herself as 
having always been the “token black,” suggesting that this descrip-
tion best explains most of her time spent working in nursing on 
elite floors and in elite clinics. Theresa has had to deal with fellow 
nurses who tell her that she doesn’t “deserve” her highly coveted 
day-shift position; learn quickly that she cannot afford to make 
mistakes, because they will be exaggerated and scrutinized in 
ways that her white colleagues’ errors are not; figure out how to 
respond to coworkers who racially stereotype black patients while 
praising her for being “different”; and swallow her frustration at 
being assigned the most difficult, demanding patients.
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4 / Introduction

It upsets Theresa that the organization where she works does 
not do much to address the challenges she faces. But she observes 
that her issues with nursing are not just personal. They are also 
a result of the structural processes that keep black nurses in  
the minority. Theresa asserts that many potential black nurses 
are excluded from nursing school as a result of a combination  
of institutional and cultural factors. The emphasis on standard-
ized testing, the high costs of education, and the unspoken 
beliefs about what a nurse should look like remain embedded, 
even as the nursing profession acknowledges the need for greater 
diversity. Given that Theresa has few black colleagues and a 
perception of organizational inertia, her overt experiences with 
workplace racism have particularly attuned her to the ways her 
hospital’s policies influence the racial climate at her job.

In a third example, Amber Davis’s experiences as a cardiac 
monitor technician offer an additional contrast to those of Randy 
and Theresa. Amber’s accounts of her work illustrate how much 
black health care workers’ concerns are shaped by occupational 
status. At the public hospital where she works, Amber no longer 
frequently encounters patients who treat her more like a per-
sonal assistant than a nurse’s aide. However, she does have to deal 
with nurses who are always “full throttle” and appear to assign 
black technicians work that falls outside the bounds of their job 
descriptions.

Organizational decisions exacerbate this challenge. Amber 
readily acknowledges that one of the worst parts of her job  
are the nurses who seem constantly ready to berate her. But she 
also observes that nurses themselves are in a tough position  
that makes her situation even harder. From her perspective,  
hospitals attempt to cut costs by understaffing and, as a result, 
encouraging overwork and having one nurse do the job of  
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two. This can save the organization money, but it also makes 
nurses’ work extremely difficult. And at Amber’s facility, when 
the nurses get frustrated they lash out—often at technicians, 
who are lower in the occupational hierarchy and thus have few 
recourses. Unfortunately for Amber, organizational policies that 
save revenues can make black technicians like her easy targets 
for hostility.

	 •	 •	 •

Randy, Theresa, and Amber hold three very different positions in 
health care. Consequently, they report dissimilar accounts of 
their work. But in describing their experiences, these three illus-
trate some of their commonalities—their determination to effect 
change for communities of color; their frustration with their 
workplaces’ seeming inability to meet minority patients’ needs; 
and their complicated, at times contradictory, racial encounters 
with patients and coworkers. To a large degree, these experiences 
are linked to bigger questions and debates in American society 
about the changing roles of race, gender, and work—specifically, 
the disjuncture between the need for a multiracial labor force in a 
racially stratified society, and the declining amount of resources 
committed to a public sector that serves a disproportionately 
black patient base.

For instance, Randy’s commitment to working in the public 
sector has implications for how we staff, structure, and value the 
institutions that provide services to patient populations who are 
disproportionately poor and of color. Theresa’s account of her-
self as the “token black” in nursing raises questions about the 
success of efforts to establish greater racial and gender diversity 
in predominantly white professions. Finally, Amber’s percep-
tions of the links between herself and the overtaxed nurses at 
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6 / Introduction

her hospital offer important insights about the hidden costs for 
lower-status professional workers.

By showcasing black health care workers’ stories, this book 
meets two objectives. First, it highlights both the multifaceted 
positions black professionals occupy in contemporary US society 
and the way their modern racial experiences are fundamentally 
informed by gender and occupational status. There is no question 
that many blacks in post–civil rights America have opportunities 
that were largely unavailable just a few generations ago. However, 
the US remains as fraught with racial divides and tensions as  
ever. Thus black progress, particularly the movement into elite, 
predominantly white, professional employment, engenders back-
lash, mistrust, and in extreme cases, violent manifestations of 
white rage (Anderson 2015; Hochschild 2016). Black professionals’ 
accounts of their work lives highlight the divides and fault lines 
that underscore black progress.

Second, and equally important, this book delineates how 
aspects of black professionals’ work have developed because  
of, and are intimately connected to, broader systemic changes. 
Today, organizations assume less responsibility for labor, work 
is more insecure, and economic inequality continues to worsen. 
As US society continues to produce a new economy where work, 
organizations, and occupations are all very different from years 
past, it is critical to assess what these changes mean for black 
professionals. This book examines how organizations in their 
modern form create new mechanisms of racial inequality that 
have largely gone unexplored.

This focus on black professionals allows me to make several 
provocative arguments. First, I suggest that as organizations 
accommodate more people of color in various roles (e.g., as work-
ers, consumers, patients), incremental approaches do not allow 
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these institutions to meet these workers’ needs. Strategies such as 
professing a commitment to diversity, offering cultural compe-
tence training, or even serving primarily disadvantaged popula-
tions do not necessarily mean organizations are equipped to han-
dle the racial challenges black professionals in their employ will 
encounter. Rather, I argue, in order to meet black workers’ (and 
consumers’) needs, these institutions require a complete over-
haul that recognizes the critical role black professionals play in 
executing their missions and goals.

Second, in order to achieve this, organizations must forge a 
stronger social contract with the workers in their employ. In the 
new economy, many organizations prioritize work arrangements 
that leave employees stressed out, economically insecure, and 
uncertain about their long-term financial stability (Chen 2015; 
Cooper 2013). Researchers and policy makers now suggest that 
organizations should instead adopt an approach that allows them 
to offer more social and economic support for workers they hire. 
This can be done through policies that promote work-life bal-
ance, reduce conflicts for working parents, and/or offer better 
pay and more consistent, regular hours. In addition to this, I 
argue that organizations should be driven by a race-conscious 
approach that recognizes the challenges facing workers of color 
and assumes responsibility for resolving them.

Flatlining is an analysis of race, gender, work, and inequality in 
contemporary society. As organizations struggle with their 
attempts to maximize racial diversity while seeking greater profit 
margins, their actions have consequences for the black profes-
sionals they employ. These outcomes include but are not limited 
to specific forms of additional, racialized labor; ambivalent or 
distant relationships with white colleagues; and valiant personal 
efforts to change and undermine institutionalized racism. This 
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8 / Introduction

book highlights how both the work black professionals do and the 
organizational shifts that drive it have far-reaching implications 
for a society that continues to struggle with reconciling race, 
work, and opportunity, and it offers ideas for how organizations 
can resolve some of these issues.
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Over the course of their careers, black health care workers make 
many observations, decisions, and choices that have both short- 
and long-term implications for their work. They choose to spe-
cialize in certain areas of health care and decide whether to go 
into private practice. They take note of the ways that race has an 
impact on their work, their opportunities for advancement, and 
the ways they are treated by colleagues and patients. They react 
to the ways health care has increasingly become more of a busi-
ness than a service, and assess what that means for their own 
occupational options. But none of these occur in a vacuum. In 
this chapter, I examine broad structural changes of the last half 
century and show how they set the stage for the racial encoun-
ters black workers like Randy, Theresa, and Amber experience 
in professional settings.

c h a p t e r o n e

Health Care, Work, and 
Racial Outsourcing

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



10 / Health Care, Work, and Racial Outsourcing

ORGANIZATIONS AND WORK IN THE  
CHANGING ECONOMY

In many ways, the story of contemporary work is a story of “what 
is” versus “what used to be.” We hear laments over the loss of 
“what used to be” when politicians and policy makers talk about 
“growing the economy,” the importance of “saving middle-class 
jobs,” and of late, the need to “make America great again.” When 
these parties make these claims, they are referring to a time 
when, for white men, the unemployment rate was low; labor-
force participation rates were very high; work was consistent, sta-
ble, and pretty readily available; workplaces were hierarchically 
organized; and companies paid wages that offered a middle-class 
standard of living (often on only one income). Workers could eas-
ily spend their entire careers with one company that provided 
decent benefits. While there was a disparity between workers’ 
earnings and that of the head of the company, it was typically not 
astronomical.

Despite what politicians like to tell us, those days are over. 
Starting in the 1970s, wages began to flatten and ceased to keep 
pace with productivity. What this means is that even as workers 
continue to produce results, wages have not kept pace with their 
efforts. Simultaneously, gains from workers’ labor have increas-
ingly gone to very highly placed managers and CEOs (Bivens 
and Mishel 2015). The US economy, then, is left with record lev-
els of income inequality and limited social mobility (Piketty, 
Saez, and Zucman 2016). This disparity not only has left a large 
segment of the population economically insecure but also has 
helped lay the groundwork for major crises such as the housing 
crash of 2008, the recession that followed, and the looming stu-
dent loan debt bubble.
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What drives this growing inequality? A significant factor is 
the neoliberal ideology that became more dominant in the 1970s 
and 1980s. Neoliberalism, loosely defined, advocates for the pri-
macy of unfettered markets that are neither subject to nor shaped 
by government regulations. It prizes individualism over collec-
tive action, advocates increasing financialization and privatiza-
tion, and endorses the maximization of profits and shareholder 
value. Neoliberal agendas encourage limiting the role of the state 
and promoting austerity measures in order to push for unlimited 
free market competition. When policy makers decry government 
regulations, tout the benefits of tax cuts for the wealthy, attempt 
to prevent workers from collective bargaining, divert corporate 
profits to stockholders before (or instead of) workers, and seek  
to shrink or privatize the public sector, this is neoliberalism in 
action.

With the rise of neoliberalism, major changes in work, organi-
zations, and industry followed. Collective bargaining has taken a 
massive hit, with clear consequences for workers. Whereas in the 
early 1970s, a quarter of all workers were unionized, by 2016 just 
over one in ten were. This is significant because the decline in 
unionization has had a marked impact on workers’ ability to 
pressure management for greater compensation (Rosenfeld 2013). 
One result of this wage stagnation and union decline is increased 
economic inequality between most workers and those at the very 
top of the economic scale.

Organizations have also changed in ways that facilitate 
greater inequality. While they once were strictly hierarchical, 
they now are flatter and allow workers to be more self-directed. 
These are organizations that have fewer levels of middle man-
agement between executives and staff and, thus, require more 
independent, unsupervised work—think Google, LinkedIn, and 
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12 / Health Care, Work, and Racial Outsourcing

other companies in Silicon Valley that encourage employees to 
work in ways that allow them to be their most productive. This 
means workers can have greater autonomy and more control 
over their career paths than was true for employees in the past. 
Organizations now expect workers to be nimbler and more flex-
ible, to change jobs more frequently rather than devoting their 
entire career to a company, and to take greater responsibility for 
moving into and out of jobs, organizations, or even the work-
force itself.

In tandem with giving workers more autonomy, however, 
organizations also assume much less responsibility for employees 
than they have in the past. In postwar America, organizations 
would shoulder hefty retirement and medical costs associated 
with labor, but today these are considered “externality costs” that 
cut into an organization’s bottom line (Acker 2006). Companies 
now shift these costs back to employees, who are increasingly 
responsible for greater shares of their own retirement and health 
care costs. This allows corporations to boost profits and is consis-
tent with broader norms that now cast labor as a cost to be cut 
rather than an important investment.

These organizational changes have dramatically restruc-
tured the way work is done. It now is much more insecure and 
contingent. As a result, employees switch jobs more frequently. 
In the absence of middle-management layers, teamwork is more 
prevalent, and routes to upward mobility are rarely as hierarchi-
cally organized as they were in the past (Williams, Mueller,  
and Kilanski 2012). Workers are also more likely to find jobs 
through networking, which can become essential to the hiring 
process, particularly for securing professional, high-status work 
(Rivera 2014). On the face of it, these organizational changes 
might seem to provide employees with more control over when, 
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how, and where they work, attributes that are especially valu-
able in a neoliberal economy, where individualism is prized. But 
there is a downside to this, particularly for workers of color in 
contemporary organizations.

HEALTH CARE IN THE NEW ECONOMY

The aforementioned changes certainly apply to the health care 
industry. Table 1 shows the way health care has changed over  
the course of the twentieth century. Debates about the role of the 
public sector, insurance costs and coverage, and the integration 
of private industry have long shaped the ways health care is orga-
nized and how it has changed over time, leading to a current  
system that is highly stratified and sharply tiered.

The American Medical Association, the main lobbying group 
and organization representing doctors, launched in the early 
1900s. The timing was important, as this move allowed doctors 
to represent their interests when reformers and forces in  
government pushed for insurance as a means of addressing 
health care costs. Though physicians fought health insurance  
in the early part of that century, they eventually lost this battle 
in the post-Depression era, when economic collapse brought 
more attention to and support for insurance and benefits  
that could protect citizens. However, physicians’ opposition to 
President Harry Truman’s proposal for a single-payer health 
care system in the 1940s helped defeat this initiative. Doctors’ 
collective power, status, and prestige also increased in this 
period.

Around this time, employers began to assume more of the 
burden of rising health care costs. Because of wage controls  
that limited what they could offer in financial compensation, 
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table 1
United States Health Care System, 1900–2018

Year Timeline of Events

1900s Beginning of organized medicine.
American Medical Association achieves greater influence.
Military prohibits men from serving as nurses.

1910s Progressives push for health insurance.
Doctors are opposed.

1920s Physicians see higher income, more prestige.
Costs of medical care begin rising.

1930s Great Depression occurs.
Draws attention to the need for certain benefits (unemploy-

ment, health care).
Many parts of the country begin experiencing a nursing 

shortage.

1940s During World War 2, the federal government establishes 
wage and price controls.

Companies respond by offering workers benefits, including 
health insurance.

President Harry Truman proposes single-payer system.
Doctors’ groups are opposed.
Fails partly because of the prospect of extending benefits to 

black workers.

1950s Health care is 4.5 percent of the gross domestic product.
Tiered system of health care (private care for wealthy;  

public, poorly funded care for everyone else) is firmly 
established.

Price of hospital care doubles.

1960s Nonworking adults find that accessing health insurance is 
extremely difficult.

Federal measures are enacted to address worries about the 
shortage of doctors.

Medicare and Medicaid are established.
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1970s Health care costs continue to rise dramatically.
Causes of this include high costs of Medicare, growing 

hospital profits, inflation, and expensive new technologi-
cal advances.

Large numbers of (mostly white) women begin to enter the 
medical profession.

President Richard Nixon’s national health insurance  
plan fails.

1980s Health care becomes increasingly privatized.
Medicare and private insurers move away from “payment by 

treatment” to “payment by diagnosis” model.

1990s President Bill Clinton’s health care reform fails to pass.
By decade’s end, nearly 20 percent of Americans have no 

health insurance.
Many of these are families with young children.
Health care costs continue to rise, and do so at double the 

rate of inflation.

2000s Some politicians and policy makers begin to argue that the 
current Medicare structure is unsustainable.

The number of uninsured Americans continues to rise.

2010s President Barack Obama signs Affordable Care Act into  
law.

This is the most comprehensive health care legislation 
passed since Medicare and Medicaid in the 1960s.

Opponents argue the law is “socialized medicine,” push for 
repeals that would strip protections for those with 
preexisting conditions like pregnancy or asthma.

By 2018, the act reduces the number of the uninsured by 
20.5 million.

  California passes law allowing nurse practitioners and 
physician assistants to perform abortions.

source: “Healthcare Timeline,” from “Health Care Crisis: Who Is at Risk?” 
Public Broadcasting Service, n.d., www.pbs.org/healthcarecrisis/history.htm.
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companies began to offer health benefits to attract workers. This 
began the trend of linking health care to employment, but it  
is important to reiterate that these benefits were not widely 
shared. Organizations began to assume some responsibility for 
the increasing costs of health care at a time when the workers 
who could take advantage of this were, owing to employment 
discrimination, mostly white men. Women of all races, and par-
ticularly women of color, faced overt, systemic discrimination 
that left them underrepresented in jobs that included health 
care benefits, forcing them to shoulder these costs on their own 
or rely on a partner’s coverage if available (Branch 2011).

Problems with the health care system continued over the  
latter half of the twentieth century. By the 1950s, health care 
expenditures had risen to almost 5 percent of the gross national 
product. Additionally, elderly populations faced increasing  
difficulty accessing health care. These concerns over cost and 
access contributed to success in passing Medicare and Medic-
aid, though they did not lead to the same levels of widespread 
support for comprehensive, national health insurance. However, 
worries about a projected practitioner shortage led to federal 
measures designed to expand training and health education  
that would widen the pipeline for those interested in health care 
work. Thus, lawmakers were able to pass legislation intended  
to expand access to care, address rising costs, and increase the 
number of providers trained to give care. Unfortunately for 
many Americans, health care still remained tied to work.

These changes helped but did not provide a panacea. In  
the 1970s, factors like inflation, high Medicare costs, and the 
growing use of technology in medicine meant that costs contin-
ued to spiral. At the same time, the number of the uninsured 
also continued to grow. The population of health care practitio-
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ners began to change somewhat as the number of (mostly white) 
women in the profession increased rapidly; but at this point, 
“American medicine [was] now seen as in crisis.”1

Through the 1980s and 1990s, an increasing push toward 
privatization meant that health care became more and more 
bureaucratized. This limited doctors’ interactions with patients 
and shortened the time they spent actually dispensing care.  
It also positioned insurance companies between patients and 
practitioners. Privatization has also reduced available public 
funding that can subsidize the high costs associated with educa-
tion and training required for health care careers. Neoliberal 
principles of free markets, deregulation, and profit maximiza-
tion pushed health care further and further under the control  
of private industry, making care itself a commodity rather than 
a basic right available to all. Government attempts to rein in 
costs and modify health care during this period were unsuccess-
ful, as evidenced by the failure of then-president Bill Clinton to 
persuade Congress to pass health care reform in 1993.

Fixing Health Care: Race and the Two-Tiered System

Today, health care has morphed into a sharply tiered system 
that is profoundly unequal and in which care is highly commod-
ified. For those who are well off and can afford private insurance, 
there are extensive treatment options, preventative care, and 
highly sought-after specialists. For those who cannot afford this, 
care in the poorly funded, under-resourced public sector is 
often the only option.

1. From “Health Care Crisis: Who Is at Risk?” Public Broadcasting Ser-
vice, n.d., www.pbs.org/healthcarecrisis/history.htm.
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Political attempts to “fix” health care reflect the tug-of-war 
over this two-tiered system. The Affordable Care Act (ACA), 
signed into law in 2010, requires everyone to have health insur-
ance and is grounded in the belief that health care is a basic right 
that should be available to all Americans. Furthermore, it 
reflects a perspective that all Americans bear some responsibil-
ity for each other. By pooling resources, everyone theoretically 
has access to care that could save lives, thus protecting vulner-
able and poorer citizens and ultimately strengthening society. 
From this standpoint, requiring everyone—even the young and 
healthy—to purchase insurance means that risks go down for 
those who are poorer or chronically unwell. In 2015, speaking to 
the Catholic Health Association in Washington, DC, President 
Barack Obama himself made this very case: “America is not a 
place where we simply ignore the poor or turn away from the 
sick. It’s a place sustained by the idea that I am my brother’s 
keeper and I am my sister’s keeper. That we have an obligation 
to put ourselves in our neighbor’s shoes, and to see the common 
humanity in each other.”2 In this telling, the ACA was premised 
on the assumption that Americans share a common bond of citi-
zenship. That connection was the foundation for a vision in 
which raising taxes for those in the top income bracket, and 
mandating that everyone must purchase insurance to create a 
common pool, was an acceptable trade-off for establishing 
health care as a right and benefit for all.

This is a sharp contrast to the logic underlying the Republican-
sponsored American Health Care Act (AHCA), Better Care 

2. “The President’s Speech to the Catholic Health Association on Health 
Care in America,” The White House, Office of the Press Secretary, June 9, 2015. 
https://obamawhitehouse.archives.gov/the-press-office/2015/06/09/presidents- 
speech-catholic-health-association-health-care-america.

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use

https://obamawhitehouse.archives.gov/the-press-office/2015/06/09/presidents-speech-catholic-health-association-health-care-america
https://obamawhitehouse.archives.gov/the-press-office/2015/06/09/presidents-speech-catholic-health-association-health-care-america


Health Care, Work, and Racial Outsourcing / 19

Reconciliation Act, and Graham-Cassidy bills, the former of 
which passed the House while the latter two died in the Senate. 
These bills were grounded much more firmly in the ideals of 
individualism, profits, and commodification. During debate over 
the AHCA, Congressman John Shimkus (R-IL) questioned why 
he should be required to pay for health care services, such as 
maternity care, that he personally would never need to use. Rep-
resentative Mo Brooks (R-AL) argued that the AHCA would 
“allow insurance companies to require people who have higher 
health care costs to contribute more to the insurance pool that 
helps offset all these costs, thereby reducing the cost to those 
people who lead good lives. They’re healthy; they’ve done the 
things to keep their bodies healthy.”3 If the ACA was based on 
the logic that “we’re all in this together,” the AHCA, Better Care 
Reconciliation Act, and Graham-Cassidy were driven by the 
view that “I shouldn’t have to pay for your health care.”

Though ostensibly race-neutral, these competing arguments 
illuminate the racial beliefs embedded in the current stratified 
health care system. In an increasingly multiracial society, the 
premise of collective responsibility that underlies the ACA 
means that wealthy white families will be called upon to show 
some level of economic, political, and social support for poor 
black, Asian, and Latino communities. Thus, basing this legisla-
tion on the belief that “we’re all in this together” means, in prac-
tice, that whites must see racial minorities as people with whom 
they share not just a fundamental connection but also a sense of 

3. Sarah Kliff, “GOP Legislator Says Healthy People Lead ‘Good Lives,’ 
Should Get Cheaper Health Insurance,” Vox, May 2, 2017, www.vox.com/policy- 
and-politics/2017/5/2/15514006/mo-brooks-preexisting-conditions. This arti-
cle quotes an argument by Representative Mo Brooks against requiring insur-
ance companies to cover preexisting conditions.
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responsibility. Projections that America will become a majority 
minority nation by 2044 mean that this prospect of mutual con-
nectivity is no longer an abstract hypothetical. Rather, as the US 
rapidly grows blacker, browner, and more Asian, this collective 
orientation suggests that these groups are entitled to the benefits 
of inclusion that they had previously been denied, and that this 
may call for some sacrifices from white communities.

The racial subtexts of arguments to repeal and replace the 
ACA are vastly different. Conservative objections to the ACA 
cast it as a stealth version of reparations, with Obama advancing 
the legislation as a sneaky way to give undeserved benefits  
to black Americans. From this standpoint, the ACA was “job- 
killing Obamacare” that taxed Americans in order to fund 
health care. By this logic, the ACA hurt “working” Americans 
by reducing their employment opportunities. Voters with 
strongly held racial stereotypes, beliefs, and perceptions were 
less likely to support health-care reform under Obama, indicat-
ing that support (or the lack thereof) for health care reform was 
driven as much by racial attitudes as the actual proposals being 
put forth (Tesler 2014).

Perhaps no conservative made this case against the ACA  
and for the AHCA more clearly than former Representative Joe 
Walsh. In a May 2017 conversation between Walsh and MSNBC 
commentator Ali Velshi, Velshi pointed out that health care  
outcomes, as a whole, in the US health care system rank last rel-
ative to those of other industrialized nations. Walsh replied, 
“You can’t compare the rest of the world to us. They do not have 
the big diverse populations that we have. They do not have  
the inner city populations that we have. . . . Sweden does not 
have our inner city population. Norway, these countries do  
not have—you’re talking about countries the size of India with 
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homogenous populations. You can’t compare them to what we 
have.”4 Contrasting the health care systems of Norway and 
Sweden, with their predominantly white populations, to the 
health care system of the US, with its “inner-city populations,” 
Walsh made clear that part of the reason why a more collective 
orientation to health care would not work is that it would neces-
sarily require whites to be comfortable with their tax dollars 
paying for a health care system that, in part, supported minority 
communities. In this framing, then, the ACA involved a black 
president requiring hardworking white populations to pay for 
health care for “diverse,” “inner-city” populations whose expen-
sive health care outcomes stem from a failure to lead “good 
lives.”

HEALTH CARE IN THE PUBLIC SECTOR

What do these divides mean for work in the public sector, which 
disproportionately services patients of color? To assess this, it is 
important to explore just how this arena has changed over the 
past few decades. It used to be that the public sector provided 
viable employment options that offered black professionals stable 
work and economic security. Yet in the post–civil rights era, as 
black workers gained more access to jobs in this sphere that could 
provide middle-class status and upward mobility, legislators and 
policy makers began to decry the public sector, characterizing it 
as a bloated site of wasteful spending that inhibited free enter-
prise (Thistle 2004). Public sector workers, by extension, became 

4. Matt Shuham, “Walsh: ‘Inner City Diverse Populations’ Prevent Uni-
versal Health Care,” Talking Points Memo, May 3, 2017, https://talkingpoints-
memo.com/livewire/joe-walsh-large-diverse-inner-city-populations-universal- 
health-care.

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use

https://talkingpointsmemo.com/livewire/joe-walsh-large-diverse-inner-city-populations-universal-health-care
https://talkingpointsmemo.com/livewire/joe-walsh-large-diverse-inner-city-populations-universal-health-care
https://talkingpointsmemo.com/livewire/joe-walsh-large-diverse-inner-city-populations-universal-health-care


22 / Health Care, Work, and Racial Outsourcing

“entitled,” “lazy,” and “undeserving”—stereotypes that evoke 
distinctly racialized imagery and which were used to justify 
repeated attempts, in a neoliberal economy, to cut spending that 
supported these workers’ jobs.

Privatization followed shortly thereafter. Furthermore, it had 
the intended effect of shrinking the public sector, where black 
professionals had been earning comfortable incomes that met or 
even exceeded the wages their black counterparts earned in the 
private sector (Pitts 2011). As figure 1 shows, the current ratio of 
government employees to population now stands at “the lowest 
level of public sector employment in over 30 years” (Greenstone 
and Looney 2012). This trend reverses racial and economic prog-
ress that had been occurring in the aftermath of the civil rights 
movement, and creates downward economic mobility for black 
workers who had previously had access to stable employment 
and wage parity via public sector work (Greenstone and Looney 
2012; Laird 2016; Roscigno, Wilson, and Byron 2012; Wilson and 
Roscigno 2016; Wilson, Roscigno, and Huffman 2013).

These challenges certainly exist in public health care facili-
ties today. Hospitals like Atlanta’s Grady Memorial Hospital 
and Chicago’s Cook County Hospital have a long history of 
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Figure 1. Government employees as a percentage of US population, 
1975–2015. Sources: Bureau of Labor Statistics; Greenstone and Looney, 2012.
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relying on public funding in order to provide care to uninsured, 
chronically underserved populations who, in urban areas, are 
largely black and/or Latinx. As nephrologist Will Ross, the dean 
for diversity at Washington University in St. Louis, notes, “Local 
public hospitals have long served as medical providers of the last 
resort for the uninsured poor, anchoring the safety net that pro-
vides access for the disadvantaged, especially in large urban 
areas.” These hospitals “provide 17% of all uncompensated care 
nationally” and serve a patient population that is unlikely to be 
insured and is generally overlooked by other institutions.5

So how are these public hospitals managing in the stratified, 
highly unequal health care system of today? Atlanta’s Grady 
Memorial Hospital offers one instructive example. Grady was 
founded in the late 1800s explicitly to care for the poor and offer 
emergency treatment, and was rare in that it provided services  
to black and white patients alike (albeit in segregated facilities). 
Grady grew to provide services to a population where nearly  
two million residents were uninsured. Even after the passage of 
Medicare and Medicaid meant the hospital would receive some 
reimbursement for expenses, it still continued to struggle with 
insolvency and bankruptcy. This took a toll on health care provid-
ers and patients, and in 2007 the hospital nearly lost its accredita-
tion, owed over seventy million dollars to local medical schools 
whose doctors trained there, and had a sixty-million-dollar budget 
shortfall. Yet Grady could not close, as it not only provided critical 
care to poor patients in the immediate region but also provided 

5. Will Ross, “Urban Health and the History of Public Hospitals in the 
US,” May 12, 2015, http://digitalcommons.wustl.edu/cgi/viewcontent.cgi?article-
=1001&context=historyofmedicine_presentations. Dr. Ross gives an overview 
of how public hospitals have disproportionately provided care to poor, unin-
sured, and/or minority communities.
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trauma, burn, and stroke care that other hospitals in the Atlanta 
area simply were not equipped to offer. Despite Grady’s economic 
woes, “closing the hospital’s doors would not only have hurt thou-
sands of employees and patients, it also would have been cata-
strophic for hospitals throughout metro Atlanta. No longer would 
suburban medical facilities be able to send indigent men and 
women to the massive structure alongside the Downtown Con-
nector’s ‘Grady Curve.’ Victims of car crashes and gunshots nor-
mally treated at Grady would flood other hospitals’ smaller and 
less-prepared emergency rooms.”6 The hospital was in an intrac-
table position because it could not close, but it also could not meet 
its operating costs.

In order to solve this problem, city and community leaders 
turned to privatization. Oversight moved from the Fulton-
DeKalb Hospital Authority to a nonprofit corporation that could 
manage the hospital’s affairs. This paved the way for philan-
thropic gifts from the city’s business elites. Perhaps predictably, 
however, this change in oversight led to concerns that the hospi-
tal would lose sight of its commitment to caring for Atlanta’s  
poor and indigent populations (who, it is worth mentioning, are 
disproportionately people of color). And while the transition 
from a public to a privatized model did allow for new upgrades, 
new facilities, and electronic medical records, the hospital  
also cut jobs, raised patient fees, and closed community health  
centers and dialysis clinics—which meant that poor residents 
continued to visit the hospital only for emergencies and not for 
preventative care. Under this privatized model, the hospital now 

6. Max Blau, “How Grady Memorial Hospital Skirted Death,” Creative 
Loafing Atlanta, February 28, 2003, www.clatl.com/news/article/13072642 
/how-grady-memorial-hospital-skirted-death. This article charts the eco-
nomic collapse and resurrection of Grady Hospital.
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works to attract wealthier, whiter patients with private insurance. 
And critically, as of 2012, the hospital was expected to bring in an 
annual income of about twenty million dollars.

Grady’s story offers some insights into how health care facili-
ties in the public sector respond to the diminishing resources 
allocated to them. One option is to focus on maximizing profit. 
Indeed, as political pressure turns health care into a commodity, 
the decision to designate turning a profit as an organizational 
priority may seem to make the most sense. A trade-off, however, 
is that this move to a profit-based model may compromise 
aspects of the commitment to caring for the poor and under-
served. Grady thus offers a useful example of how many health 
care organizations struggle with this challenge of serving com-
munities of color in an era where public sector privatization 
means resources are scarce, turnover is high, and turning a 
profit takes on heightened importance.

BLACK HEALTH CARE WORKERS IN THE  
NEW ECONOMY

The same changes that restructured health care have also had 
an impact on workers in this industry. Insurance requirements, 
hospitals’ unwillingness to hire administrative staff, and regula-
tions specifying that doctors must complete certain records 
themselves mean that physicians now spend nearly twice as 
much time completing paperwork as they do treating patients 
(Sinsky et al. 2016). Yet fee-for-service payment models mean 
that many doctors attempt to shorten the amount of time spent 
with patients in order to complete more appointments and 
maintain a higher bottom line. While nurses are able to spend 
the majority of their time on patient care, they, too, see more 
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patients, particularly as the number of uninsured Americans 
continues to decline (Cohen, Martinez, and Zammitti 2017; 
Westbrook, Duffield, Li, and Creswick 2011). As is the case for 
many organizations in the new economy, it is becoming increas-
ingly common for care facilities to encourage team-based 
approaches, where doctors, nurses, and technicians enter into 
more collaborative relationships. And although they are profes-
sionals, health care workers may also find themselves doing con-
tingent work, where hospitals employ them on short-term con-
tracts that provide few or no benefits. Health care work parallels 
work in many other industries in the new economy, then, in that 
even professionals do more with less institutional support.

Black doctors, nurses, and technicians largely entered the 
industry at a time when professional work was becoming less 
secure and health care in particular was increasingly subject to 
racially charged debates. For a long time, blacks had been largely 
missing from medicine and nursing. This was not due to a lack of 
interest but rather a result of racial segregation in the work and 
educational spheres, which excluded them from training for and 
employment in health care work. Before the Civil Rights Act, 
blacks wishing to undergo medical or nursing training typically 
acquired their education in segregated, underfunded schools. 
They then served mostly black populations in segregated commu-
nities, though they continued to assert the need for more integra-
tion and racial inclusion in medicine and nursing (Hoberman 2012).

A few decades after the civil rights movement, however, pro-
fessional organizations began to heed the call to bring more 
practitioners of color into the industry. The predominantly 
white American Medical Association and other organizations 
now publicly concede, in response to active, consistent pressure 
from organizations like the predominantly black National Med-
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ical Association, that there is a need to attract more practitio-
ners of color (Hoberman 2012). They advocate adopting a racial 
realism perspective in health care—the view that in some cases, 
workers of color bring special skills and talents, making greater 
diversity a concrete benefit (Skrentny 2014). Because of a long 
history of racism in the medical profession, black doctors and 
nurses may be more likely than their white peers to engender 
trust and positive relationships with their black patients, as 
many patients prefer to see, and respond better to, doctors who 
share their racial background (Sewell 2015). As the country 
stands to become a majority minority nation, the medical popu-
lation needs to include more doctors of color to serve this more 
diverse patient population effectively. Women have also become 
a greater part of the medical profession, though their presence 
alone has yet to transform the field in ways that make it more 
likely to meet their needs (Boulis and Jacobs 2008).

Although the medical establishment has proclaimed its com-
mitment to bringing in more doctors of color, black doctors are 
still, at about 5 percent of the population of practicing physicians, 
underrepresented relative to other racial groups in medicine. Black 
women comprise 3.4 percent of all doctors, with black men even 
more underrepresented at 2.8 percent. (See figure 2.) Black physi-
cians are also more highly represented in some subspecialty areas 
than others, with higher numbers in obstetrics/gynecology, com-
bined residency, and preventative medicine. They are least likely 
to be represented in otolaryngology (ear, nose, and throat), immu-
nology, and genetics. (See figure 3.) Interestingly, the fields where 
black doctors are most likely to be found are also some of the areas 
where women of all races have made the most recent inroads, par-
ticularly in ob/gyn and preventative medicine, where women now 
constitute 43 and 37 percent of physicians, respectively (Boulis and 
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Jacobs 2008). This suggests that while medicine overall remains 
predominantly white and male, some areas are diversifying faster 
than others.

Nursing, like medicine, is making an effort to address its largely 
homogenous workforce. Professional organizations like the Amer-
ican Nursing Association, the Nursing Association of America, 
and the American Academy of Nursing have all publicly made the 
case for more diversity in nursing. The rationale is similar to that 
offered for medicine—more diversity will help better meet patient 
needs and improve outcomes. Data from the 2013 National Survey 
of Registered Nurses indicate that while whites constitute only  
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63 percent of the US population, they make up 83 percent of RNs. 
Black women comprise only 8.5 percent of nurses, with black men 
even more underrepresented in this profession, at only 1.2 percent 
of the field. Because racial minorities constitute a rapidly growing 
37 percent of the population, there is a stark demographic mis-
match at play. (See figure 4.)

However, there are some important differences between 
nursing and medicine that affect their efforts to diversify. For 
one thing, nursing is in the process of pushing for higher mini-
mum educational standards. It used to be that an associate’s 
degree was sufficient training for the profession; but of late, 
health care organizations have raised the standards so that many 
nurses need more credentialing. A bachelor’s degree or higher is 
now a common requirement in many areas. However, this cre-
ates its own set of problems as many areas, particularly rural 
ones, are simply not equipped to train nurses. Thus, attempts to 
professionalize the field further may actually compete with the 
efforts to attract more workers of color.

As a field where an overwhelming number of practitioners 
are women, nursing is also a bit different from medicine in that 

Figure 3. Black doctors by subspecialty area, 2013. Sources: Association of American 
Medical Colleges Data Warehouse: Minority Physician Database, AMA Masterfile, 
and other AAMC data sources, as of February 28, 2014.
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it seeks to diversify in part by attracting more men to the field. 
The preponderance of women in a profession lowers its status 
and pay; by appealing to men, advocates hope to help raise the 
field’s profile (Reskin and Roos 1990). In one recent marketing 
initiative, Johnson & Johnson’s Discover Nursing/Campaign for 
Nursing prominently features (white) men in its commercials 
and web advertising. The American Association of Colleges of 
Nursing recommends targeting men in marketing materials, 
emphasizing the more physical, rather than caring (and stereo-
typically feminized), aspects of the profession and direct out-
reach to all-male high schools. Unlike in medicine, where bring-
ing in more women means incorporating them into an already 
high-status occupation, attracting men to nursing requires deal-
ing with the lower status that is too often linked to predomi-
nantly female spaces. Ironically, for men of color, these inter-
locking issues of gender and status may be less problematic, 

0

10

20

30

40

50

60

70

80

90

W
hit

e
Blac

k
Asia

n

Hisp
an

ic/
La

tin
o

Othe
r

% of US population

% of registered nurses

Figure 4. Race of registered nurses vs. race as percentage of US population, 2011. 
Sources: National Nursing Workforce Study, 2015; Humes, Jones, and Ramirez, 2011.

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



Health Care, Work, and Racial Outsourcing / 31

particularly if they are offset by racial occupational segregation 
that concentrates black men into lower wage work (Duffy 1997; 
Wingfield 2009). White men remain a more difficult target, 
given the feminization attached to nursing and the ways that 
entering this profession can represent a threat to cultural ideals 
of white masculinity (Dill, Erickson, and Diefendorff 2016;  
Sharone 2013; Williams 1995).

Both medicine and nursing profess a commitment to bringing 
in more workers of color, but doing so is not simple. As evidenced 
by the fact that the top ranks of many high-status occupations 
remain overwhelmingly white and male, organizations are noto-
riously poor at actually achieving the diversity they say they 
want. Much of this has to do with how organizational approaches 
have changed in ways that actually obscure attention to, rather 
than resolve, racial/ethnic and gender disparities (Kelly and 
Dobbin 1998). In the 1970s, explicit affirmative action guidelines 
pushed private-sector companies to attract and employ more 
workers of color. At the professional level, organizations did this 
in two ways: either by hiring workers for “mainstream” jobs (e.g., 
corporate counsel, vice president of marketing) or for “racial-
ized” ones (head of community or urban affairs). Racialized jobs 
offered professional salaries and titles, but few of them provided 
routes to upward mobility. They limited integration within the 
corporate culture and carried the expectation that these workers 
would deal with “minority issues” both within and outside of the 
company (Collins 1988).

Today, most large private-sector organizations have some sort 
of diversity program in place. While this might sound promising, 
in many companies “diversity” is often defined so broadly and 
vaguely as to be essentially meaningless. Instead of rectifying the 
structural, cultural, and institutional processes that perpetuate 
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discrimination and keep men of color and women of all races out 
of high-status occupations, managers can now claim they embrace 
diversity by emphasizing the need for “diversity of viewpoints,” 
“diversity of opinion,” and “diversity of thought.” These objec-
tives allow managers to utilize this language even while they 
ignore organizational processes that can keep blacks out of the  
top ranks of organizations or underrepresented in occupations 
altogether (Berrey 2013 Collins 2011; Moore and Bell 2011). This 
explains how, at Apple, Denise Young Smith, a senior vice presi-
dent for diversity (and herself a black woman) could claim that 
“there can be 12 white, blue-eyed, blond men in a room[,] and 
they’re going to be diverse too because they’re going to bring a 
different life experience and life perspective to the conversation.”7

In this context, many organizations do not bother utilizing 
measures that would effectively change the racial or gendered 
makeup of their workforces. One study of 708 different firms 
found that many commonplace diversity initiatives—structured 
mentoring networks, diversity seminars, and the like—had 
vary ing degrees of success in fostering change (Kalev, Dobbin, 
and Kelly 2006). Diversity seminars actually backfired in that 
they made white men more antagonistic to these sorts of initia-
tives. Established formal mentoring relationships were modestly 
successful for black women, but by far the most effective tech-
nique for improving diversity involved formally assigning man-
agers the organizational responsibility for creating change. That 

7. Harriet Alexander, “Apple’s Head of Diversity Apologises for Saying a 
Group of 12 White Men Can Be as Diverse as a Team with Women and Minor-
ities,” The Telegraph, October 17, 2017, www.telegraph.co.uk/news/2017/10
/17/apples-head-diversity-apologises-saying-group-12-white-men-can/. This 
article describes remarks by Denise Young Smith, who was then Apple’s head 
of diversity, about how groups of blond white men also represent diversity.
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is to say, when managers knew there would be adverse conse-
quences for their failure to show that they had measurably 
improved diversity, they generated results. Unfortunately, how-
ever, many managers do not take note of these evidence-based 
studies, and they either persist in pursuing strategies that are 
proven to be ineffective or do not devote attention at all to nar-
rowing racial gaps (Embrick 2011). This means that while discus-
sion of diversity is commonplace and even acceptable, the abil-
ity, will, and support necessary to achieve it is often missing. In 
the most severe instances, organizations establish diversity poli-
cies that become a shield against lawsuits rather than equipping 
their managers to develop concerted, intentional efforts to cre-
ate systemic change (Edelman, Fuller, and Mara-Drita 2001).

Yet this point should not be taken to suggest that diversity 
policies, broadly speaking, have yielded no gains whatsoever. 
Clearly not every organization places so little emphasis on 
improving racial and gender diversity. In 2016, in response to  
the highly publicized police shootings of the black men Alton 
Sterling and Philando Castile, PricewaterhouseCoopers’s CEO, 
Tim Ryan, initiated ColorBrave, a series of open, informal  
workplace discussions about race and racism that address these 
issues head-on. In other companies, affinity groups—collectives 
organized around common bonds of race, gender, LGBTQIA 
status, or other categories—can offer critical social support in 
settings where these members are underrepresented (Kulik  
and Roberson 2008, but see Williams, Mueller, and Kilanski 2012  
for an exception concerning women in science). Additionally, 
organizations that offer an “integration and learning” approach 
categorize diverse viewpoints as valuable resources. In this con-
text, organizations value greater diversity as something that can 
facilitate creative thinking and new ideas, and that can enable 
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managers not only to diversify their staffs but also to maintain 
the advantages of this over the long term (Ely and Thomas 2001). 
In the corporate sector, there is variation in the extent to which 
organizations address these issues head-on and in the strategies 
they use to do so.

Efforts to create more racial and gender diversity in health 
care, then, have some similarities to what has been happening in 
the corporate sector. For one thing, the two-tiered system of 
health care means that many organizations that provide care 
have become increasingly corporatized and adhere to a business 
model in which profits matter and patients become customers. 
At the same time, there is a growing recognition that the demo-
graphic composition of health care workers has to change. As in 
the corporate sector, though, health care organizations approach 
this differently, with varying degrees of success or visible results.

GOALS FOR THIS STUDY

In this book, I argue that when organizations wrestle with deter-
mining how best to reach diverse communities while, at the 
same time, trying to maximize market values and minimize the 
resources they devote to labor, this leads to a process I term 
racial outsourcing. Racial outsourcing occurs when organizations 
fail to do the work of transforming their culture, norms, and 
workforces to reach communities of color and instead rely on 
black professionals for this labor. As a result, I contend, black 
professionals do equity work, which I define as the various forms 
of labor associated with making organizations more accessible to 
minority communities. Equity work is driven by black profes-
sionals’ experiences with workplace racism and shaped by gen-
der and occupational status, so that black men and black women 

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



Health Care, Work, and Racial Outsourcing / 35

workers in various occupations do this work differently. In some 
cases, equity work is explicitly mandated by organizations; in 
others, it is a result of the racial solidarity many black profes-
sionals bring to their work. But ultimately, both racial outsourc-
ing and equity work represent new mechanisms of racial inequal-
ity, where organizations abdicate the responsibility for creating 
diverse institutions and, instead, rely on black professionals to 
make the institutions and their services available to an increas-
ingly minority population.

The next three chapters are devoted to three different occu-
pations to highlight how even among workers who could all be 
considered professionals (e.g., their jobs require credentialing, 
training, and some postsecondary education), occupational sta-
tus hierarchies still determine the ways racial outsourcing and 
equity work manifest. (See table 2.) Chapter 2 examines black 
doctors’ exposure to racial incidents and the connection between 
these encounters, racial outsourcing, and equity work. As I show, 
their racial encounters are heavily structured by occupational 
status and gender; yet organizational policies, which are usually 
limited to occasional cultural competence training sessions, are 
ill equipped to deal with these racial realities. As a result, racial 
outsourcing occurs as black doctors are left to rectify the issues 
they face without any organizational support. They do so 
through equity work that includes pursuing structural solutions 
to the racial issues that plague the medical profession.

Chapter 3 focuses on nurses. In contrast to doctors, nurses 
argue that racial issues they encounter are widespread and take 
both structural and interactional forms. Yet because black nurses 
perceive their organizations as offering only empty sloganeering 
and rhetoric in relation to diversity, they move to enact measures 
that help address both institutional and interpersonal racism. In 
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the absence of any institutional intervention designed to improve 
existing issues, racial outsourcing leaves black nurses to do 
equity work in which they attempt to protect patients from the 
racial incidents they experience themselves.

In chapter 4, I show how black technicians’ relatively low-
level position in the occupational hierarchy informs their expe-
riences with racial outsourcing. Black technicians encounter 
overt racism from patients’ families and from nurses, who are 
above them on the occupational ladder. Yet black technicians do 
not have the status to effect broader, institutional changes. For 
them, racial outsourcing occurs when organizations require 
equity work in the form of extra labor to help patients of color. 
Equity work also occurs when they use their cultural capital 
toward the same end. Lacking the status and independence 
afforded black nurses and doctors, black technicians reveal that 
at the bottom of the occupational hierarchy, racial outsourcing 

table 2
Black Professionals, Organizational Policy, and Equity Work

Occupation/ 
Sector

Types of Racial 
Encounters

Organizational 
Policies

Equity Work 

Doctors Mostly  
structural, few 
interactional

Cultural 
competence

Structural  
change

Nurses Structural and 
interactional

Diversity 
statements

Patient  
advocacy

Technicians Interactional Diversity  
training for 
higher-status 
workers

Opting out  
or doubling 
down

Public sector 
workers

Structural and 
interactional

Under- 
resourcing

Staffing, compas-
sionate care
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tends to be externally imposed, and equity work is formally 
embedded in their work responsibilities.

After these chapters focusing on different professions, chap-
ter 5 considers how racial outsourcing is a core aspect of work in 
the public sector. Currently, less funding and fewer supplies and 
other resources go to public facilities, even though, as health 
care becomes increasingly stratified, these organizations serve a 
growing population of patients of color. In this chapter, I show 
how public care facilities cope with this disjuncture by relying 
on racial outsourcing, leaving black doctors, nurses, and techni-
cians to do equity work in the form of offering respectful, pro-
fessional care while many of their white colleagues instead rely 
on racial stereotypes. Furthermore, I show here how racial out-
sourcing and equity work in the public sector leave black profes-
sionals feeling distanced from both their white counterparts and 
the institutions in which they work. I also discuss the gendered 
consequences of this for black women doctors, which take the 
form of feelings of frustration and alienation that then require 
emotional labor to conceal.

I conclude Flatlining by reiterating my central argument: in the 
modern work world, organizations engage in racial outsourcing, 
leaving black professionals to do the equity work of connecting 
organizations to communities of color. While this process does 
not render black professionals as economically disadvantaged as 
their poor or working-class counterparts, it still has adverse con-
sequences. Namely, it creates disappointment and disillusionment 
with how organizations treat minority communities; leads to 
racial isolation from white colleagues; and perhaps most impor-
tantly, leaves black professionals shouldering the added responsi-
bility of making organizations more accessible and available to 
communities of color in an increasingly multiracial society. This 
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book identifies racial outsourcing and equity work as new mecha-
nisms of racial inequality for blacks in professional settings.

I also use the conclusion to address the implications of this 
research in three areas. I discuss what these results tell us about 
the ways health care, as it adjusts to the organizational changes 
of the modern era, does so through racial, gendered, and classed 
practices. Following this, I consider what implications my find-
ings may have for black professionals working in other fields. I 
conclude the book with an assessment of how we can use the 
results of this research to change workplaces to become better 
equipped to meet the needs of an increasingly multiracial 
America.
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I first met Dr. Lance Sutherland in his sunny, book-filled office 
overlooking the downtown area of a major city. At the time of our 
interview, Lance was eighty and had been retired from a storied 
medical career for quite some time. When I entered, I noted the 
plaques and photos that lined the walls. The plaques commemo-
rated various accomplishments, notable achievements, and the 
awards that Lance had earned during his five decades in medi-
cine. I couldn’t identify everyone in the photos, but I did take 
note of a prominently displayed picture of him with a past US 
president. It was a dignified office that conveyed status, power, 
and influence.

Given this biography, it is perhaps not a surprise that Lance’s 
reputation preceded him. I was familiar with some (but by no 
means all) of his accomplishments and wanted to interview him 
precisely because I assumed that at his age and with his highly 
distinguished resume, he would have extensive stories to share 
about the changes that had taken place in medicine and how 
they had affected him over the course of his career as a black 

c h a p t e r t w o

“There Was That  
One Time . . .”
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physician. I expected that a black man whose influence had at 
one time reached the White House would, at minimum, have 
very interesting stories to share about the ways race affected his 
work, whether and how that had changed over time, and what he 
believed that meant for the future of the health care industry.

As it turns out, I was only half right. My interview with Lance 
was indeed an engrossing one. He described growing up in a 
small, segregated southern city and being inspired by the lone 
black doctor in his town, whom he described as “powerful, magi-
cal, very important, and mysterious.” This doctor and his expan-
sive knowledge, capability, and healing powers inspired Lance to 
pursue a medical career of his own. After completing high school 
in his small town, he attended a historically black college for his 
undergraduate degree, then went on to earn his MD at a predom-
inantly white university in the northeast. This marked the begin-
ning of Lance’s illustrious career in internal medicine. He eventu-
ally rose in the profession to become a university president, which 
led to roles advocating for public policies designed to increase the 
number of people of color in medicine.

I was wrong, however, in my expectation of how Lance would 
describe the way race affected his occupational experiences. I 
assumed that given the time in which he came of age, and given 
his work in a profession where he regularly was the only black 
person in elite white spaces, Lance’s career would resemble that 
of Vivien Thomas, a black practitioner affiliated with the Johns 
Hopkins University in the 1940s and profiled in the 2004 HBO 
film Something the Lord Made. In other words, I was expecting sto-
ries of exclusion, isolation, and a constant uphill battle against 
racial stereotypes. But when I asked Lance about the ways he 
believed race had affected his work over the course of his career, 
he replied,
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I’d have to say that I really have been fortunate. I have not really 
felt the sting of discrimination, segregation. Now, I rush to say that 
I also think it’s because of the career path that I’ve taken. The aca-
demic community tends to be much more progressive than the 
population at large. At the same time, I’m fully aware of bias. I was 
looking for it as a student and then as faculty. And you could say, 
“Well, because I was the one black student, and then later, when I 
joined the faculty, I was the first full-time black faculty, this was 
the result of equal opportunity at the time.” But in my dealings 
with co-faculty members, there was nothing that I could really say 
that happened where I was not given a fair chance because I was 
black. If it happened, I wasn’t aware of it.

I found this analysis remarkable given that, as Lance acknowl-
edges, he was a pioneer in many of these spaces. At the time 
when Lance was advancing through medical school, pursuing 
his residency, and establishing his reputation in internal medi-
cine, he would have been one of the earliest beneficiaries of 
desegregation rulings that prohibited legal racial segregation in 
public and private spaces. As a result, the idea that he was not 
aware of any racial biases directed his way seemed amazing. But 
I came to learn that many other black doctors had similar assess-
ments of the ways race affected their work. Importantly, these 
perceptions revealed how racial encounters are fundamentally 
informed by gender and occupational status, and that these 
experiences are critical for shaping how black doctors experi-
ence racial outsourcing and the equity work they do as a result.

“THERE WAS THAT ONE TIME, BUT . . .”: RACE IN 
EVERYDAY INTERACTIONS

When black doctors I spoke to described the ways that race affected 
their work, they would usually acknowledge an interaction where 
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they had to deal with a patient or colleague’s negative racial stereo-
types. To be sure, these were annoying and frustrating. However, 
respondents also very clearly pointed out that these types of occur-
rences were rare and not at all representative of their daily 
experiences.

Dr. Jayla Flood, a black woman pediatrician in private prac-
tice, offered one such account of an isolated incident that made 
us both laugh:

I’ve had a handful of negative experiences that I felt were attrib-
uted to the color of my skin. One was blatant. I remember one, 
probably the first year I started practicing. Sometimes the patient 
rooms are open, the door’s open, so you can hear the conversation 
in the room before you walk in. And the way that we’re set up, I 
have my ledge, where I just sit at my ledge and work between 
patients and document my notes before I go in. And I heard a little 
girl who’s probably about three or four talking to her mom about, 
“Where is the doctor, is she coming?” And the mom said, ‘Yes, she’s 
coming soon,’ and you see her little head pop around the corner. 
And then it got silent. And then she goes back in the room and says, 
‘Uh-oh, Mommy. It’s a brown lady!’ [Laughs.] You can just hear the 
mom get all flushed and flabbergasted, and she closes the door and 
says something to her. But I just kind of blew it off and went in.

When Jayla related this story to me, she was not upset, and we 
both chuckled at the dramatic tone she adopted when sharing 
the little girl’s dismay. As she notes, this was one of a small num-
ber of incidents in her professional career where she felt her race 
led to negative treatment. In fact, immediately after sharing this 
account she went on to say, “And I don’t know what it is, but I 
think the culture has changed. That was in 2006. And now when 
I go in, I’ve had positive reactions where moms of the Caucasian 
race will say, ‘I intentionally chose you as my doctor because I 
want my children to see that people of color can do anything.’ ”
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Jayla’s extremely favorable experiences with white patients, 
coupled with the infrequency with which she encountered racial 
hostilities, offer a stark contrast to many other accounts of blacks’ 
interactions in predominantly white workplaces (Braboy, Thoits, 
and Taylor 1995; Evans 2014; Feagin and Sikes 1995; Pierce 2012). 
In Jayla’s experience, racial issues have not disappeared. But they 
are contextualized by interactions with white patients that are 
generally favorable and positive.

Edgar, a physician practicing internal medicine, categorizes 
his racial encounters in a similar fashion. He states,

There’s going to be somebody who’s going to be uncomfortable 
with a big burly black guy, regardless of what their color is. I’m also 
very straightforward. So someone might be uncomfortable with my 
directness. But we usually get around that. I don’t have any issues 
with it at all, truthfully. I mean there have been issues, but they’ve 
not been my issues. They’ve been the patients’ issues. I can think of 
one time when I was working in the ER and, God bless him, there 
was a fellow who came in who was piss drunk, having chest pains, 
had no insurance. I’m the only one manning the ER. He comes in 
and decides he wasn’t gonna let no nigger doctor take care of him. 
So he fixed me by getting up and walking out. That was beyond my 
control. That was his cultural bias that basically put his life on the 
line. It’s extremely rare for me. That may have been one of only 
two experiences that I’ve had, in thirty-something years, of white 
patients that were negative.

Edgar’s account is similar to Jayla’s in that, contrary to what we 
might expect from research and many firsthand accounts, his 
interactions with patients are not really characterized by hostil-
ity, suspicion, or mistrust. To be sure, he has what I describe as 
a “that one time” experience: there is “that one time” when he 
can cite a clear example of racial mistreatment. But he also clas-
sifies that experience and a second one as isolated rather than 
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routine, suggesting that in three decades of treating white 
patients, the number who have been openly negative to him can 
be counted on one hand.

Tasha shares another of this sort of example. Her account is 
particularly significant because she works in an extremely rural, 
predominantly white part of the country that is actually known 
as a hotbed for white supremacist organizations and activity. 
Given these demographics, I went into our interview fully 
expecting that she would share a litany of stories about racial 
challenges with patients, their families, and perhaps her cowork-
ers too. However, her accounts of how race shaped her work also 
fall into the “that one time” pattern: “I had one little girl—here’s 
a fun story. She’s seventeen, one of those kind-of-rebellious kids, 
smoking pot, that sort of thing. And—I love adolescents. She 
says, ‘You know who you remind me of?’ I was like, ‘Oh, God.’ 
She says I remind her of Tastee from Orange Is the New Black. And 
she says, ‘Can I call you Tastee?’ And I was like ‘No!’ ” The pop-
ular Netflix series Orange Is the New Black is about women serving 
time in a minimum security prison. So when the patient tells 
Tasha that she resembles this character (who, incidentally, apart 
from race and body type, bears no similarity to Tasha at all), she 
is likening a professional black woman in a field where black 
women are woefully underrepresented to a fictionalized televi-
sion criminal.

This was among the more egregious cases of racial stereotyp-
ing that black doctors in this study shared with me. Yet even for 
Tasha, living and working in a geographic location with very 
little racial diversity and even fewer black professional workers, 
this sort of experience was more of a rarity than a regularity. In 
many cases, black doctors’ interactions involved explicit racial 
stereotypes only occasionally, typically from patients rather 
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than colleagues, and they did not consider these to be some-
thing that routinely affected their work.

My own field observations yielded additional data supporting 
respondents’ assertions that they were generally accepted in 
their workplaces without routine racial incidents. As a means of 
collecting data, I shadowed several doctors employed in differ-
ent facilities to get a sense of their daily work lives (this is 
detailed further in the appendix). During a visit to City Hospi-
tal, a public hospital located in an urban area, I sat at the front 
desk of the emergency department during a lull in activity. I was 
using this time to jot down some field notes when suddenly a 
white male emergency medical technician rushed over to me. 
“The patient in exam room six? We need to remove her mask 
immediately,” he said. “It’s important to do that so that we can 
check her in.” I looked up, startled. I realized quickly that he 
was talking to me. Not knowing how serious the situation was, I 
tried to direct him to Sasha, a young Latina resident sitting a 
few seats down from me. “You should talk to her,” I said quietly. 
“She would be able to help you.”

“No!” He replied adamantly. “It has to be you. We have to get 
this mask off and it has to happen now.” He wasn’t quite yelling, 
but it was definitely clear that my ability to blend in might have 
gone too far. I motioned to Sasha, who was busy entering notes 
into the computer.

“I don’t think I . . . Sasha should be able to help you with this.” 
I looked around for Dr. Goodwin, the doctor I was shadowing, 
so that he could sort out the situation. Of course he was nowhere 
to be found. And the EMT only grew more frustrated with me 
and with my inaction.

“I don’t understand. You are the attending, no?” he queried. 
At this point he really looked perplexed. Finally, Sasha looked 
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up from her computer and saw that I was in over my head. She 
took a few steps over and said, “Oh, I’ll take care of it. Exam 
room six?” The EMT looked back and forth between the two of 
us, completely flummoxed. Finally, Sasha explained with the 
phrase I had been avoiding: “She’s not a real doctor.”

This attempt at clarification did not resolve the EMT’s con-
fusion. He simply looked back at me and said, “You’re not a doc-
tor? But you have on the white coat!”

In the moment, I think, we all made the snap decision that it 
was too complicated to explain the parameters of my research 
project to the EMT before attending to the patient in exam 
room six and her troublesome mask. But my experience in that 
instance lends important credence to the doctors’ arguments 
that overt racial stereotypes and biases are not a constant part of 
their day-to-day work lives.

For South Asian doctors, wearing the white coat functions as 
a critical way to signify their authority to others and counter 
stereotypes that they are dangerous foreigners or threatening 
“others” (Bhatt 2013; Murti 2012). It is also common for blacks to 
take extensive steps to legitimize themselves as people who 
belong in professional settings (Lacy 2007; Wingfield 2012). This 
is necessary because there are numerous examples of the ways 
that race functions as a marker that minimizes blacks’ credibil-
ity, status, and belonging, regardless of what they are wearing, 
what they are doing, or where they are (Houts Picca and Feagin 
2013; Shapiro 2004). Of course, in my example, there were other 
doctors of color employed at the hospital, so seeing a black 
woman as the attending would not have been completely out of 
the ordinary. Even so, the fact that in my case, wearing a white 
coat was all it took for an EMT to be convinced of my status as 

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



“There Was That One Time . . .” / 47

a doctor (despite my visible apprehension and repeated attempts 
to demur) lends credence to black doctors’ assessments of the 
ways race affects their work.

It may seem surprising to some that black doctors, working in 
predominantly white settings, characterize their work interactions 
in this way. Most of the research on blacks in mostly white envi-
ronments (including but not limited to workplaces) is replete with 
accounts of overt racial hostility and mistreatment (Cose 1993; 
Feagin and Sikes 1995; Moore 2007; Pierce 2012). What explains 
why black doctors’ descriptions of their work run counter to the 
conventional wisdom gained from so many other studies?

I theorize that the social organization of doctors’ work likely 
helps inform this aspect of black doctors’ racial outcomes. Health 
care is a particularly hierarchical industry, and doctors are 
unequivocally at the top of the status heap. This allows them sig-
nificant control over their time and schedules to an extent not 
available to lower-status workers (Clawson and Gerstel 2014). 
Furthermore, the way their profession is structured means that 
doctors do not have to spend extensive time engaging in interac-
tions with patients, and those in private practice can enjoy rela-
tively large amounts of autonomy. At a typical doctor’s visit, 
nurses and technicians spend a more significant amount of time 
with patients while getting vital statistics and entering data into 
the computer, and doctors may spend relatively brief amounts of 
time with patients while offering diagnoses. Nurses may even be 
the ones who offer treatment, in the form of shots, medicine sam-
ples, or certain basic procedures. Consequently, doctors’ high 
status, coupled with occupational norms that often allow them to 
work alone, may free them from some of the more routine forms 
of racial harassment.
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Black doctors may also benefit from patients’ self-selection. As 
health care has become increasingly commodified and treated 
more like a business, patients have been able to adopt more of  
a consumer mind-set and exercise choice in determining who 
will be their physician. This is particularly true for patients with 
private insurance, who may be able to select from an array of 
doctors “in their network.” In this context, patients may not be 
surprised to see black physicians and, indeed, may even follow 
the path Jayla described, where they intentionally select black 
doctors to treat them. This would explain why these physicians 
note fewer explicitly racist interactions with patients than, for 
instance, black pilots with passengers, or black law professors 
with students—patients can choose black doctors more easily 
than passengers can choose their pilot or students can choose  
the professor from whom they take a required course (Evans 
2014; Moore 2007). Note that this would likely not be the case  
for patients who seek emergency care and have to be treated  
by whatever doctor is available at the time. Not coincidentally, 
emergency room doctors were the ones in my study most likely 
to report more frequent, explicitly racist exchanges with patients.

That said, it is important not to misunderstand these find-
ings. The fact that black doctors do not encounter a constant 
barrage of overt racial hostilities does not mean they feel race 
has no impact on their work. Owing to the relative rarity of 
occurrences in which black doctors have to contend with white 
patients who openly stereotype, mistrust, or second-guess them 
(and the fact that in some cases, like Jayla’s, they have actively 
positive relationships with white patients), they simply do not 
view overt racism as something that constrains their daily inter-
actions. But routine interactions are only one way in which race 
can be a factor that affects work.
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CULTURAL AND STRUCTURAL RACISM

For black doctors, race is much more salient as something that 
affects them through cultural and structural processes. As I have 
shown, they do not typically encounter routine examples of overt 
racism in their everyday interactions at work. The absence of 
explicit forms of racism, however, leaves them more attuned to 
the ways cultural cues and structural patterns create differences 
between their experiences and those of their white coworkers. 
With cultural cues, black doctors note that racial stigmatization 
creates a climate in which they have to challenge tacit expecta-
tions of poor performance. When it comes to structural pro-
cesses, they contend that broader patterns of racial inequality 
embedded in educational systems leave black students without 
training, support, and mentorship necessary for success in the 
medical field. In the absence of everyday indicators of racial bias, 
the racial dynamics embedded in the cultural and structural 
aspects of work become more obvious.

Cultural Barriers: Colleagues’ Perceptions  
of Incompetence

Culture refers to the ways individuals create and attach meaning 
to shared symbols that help them understand an environment. 
These practices can inform basic interactions and often take 
place within organizations or social environments more broadly. 
Cultural schemas can include the processes that create or stig-
matize racial groups, as well as the ways social actors negotiate 
these processes (Lamont, Beljean, and Clair 2014). For instance, 
black Americans have long navigated the cultural meanings 
attached to hair, skin tone, and body type and the ways these 
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meanings contribute to racialization and stigmatization in rela-
tionships, work, schools, and the criminal justice system (Hunter 
2015; Monk 2015; Viglione, Hannon, and DeFina 2011).

Black doctors note that race affects them as they cope with 
the consequences of racial stigmatization. Through pervasive 
stereotypes, tropes, and imagery, blackness is widely stigma-
tized as connoting inferiority and devalued status. Middle-class 
black women contend with controlling images of themselves as 
“mammies” who should be willing to devote themselves to pre-
dominantly white institutions, or “educated black bitches” 
whose ambitions and professional successes render them unre-
latable and intimidating (Collins 2004). Meanwhile, middle-
class black men wrestle with the trope of the “angry black man” 
whose expressions of frustration or irritation take on heightened 
significance and reinforce stereotypes of black men as danger-
ous (Wingfield 2007, 2012). Ultimately, all of these representa-
tions perpetuate the broader cultural message that blacks are 
essentially unsuited for high-status professional work.

While they do not regularly encounter overt racism from 
patients, black doctors note that cultural messages about black 
inferiority have an impact. Black doctors fight hard to offset 
racial stereotypes and to establish themselves as people who 
fully belong in the medical profession. Bonita, a pediatrician, 
states, “I still feel like I have to prove myself a little bit more, 
like I have to see more patients. Or I have to make sure I’m doing 
this or make sure I understand this condition the very best. You 
know, I’m equal, I’m here, I made it, we have the same degree, 
the same everything. I still feel like I have to prove myself a lit-
tle bit more.” I asked Bonita if she had any idea where this feel-
ing originated, or if she could attribute it to any specific event. 
She replied, “This is coming from early on, where my mentors 
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would be like, ‘You need to prove yourself a little bit more.’ I had 
two mentors when I started out in medical school, and one was a 
black female. And she was saying, ‘Most of the people here are 
white males. You need to show that you’re just as good.’ That 
means you have to study two hours longer, you need to be the 
first one there, you need to always answer questions. So I think 
it was kind of always a thing where we were told to ‘stay up on 
your p’s and q’s, make sure you’re always doing that.’ And don’t 
let anyone even come across the thought that, ‘Okay, she’s not as 
prepared as someone else.’ ”

Bonita’s account offers important context for how black doc-
tors learn and expect what to encounter in the medical field. An 
informal part of Bonita’s training included the lesson to counter 
racial stereotypes preemptively by being hyperprepared. She 
did not necessarily expect colleagues to openly mistreat her, but 
she did anticipate having to work harder to counter expectations 
of poor performance that are grounded in racial stigmas associ-
ated with black workers.

Davis, an internal medicine doctor, also speaks about the 
need to act in ways that would preemptively address latent racial 
stereotypes:

There are negative interactions, right? But that’s not the totality of 
interactions. Being an underrepresented minority has affected how I 
view the world and how I interact with the world. And those things, I 
think, are probably very different than probably [the experiences of] 
a lot of my non–African American colleagues, right? So, things that I 
don’t take for granted, or that I think about, come into the equation 
when I’m trying to figure out the solution to something. Somebody 
else might not [think that way]. It might just go way over their heads. 
They may never think about it. It comes back to this principle of 
making sure that you are sort of unimpeachable. I don’t take for 
granted that I will always be given the benefit of the doubt.
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I was curious about how Davis justified the distinction between 
“negative interactions . . . that [were] not the totality of interac-
tions” and a general sense that racial considerations meant his 
work had to be flawless. If this broad perception of a higher bar 
was ubiquitous enough, then it would seem that this racialized 
atmosphere was, in fact, more pervasive than Davis was describ-
ing. When I pressed him for a more specific example of what this 
meant for him at work, he replied,

Let’s say that I was supposed to do a PowerPoint presentation for a 
senior-level person who’s going to be traveling somewhere, and 
they were hoping to have my help. Great, we can collaborate— 
collaborate meaning that I’m gonna have to do it. But [my contribu-
tion] is going to be great. I think that I have always felt that those 
opportunities are critically important for me to prove myself, to  
get the next opportunity. And I also think that if I did a poor job—
if there were a lot of typos, if I didn’t get to the core of things—the 
possibility [exists] that conclusions based on predetermined biases 
based on my race could enter into the thought process in a way that 
would not happen to somebody who was white. Because, they 
might also be seen negatively, but it’s about them, not about their 
race. And that’s kind of the difference. So, I do think that absolutely 
affects me. I am always thinking about these things, whether it  
is conscious or unconscious, and I think it does shape the way I 
think and act.

Davis offers an insightful assessment here of how colleagues’ 
perceptions may operate in a fluid manner. As he notes, black 
doctors do not necessarily encounter colleagues who avoid them 
or refuse to work with them. In fact, he has benefited from  
collaborative opportunities with senior colleagues whose favor 
can lead to career advancement. Yet at the same time, he is  
well aware that these opportunities are conditional, and that 
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getting them demands exemplary performance on his part. He 
anticipates that, should he fail to be anything less than excellent, 
colleagues may rely on racial stereotypes to explain his perfor-
mance in ways that they would not for his white counterparts.

For Davis, racial issues at work are not defined by colleagues 
who constantly question his judgment or doubt his capabilities. 
But racial undertones shape the general atmosphere, requiring 
impeccable performance in all areas in order to avoid triggering 
racial stereotypes. The specter of racial stigmatization and the 
attendant stereotypes of black inferiority leave Davis constantly 
aware that he might have to disprove these unspoken beliefs at 
any time, even if his routine interactions with white peers and 
superiors are generally sanguine.

Other respondents describe seeing white colleagues treating 
one other more respectfully. Akinyele gives one account of this: 
“I see how my white colleagues are treated differently. Getting 
chances to speak, attendings agreeing with them more easily—
especially with attendings. Like, ‘You know I just said that, 
right?’ But they don’t hear it until someone white says it. I’ve 
noticed that a lot. It’s not as bad as it was. Things are getting 
better; it’s not as bad as my forefathers had it.” Akinyele describes 
a phenomenon that is usually described as happening to women 
in male-dominated settings—the unpleasant experience of stat-
ing something in a group setting, only to have it ignored until a 
man makes the same comment. This type of encounter feeds 
into Akinyele’s general sense that white colleagues subtly treat 
black doctors with less respect.

The assumption and perception that blacks are less skilled, 
intelligent, and capable are certainly not limited to the medical 
profession. Rather, these representations are part and parcel of 
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American culture and convey that blacks do not belong in high-
status work. Black doctors believe that their colleagues are not 
immune to being influenced by these stereotypes, and suggest 
that race affects their work as they attempt to distance them-
selves from and disprove cultural tropes of black inferiority.

Though black doctors say that these interactions are occa-
sional, one limitation of this study is that it is difficult to know 
what sort of racial conversations happen in their absence. Cait-
lin, a pediatric emergency medicine doctor, provides a window 
into this when she states,

Most white doctors don’t know that I’m black, so they tell me all 
their secrets. They’ll just say whatever. They say whatever they 
want to say. So I can remember vividly this white resident who 
talked about, not another patient, but another African American 
attending. A neonatologist who was Nigerian. Clearly [she] was 
born in the Americas, born in Atlanta, had no accent. I think she 
had dreadlocks, but American just like you and me. And [the resi-
dent] said something in reference to her Nigerian heritage, some-
thing about her speaking in tongues, and made some clicking-like 
sound with his tongue, or something like that. And said it to me in 
a joking fashion, but amongst some other residents.

Caitlin is an extremely light-skinned black woman who could 
pass for Latina or white. Given that, she has a window into 
“backstage racism”—the way that whites engage in extremely 
graphic, overt racist language, joking, and stereotypes when 
they are in what they presume to be all-white safe spaces (Houts 
Picca and Feagin 2013). Her incidental exposure to these conver-
sations indicates that while black doctors may perceive only an 
undercurrent of racial stereotyping by colleagues, they may in 
fact be unaware of more extreme comments that happen behind 
their backs.
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Race as a Structural Problem

In addition to observing cultural racism, black doctors also  
note the ways race is enmeshed in the structural processes that 
shape access to the medical profession. They observe that, in 
medical school, residency, and eventually practice, race artifi-
cially diminishes the number of black doctors, keeps them in the 
minority, and limits their access to mentors. When they talk 
about the ways race affects their careers, they are much more 
likely to define these issues as systemic problems that have more 
of an impact on shaping the context in which they practice 
medicine.

For many black doctors, this analysis of structural racial pat-
terns begins with the educational system and the way it fails black 
students who might be interested in a medical career. Akinyele 
talks about the ways medical schools fail to recruit students of 
color and the need for affirmative action policies that could 
improve their numbers in medical programs:

I think there are certain things that need to be focused on. One is: 
How does affirmative action play a part in the progression of stu-
dents moving from undergraduate to professional school and on to 
residencies? . . . In my particular class and the class before me and 
several classes behind me, the ratio of the African American stu-
dents to the entire class was on the order of 1 to 10, meaning 1 black 
student for every 10. So really, we were actually about 10 percent. 
So it was really: for every 170 students, there were maybe 10–15 
African Americans. But I don’t feel as though the schools make 
enough of an effort to include enough people. There’s the obvious 
political correctness to encourage those who are interested to apply 
and to say, “Oh, we understand you come from a great background, 
you have a great undergraduate history. We want to bring in stu-
dents that shine and that are not just numbers.” But when it all boils 
down, it’s still 10 percent.
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From Akinyele’s perspective, race matters because institutional-
ized processes in medical school admissions leave blacks under-
represented and isolated. It is not so much that he routinely 
encounters direct, interpersonal challenges from colleagues or 
from patients. But he does notice that black workers are under-
represented in medicine, and attributes that to larger systemic 
patterns that exist outside the bounds of the workplace.

Davis, the internal medicine doctor, also talks about the key 
role that affirmative action plays in creating more of a pipeline 
of black doctors:

The reason that I think affirmative action is so important is because 
I can’t come up with a better way to allow for the kid who would 
never have thought that this was possible, to think about it. . . . It’s a 
numbers issue, and I think it’s a critically bad tool; but I don’t have 
a better tool. It speaks to a huge national, institutional problem of 
opportunity, where the opportunity is so different, and then the 
kid is punished for the natural result of that difference. And then 
the fingers point, like, “See, you’re not smart enough.” And then 
that message is filtered back through the entire community, and it 
starts again. So that’s a huge problem. It’s a self-fulfilling prophecy. 
So, I think that that’s, honestly, the most important thing.

Davis situates the role that affirmative action can play in open-
ing up doors for children of color who may not have the cultural 
capital to consider medicine as an occupation. This is an impor-
tant point, given that early exposure is essential for setting black 
children on the path to nursing or medicine. For Davis, racial 
obstacles in medicine are not direct barriers that he encounters 
on a regular basis in interactions with colleagues or patients. 
Instead, they are the bigger, structural patterns that keep blacks 
out of medicine in the first place—and they are problems that 
can be solved (at least to some degree) by structural remedies.
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In other cases, these structural barriers leave black doctors 
without mentors who could guide their interest in addressing 
racial aspects of medicine. Alexandria, the geneticist, offers a 
particularly succinct assessment of this: “I can’t say that I’ve 
experienced much tension in the everyday work setting based 
on the fact that I’m a black woman. It’s that people don’t under-
stand why my interests lie in the areas in which they do, as they 
relate to genetics and various populations. And there’s not an 
active movement in that field already. So I think that’s where 
race is more of an important factor.” Alexandria, like many black 
doctors in this study, wants to reduce health disparities and to 
provide care for black populations that have historically been 
underserved. So for her, the underrepresentation of black doc-
tors in her field is a major structural issue. She does not see an 
environment where race directly holds her back. But paradoxi-
cally, she works in just such an environment, where the low 
number of black doctors leaves her lacking the mentorship that 
would allow her to progress in her field.

SEXISM AND SOLIDARITY:  
BLACK WOMEN DOCTORS

These racial issues are also gendered. Overall, both men and 
women doctors assert that explicit racial problems are few and 
far between in their everyday interactions at work, and that while 
they can remember occasional racial comments from patients or 
colleagues, these are not commonplace. Yet black women doctors 
take their analysis a step further. Almost to a person, they note 
that while race plays a structural role in shaping their work, gen-
der is a much more notable, significant, and consistent factor, an 
ever-present part of their daily interactions that limits their 
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occupational success. For nearly every black woman doctor 
interviewed for this project, race seems incidental enough that 
gender bias stands out as a major driver of occupational inequity.

In an answer representative of most of my interviews with 
black women doctors, Angie, an orthopedic surgeon, responds 
to a direct question about how race affected her work by saying, 
“As a woman or as a woman of color, I feel like we have to over-
come some barriers first to kind of establish yourself. Of course 
there’s the training, and if you’re in an institution where that 
person may not know who you are, you have to kind of get the 
mind-set: ‘No, I’m not the nurse; no, I’m not someone else. I am 
the doctor.’ And I think—because people look at you and don’t 
necessarily see you—I may not be the first person that comes  
to mind.”

Note that I asked Angie directly how she felt race affects her 
work. Yet a question about racial barriers immediately elicited a 
response about gender-related issues. Furthermore, her experi-
ence of being presumed to be the nurse rather than the doctor 
was so commonplace that I came to expect to hear this from 
black women doctors. It is not an overstatement to report that 
nearly every black woman doctor in this study reported this 
experience.

Jayla, the pediatrician, also believes that gender held her back 
more than race: “I think the reason I say that is because I can see 
how even nurses treat male doctors versus me and my colleagues 
that are female. And how even some fathers versus mothers treat 
different-gender doctors, and how they kind of communicate 
with them. It’s different. There’s a different level of respect [for 
men].” For Jayla, these differences are not necessarily drawn 
along racial lines. She does not mention observing patterns 
where nurses or patients routinely treat black doctors with less 
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respect. However, she does say that she has noticed that parents 
and nurses communicate with women doctors in ways that con-
vey less trust, belief, and respect for their authority. This shapes 
her conclusion that the dominant issue she faces is gendered 
rather than racial.

Caitlin, a pediatric emergency doctor, offers the same char-
acterization during our conversation:

In dealing with other physicians, I think that being a female makes 
things a little bit more complicated. I think that when at work, 
when I have to call a consultant, say, that’s a surgeon, most over-
whelmingly the surgeons are male—neurosurgery, orthopedic 
surgery. And I think that they assume that when they call back and 
I pick up the phone, I’m going to say, “Hi Dr. Stone, this is Caitlin. 
I’m one of the ER fellows. I have a patient that has an issue. Do you 
mind? Do you mind? Do you mind?” No. That doesn’t fly. Because 
then they’re going to take their time, do whatever they want to do, 
get to you when they get to you, not involve you in their treatment 
plan, [and] maybe you’ll disagree or maybe you’ll agree, or what-
ever. So I think that that’s always the assumption [for women], that 
you maybe know less or you have a less aggressive personality. I 
don’t ever feel like they take my knowledge base into question. 
Maybe sometimes. But it’s always my personality that they take into 
question. [They think,] because maybe they’re male and maybe 
they’re consulting, that somehow I should just accept whatever 
they say, and that maybe I’m asking them to do something. But no, 
in reality, I mean for you to get your ass down here and to reduce 
this fracture! I’ve already looked at the x-ray. I’m not asking for 
your opinion. Although you are a consultant, I’m telling you what 
to do, so move it!

In Caitlin’s experience, doctors who are men generally treat 
women, regardless of race, as though they should be tentative wall-
flowers. She describes having to develop a more aggressive person-
ality to break through this, and cites this sort of stereotyping as a 
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more constant, routine part of her job than problematic racial 
interactions.

Not only do many women see gender bias in medicine as the 
more salient issue, but also, importantly, they see it as a factor 
that creates a sense of interracial solidarity between themselves 
and white women doctors. Aliya remarks,

I think you bond with the female doctors because they can relate 
and they know how it feels. They know how it feels to go through 
four years of medical school or three years of residency and still be 
called a nurse. The male doctors will never really know how that 
feels. So even though the male doctors have respect for you, they 
can’t really understand how that feels. And it’s kind of a slap in the 
face when you have to leave and go get one of your male colleagues 
to come help you because one of your patients doesn’t have any 
respect for you. So you do bond with your female colleagues, I feel 
like, more than your male colleagues. At least I do. And [that hap-
pens] regardless of the race, I think, because my female coworkers 
now are all different races and ethnicities and [race] hasn’t really 
come into play so much [among us].

Aliya states point-blank that not only does gender have more of 
an impact on her work outcomes than race, but it also establishes 
a bond between women who share this sense of exclusion.

Jayla, the pediatrician quoted earlier, shares this viewpoint. 
She, too, cites parallels in the ways women of all races are 
treated: “It is different, but I’m sure there are some similarities. 
For example, some female doctors may feel like they’re having 
to prove themselves; or sometimes you get called Ms. Flood 
instead of Dr. Flood. You sometimes wonder if people are ques-
tioning you or second-guessing you. In the back of your mind, 
you always wonder about that; and that type of thing is hard to 
prove. So it’s one of those uncomfortable feelings, like you’re 
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always having to prove yourself.” Like Aliya, Jayla describes  
this as a common phenomenon for women in medicine, and one 
that binds black and white women together through shared 
experience.

Even some of the black men interviewed for this study high-
lighted the challenges women face in medicine. Bart, a black 
male emergency nurse, states, “I think it’s good that there are 
more women coming into medicine. I like it. It changes the ste-
reotype. It’s been too long where people imagine doctors as 
men. Why can’t your doctor be an Asian woman with long hair? 
I see it happen where people assume that the women working 
here are nurses and I am the doctor. I know it makes them angry. 
I like the image being changed.” Bart’s observations are consis-
tent with accounts from other black men in male dominated 
professions who are mindful of the ways in which women of all 
races face sexism and gender bias in these fields (Turco 2010; 
Wingfield 2012). Though Bart works in nursing, a female- 
dominated job, he is similar to the black men who are lawyers, 
doctors, engineers, and bankers, and who, in other research, 
identify how a “boys club” mentality in these professions cur-
tails women’s advancement.

The gender biases in medicine are well documented. In 2005, 
only 32 percent of US medical school faculty, 15 percent of full 
professors, and 11 percent of department chairs were women (Kass, 
Souba, and Thorndyke 2006). Even in pediatrics, where women 
comprised more than half of the physician population, fewer than 
10 percent of the department chairs in these programs were 
women (Carnes, Morrissey, and Geller 2008). White women doc-
tors note that even though their numbers are growing in these 
areas, the general “boys club” culture in medicine still means they 
are seen first and foremost as women and potential mothers rather 
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than as committed physicians (Boulis and Jacobs 2008). Other 
women of color cite similar challenges, with both first- and sec-
ond-generation Indian American women doctors reporting severe 
and pervasive gender discrimination at work, including instances 
where women were steered away from the most competitive and 
lucrative specialties in medicine on the assumption that they 
would prioritize family over work. These women also encounter 
racialized perceptions of foreignness and otherness that hinder 
their opportunities for advancement (Bhatt 2013).

Furthermore, additional quantitative data hint at these per-
ceptions about the ways women are treated in medicine. I sub-
mitted survey questions through the American Panel Survey,  
a nationally representative survey conducted by Washington 
University in St. Louis. One of the questions posed the follow-
ing vignette: “You are plagued with recurring headaches, but 
your regular doctor is unavailable. How likely are you to trust 
your new doctor?” I varied the race and gender of the practitio-
ner so that respondents were assigned a doctor who was either 
female, black, a black female, or race and gender unspecified. 
Social psychology suggests that “woman,” without a qualifier, 
often connotes a white woman, while “black” conjures images of 
men (Ridgeway and Kricheli-Katz 2013). Based on this, I theo-
rized that respondents who were assigned the “female” doctor 
likely envisioned a white woman, while those assigned a “black” 
physician would assume a black male practitioner. Interestingly, 
more respondents asserted that they were more likely to trust a 
black doctor (55.67 percent) than a female one (30.15 percent). 
Even black female doctors were viewed more favorably (46.76 
percent) than a hypothetical female doctor. Data analysis, shown 
in table 3, indicates that of those assigned a doctor from one of 
the three explicit categories (female, black, and black female), 
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respondents were least likely to report that they were very likely 
to trust a female practitioner.

Data from the American Panel Survey hint at other findings 
that are more clearly evident in the qualitative data. They sug-
gest that women may be even less likely than men to trust a prac-
titioner who is a woman. The results of the multivariate analysis 
suggest that respondent gender “matters” only when the doctor is 
a woman. When the doctor is a woman, women respondents trust 
the doctor less than men respondents do (p < .01). However, when 
the doctor is black or black female, men and women respondents 
are equally likely to trust the doctor. See figure 5.

This quantitative data suggests that black women doctors’ per-
ceptions that gender is a significant barrier for them have merit. 
Respondents viewed both black doctors and black women doctors 
as more trustworthy than simply women doctors. Thus, this sur-
vey data hints at a finding that also emerged in my interviews—
namely, that the gender bias in medicine marginalizes women in 
ways to which black women doctors are particularly attuned. 
This analysis indicates that when black women interviewed for 

table 3
Respondents’ Trust in Doctor, by Race and Gender

Likelihood of Trusting 
Doctor (%)

Female Black Black and Female Control 

Very likely 30.15 55.67 46.76 8.28

Likely 48.24 25.71 34.48 40.35

Neutral 17.88 10.58 14.44 44.04

Not likely 0.74 3.29 2.37 5.07

Not very likely 2.99 4.75 1.95 2.27

 Total % 100 100 100 100
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this study reported that patients seem to see them as less compe-
tent and qualified than their men counterparts, these perceptions 
may reflect a widespread belief that women, generally speaking, 
are not trustworthy practitioners.

Black women’s interview responses, however, represent a 
unique intersection of gender, race, and occupational status. 
Because of black women’s status in the occupational hierarchy, 
racial barriers primarily present themselves with respect to cul-
tural and structural processes—colleagues’ lower expectations, 
educational barriers, access to fewer mentors. Because racial 
issues are so heavily coded and institutionalized, however, the 
sort of gender-based obstacles that can occur during routine 
interactions (e.g., being mistaken for the nurse) become all the 
more evident and frustrating.
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Figure 5. Predicted trust in doctor by respondent gender and experimental 
condition. Source: The American Panel Survey, September 2016.
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RACIAL OUTSOURCING AND EQUITY WORK: 
STRUCTURAL SOLUTIONS OVER  

CULTURAL COMPETENCE

For black doctors, race is embedded in the structural and cul-
tural processes that determine their pathway into medicine and 
establish the general atmosphere for their work. Yet the organi-
zational measures that exist in their workplaces (if any are pres-
ent at all) rarely acknowledge these issues. Consequently, racial 
outsourcing occurs when, given the limited organizational 
attempts to address the racial issues black doctors encounter, 
this work gets transferred to doctors themselves.

In the medical field, attempts to address racial problems 
largely take the form of emphasizing the concept of cultural com-
petence (Hoberman 2012). This term refers to practitioners’ and 
organizations’ ability to offer health care services in ways that 
can speak to various patients’ particular social and cultural 
needs. Depending on where they work, both doctors and nurses 
may be required to complete intermittent training and paper-
work that highlight the importance of being not only culturally 
competent but also mindful of how cultural differences can 
inform patient practices and behaviors. These trainings encour-
age health care workers to factor these cultural differences into 
the ways they interact with and treat patients.

I did observe some doctors who took the lessons of cultural 
competence into consideration. For example, while I shadowed 
Dr. Ella Chapman, a black woman obstetrician and gynecologist 
at a large university-affiliated hospital, we led several other doc-
tors in making the rounds of the day’s patients. We paused out-
side the door of a patient who had emigrated to the US from 
Somalia, and Ella informed us that the patient was a practicing 
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Muslim. Given that, she instructed the men to wait in the hall-
way and give the patient time to replace her hijab. After the 
women on the team walked in and introduced themselves, Ella 
said, “We have several men on our team who are waiting in the 
hall. I’d like them to come in to be part of our discussion here 
about your treatment. Do you want to take a few minutes to put 
your hijab back on first?” The patient complied, and when  
she was ready, we alerted the men physicians that it was safe  
to enter. This attention to cultural issues and how they can fac-
tor into patient treatment was not standardized or required by 
hospital protocol, but it was a consistent part of this doctor’s 
practice of engaging with patients.

Yet cultural competence is not without its detractions. Train-
ing varies by program and rarely tackles the historical underpin-
nings that can drive doctors’ and nurses’ antiblack stereotypes, 
assumptions, and beliefs. Cultural competence training generally 
does not address the long history of medical racism or implicit 
bias (Hoberman 2012). Furthermore, studies that evaluate the 
effectiveness of cultural competence training emphasize the 
extent that it leads to improved patient outcomes, not its ability to 
resolve racial tensions for practitioners of color (Govere and 
Govere 2016). As a result, most of the doctors in this study told me 
they are underwhelmed by what they see as lackluster attempts to 
address the racial issues they encounter. Randy, an emergency 
medicine doctor, actually rolled his eyes when I brought up cul-
tural competence, replying, “It’s the right idea, but that stuff 
doesn’t mean anything. Nobody takes it seriously! The way they 
do it, the trainings and modules, it’s just one more box to check. 
They just want quick fixes. Doing the hard work, really changing 
the profession to get more black and brown people in here—that’s 
not sexy.” The racial challenges Randy encounters in medicine—
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insidious racial stigmatization that lowers expectations for black 
doctors, educational processes that eliminate aspiring black phy-
sicians, lack of mentors—are not solved by cultural competence 
modules that encourage practitioners to be mindful of how cul-
tural and social differences can influence patients’ responses to 
medical care. Ella, the obstetrician-gynecologist, agrees: “It’s just 
a box to be checked. Right? So maybe there’s a lecture you have to 
go to, or a module you have to complete online, but it’s a box to be 
checked more than an institutional commitment. . . . Once a year 
we have to do a billion computer modules that are annoying, and 
you’re trying to figure out what the shortcut is to complete them 
as quickly as possible. I feel like cultural competency falls into 
that realm.” Left to themselves, organizations may offer cultural 
competence training that highlights ways social factors inform 
patients’ interactions in the health care system. But they do little 
to address the ways racial processes affect practitioners.

Since doctors do not observe any institutional measures that 
seriously address the racial dynamics they encounter, they 
instead do the equity work of addressing racial issues themselves. 
For black doctors, this involves pursuing structural solutions to 
the racial issues that plague the medical profession and thereby 
affect communities of color. Given that the issues they are most 
attuned to occur at the structural level, it is perhaps not surpris-
ing that this is where they concentrate their efforts. Black doctors 
like Ella routinely engage in mentoring and training young doc-
tors of color in an effort to offset the isolation they encounter in 
their professional work—isolation that she has experienced first-
hand. She notes, “The problem is that when you get past your 
first two years of medical school, everything is completely sub-
jective. And so, in terms of you getting into the best residency or 
the best fellowship, it’s largely based on your ability to have good 
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social interactions with people. If you’re marginalized from the 
very beginning, you’re kind of screwed. So I’m always trying to 
do what I can to be there for young students who contact me, 
because you don’t want them to have the experience you had.” By 
taking these steps, Ella seeks to offset the disadvantages that 
black students encounter in medical school and then later upon 
graduating, when their status in the numerical minority keeps 
them from accessing the mentorship and social networks that are 
critical for advancement in the field. She does this without insti-
tutional support or recognition, essentially trying to challenge 
systemic processes that handicap aspiring black doctors.

Other doctors attempt even bigger, more far-reaching changes. 
Randy, the emergency medicine doctor mentioned above, collabo-
rated with several other black male doctors to start a nonprofit 
organization designed to address the systemic inequalities that can 
contribute to violence in poor, urban, predominantly black areas. 
Randy was motivated to start Brothers Stopping Violence because 
“working in the ER, I see so many black men from my neighbor-
hood come in with injuries, who’ve been victims of violence. It just 
made me ask, ‘What if we created an environment that pushed 
back against the impetus to create violence? Something that 
bridged the hospital and the community?’ I really want to help 
provide increased opportunity to the people we’re working with.” 
Randy recasts the violence that is all too common in impoverished 
communities as a public health issue. In that context, he envisions 
violence prevention as a health care initiative that he can cham-
pion and support through his work in the medical industry. For 
him, it makes more sense to attack the structural causes of violence 
and to put his energy behind transforming those.

Lance, the retired doctor whose story opens this chapter, had 
thought extensively about the structural aspects of medicine 
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and how they adversely affected black physicians. He notes that 
the enormous debt that physicians take on to complete medical 
school has a measurable outcome on black doctors:

Something like 80 percent of black medical students now come 
from families in the top third in terms of income. And only some-
thing like 3 or 4 percent come from families in the lower third in 
terms of income. So we’re setting up an aristocracy almost in medi-
cine, which, again, was not the picture when I went to medical 
school. Because by and large, if you got into medical school, there 
was sufficient scholarship support available that you could go. But 
that’s a real problem. And you see this all over higher education. I 
think it may be more striking in medicine because the cost of going 
to medical school is so much higher.

Lance goes on to note that seeing this emerging pattern was the 
impetus for many of his efforts to create institutional changes 
that, he believed, would offset the disadvantages black students 
encounter in their attempts to enter the medical profession. He 
sought to implement these changes by taking leadership roles at 
the medical school where he worked and by using his platform 
and his connections to a past president to push for legislative 
action that would increase opportunities for minority physicians:

From a larger perspective, blacks are terribly underrepresented in 
medicine. That was one of the rationales [for the addition of medi-
cal schools to some historically black colleges and universities]. In 
1950, 2 percent of the nation’s physicians were black. After all of the 
efforts in the second half of the twentieth century, [black doctors 
now constitute] about 4, 4.5 percent, whereas blacks have moved 
from 10 percent of the population to 12 percent of the population. If 
we were represented in medicine proportionately as we are in the 
general population, [that number would be much higher]. We have 
one-third the number of black doctors that we should have. And I 
maintain that because, as a society, we still have bias and unequal 
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opportunity, that in the same way that often women are more com-
fortable seeing a female doctor, you also have minorities who are 
often more comfortable seeing someone from their own group. You 
want to have someone you trust. So for all those reasons, we argued 
that we should have diversity as well as the other one—that we 
should have equal opportunity.

Most respondents in this study are not positioned as highly as 
Lance and were not able to push legislation and bend a sitting 
president’s ear. However, while few respondents share his level 
of influence, most share his belief in the need to change systemic 
processes that curtail black doctors’ advancement. The depth of 
commitment Lance exhibits in addressing the structural factors 
that keep black doctors underrepresented in the medical indus-
try is quite common among the physicians with whom I spoke, 
even if his reach in doing so is unusually vast.

Individual attempts to enact structural solutions, however, 
can meet with failure and frustration. Jayla Flood, another doc-
tor who believes that race primarily affects black physicians 
through structural and cultural processes, also feels that in that 
context gender is the bigger impediment to her work. Interest-
ingly, as a partner in a private practice, she is theoretically in a 
position to help enact specific measures to address the low num-
bers of black doctors in their employ. However, her partners in 
the practice have not supported overt measures to attract more 
workers of color. Indeed, she shared a story with me that illumi-
nates how even her individual efforts to draw in minority doc-
tors were thwarted. One day during lunch, we were chatting in 
the break room when I asked her about the process for hiring 
new practitioners. As she was the only woman of color in the 
partnership, I wondered if there had ever been opportunities to 
hire other racial minority doctors. She sighed and said,
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As a matter of fact, that actually touches on one of the few things 
that have frustrated me about being here. We did have to hire a 
practitioner a while back. And we had all these discussions and 
conversations about how it would be good to have a more diverse 
practice. We all agreed to this before we started looking at candi-
dates. So then what happens? We’re considering candidates, and 
there’s this Latina doctor in the pool who I think looks really good. 
She met all the criteria we wanted, and she was even bilingual! But 
then people start saying, “Oh . . . she speaks Spanish? Is that going 
to be a problem?” Like that’s a bad thing! Now, granted, we don’t 
have a huge Spanish-speaking patient population, but why would 
that be a disadvantage? I was so irritated with everyone. And we 
did not hire that candidate.

Though Jayla’s story here is about a Latina candidate, it nev-
ertheless highlights the toll equity work can take, as well as the 
fact that doctors are not always able to create structural changes. 
Despite agreeing that they wanted to diversify their practice, Dr. 
Flood’s partners opted to forgo that commitment once faced with 
the prospect of acting on it; and an attribute that could have been 
a qualification became recast as a liability. In the absence of any 
organizational attempts to address racial issues, Jayla found her-
self doing the work of trying to hold her partners accountable 
given their stated goal of bringing in more minority doctors. Yet 
her example shows that transferring this work to black doctors, 
even those in positions of power, has its limitations.

SUMMARY

Black doctors’ work experiences are an interesting window into 
how race affects high-status professionals working in a cultur-
ally masculinized occupation. These doctors argue that their 
daily workplace routines are rarely marred by overt, intentional 
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racist acts. This finding runs counter to studies that document 
extensive racist aggression directed at blacks in predominantly 
white spaces (Evans 2014; Feagin and Sikes 1995; Moore 2007). It 
also challenges prevailing stereotypes that indicate blacks are 
quick to blame race for everything or to use race as a crutch to 
avoid hard work. The fact that black doctors explicitly state that 
racist interactions do not characterize the daily dynamics of 
their workplaces provides empirical evidence that many black 
professionals do not always see race first and foremost as a driv-
ing factor that explains their hardships. The irony here, how-
ever, is that even though they do not encounter racial hostilities 
on a daily basis, the more systemic and cultural ways that race 
operates at work means they are still subject to its effects.

Black physicians acknowledge that race informs their work by 
shaping important structural and cultural processes that are crit-
ical for success in the medical industry. Educational pathways 
disadvantage black students, leaving them underrepresented in 
medical schools and largely bereft of potential mentors. Addi-
tionally, cultural beliefs about black inferiority create subtle 
biases that black doctors challenge through a commitment to 
excellence and high performance. This a gendered process as 
well, as these institutionalized mechanisms make the forms of 
overt sexism black women doctors encounter all too visible and 
noticeable. As a result, understanding black professionals’ racial 
experiences requires considering the ways these experiences are 
also informed by gender and occupational status.

Yet few black doctors find that the organizations where they 
work have invested time, energy, and resources in addressing the 
structural or cultural ways that race does seem to have an impact 
on their work. At best, some facilities may require cultural com-
petence training, which lacks attention to systemic issues, medi-
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cal racism, and racial stereotypes. However, doctors are largely 
skeptical of, if not annoyed by, cultural competence training that 
is not designed to address their racial realities. When this sort of 
organizational effort seems lacking, racial outsourcing means 
that the work of correcting these issues is left for black profes-
sionals. Black doctors thus do the equity work of trying to create 
structural solutions to the racial issues they encounter. As a 
result, equity work leaves black doctors with the added responsi-
bility of seeking structural change and attempting to address the 
systemic processes that keep black doctors underrepresented and 
that disproportionately affect black patients.

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



74

One morning I arrived at University Hospital as the physicians 
waited to begin reviewing the list of admitted patients, their prog-
ress over the night, and their recommendations for treatment—a 
process they called “running boards.” Since we had about ten 
minutes before the shift formally began, most of the doctors sat 
around chatting about their weekends. I took a seat in the rear of 
the room near Dr. Erin Jessup, a white woman resident with wide 
brown eyes and brown hair covered by a surgical bonnet. We 
greeted each other and began discussing the local news of the 
day—a winter storm projected to hit the area that afternoon. 
Near us, two other doctors were discussing one’s upcoming vaca-
tion, while I overheard two others gossiping about a patient from 
the day before.

The nurses had their own table in the same room. While 
their table was not far away from the doctors’, there was very 
little mingling. The nurses did not run boards with the doctors, 
and since the shift had not yet started, they engaged in their 
own small talk. I couldn’t hear exactly what the nurses were  

c h a p t e r t h r e e
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saying from my place in the room, but their conversation clearly 
grew increasingly boisterous and was punctuated with frequent 
bouts of laughter.

After a few minutes, Erin got up to begin running boards. 
The doctors quickly snapped to attention and began to listen 
intently as she started explaining which patients remained in 
the hospital. The nurses stayed at their table and continued 
their conversation, but I noticed that now several doctors began 
to throw them annoyed glances. The nurses were not quite so 
loud that they drowned Erin out, but it wasn’t possible to forget 
they were in the room, either. Finally, Dr. Emily Martin, a white 
woman, turned away from Erin and said, “Hey! Hey guys, 
you’ve really got to quiet down. You’re too loud.” Her tone was 
not rude, but it was direct, and several other doctors sitting near 
her nodded in agreement. The nurses immediately hushed, and 
Erin continued running boards.

Perhaps more than any others I observed, this example illus-
trates the stark status differences between medicine and nursing. 
It would have been virtually impossible to witness that scene in 
reverse, with nurses admonishing doctors for creating a mild 
interruption. While the two professions are interdependent, doc-
tors are clearly at the top of the health-care food chain. This 
hierarchy is inescapably gendered, with women comprising the 
majority of nurses and men overrepresented in medicine. But 
black workers are underrepresented in both nursing and medi-
cine. Does this lead to different outcomes? How does race affect 
black nurses differently than black doctors? What do these status 
differences mean for racial outsourcing? For equity work?

These fundamental variations between nursing and medicine 
mean that race informs nurses’ work differently. While doctors 
argue that race affects their work in primarily structural and  
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cultural ways (e.g., racial stigmatization, limited educational 
opportunities, and constrained access to mentors), nurses assert 
that race shapes their work through both structural and interac-
tional processes. Like doctors, they note that similar aspects of 
their educational training systemically disadvantage black candi-
dates. But unlike doctors, nurses recount explicitly racist state-
ments and acts that are commonplace in coworker interactions. 
Organizational initiatives do little to resolve either structural or 
interpersonal challenges, so racial outsourcing means that nurses 
assume responsibility for dealing with these issues. For nurses, 
however, equity work means seeking both structural and inter-
actional change to protect patients of color from the types of 
overtly racialized experiences they routinely encounter.

STRUCTURAL BARRIERS:  
SCHOOL AND SCHEDULING

School

What structural issues most concern black nurses? From their 
perspectives, educational reform and scheduling processes have 
racialized outcomes that affect their work in this field. Janet  
was the first nurse who drew my attention to the way changing 
educational requirements actually worked to black nurses’ dis-
advantage. During our interview, she stated,

You also have the difference between the LPN, the licensed practi-
cal nurse programs, or the diploma nursing programs, which are 
more like community college nursing, versus the bachelor-of- 
science nursing programs, which are college- or university-level 
programs. And the push is to have, [for] all nurses, the entry level be 
a bachelor of science in nursing and not community college or 
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diploma programs. So those nurses who do attend community col-
lege or diploma programs actually may find that they struggle a lit-
tle bit more to obtain a job than those with a bachelor’s degree. 
Which also kind of makes me think about the fact that I don’t know 
how many of our nurses that go to community colleges are black 
nurses because the tuition is less expensive; or maybe it’s a little bit 
easier to get into the program in terms of just the numbers of people 
that they accept, or the feasibility of having a family and going to a 
community college.

Janet notes that the changing expectations in nursing may inadver-
tently discredit or disadvantage nurses of color, black nurses par-
ticularly. She observes that, as the profession turns toward requir-
ing a bachelor of science in nursing as a minimum qualification, 
this can potentially adversely affect black workers in the field who, 
for economic, cultural, or social reasons, find it simpler to pursue a 
nursing degree via community colleges or diploma programs.

Emma, a registered nurse, also speaks about this increased 
educational requirement:

Of course they’re always pushing for more RNs to have their bach-
elor’s degree. And maybe now, the women that I work with—a lot of 
them have their associate’s degree as a registered nurse, so most of 
them are back in school actually, now, going to get that BSN creden-
tial [added] to their RN license. . . . Also, I’ve heard [that] if anyone’s 
interested in getting in their master’s program—I’m not sure if it’s 
set in stone or not, but I know it’s coming into play, where you have 
to go straight to your doctorate. You cannot stop at a master’s level. 
Speaking for myself, the biggest thing is the financial piece of cover-
ing school. Many of us, unfortunately—or those that I know—are 
working moms with families, or single moms. And nursing is very 
good for job stability. But then having to add on a whole ’nother two 
years of schooling whether you want it or not, and having to finan-
cially figure out how that’s going to get covered—it can be a strain. 
And I feel like it’s an unnecessary strain. It can be extra stress.
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For Emma, the increased educational requirements seem need-
lessly burdensome. Like Janet, she notes that these can put a  
financial burden on black women who may be interested in the 
profession but do not necessarily have the economic resources (or 
the personal interest) to pursue a master’s degree or doctorate in 
the field. Given that black women are much more likely than other 
racial and gender groups to return to school later in life, additional 
barriers are likely to have an outsize impact on them (Denice 2017). 
These efforts to professionalize the field further, then, may indi-
rectly screen out black workers interested in pursuing nursing.

Lindsay makes a similar assessment of how changing educa-
tional requirements can have an adverse impact on black men 
and women pursuing nursing:

But the nursing school issue, that may be an issue. It’s actually 
harder to get into nursing school nowadays. That may be an issue 
with black nurses, because I have a lot of people coming to me—I 
went to a two-year school. I didn’t go to a four-year school. Only 
have an associate’s. But to be honest, that school was way tougher 
than any four-year school—I swear—in the world! Because they 
have to cram all of our things into a two-year program, just like a 
four-year program. So it was very hard. Now, to get into that two-
year program, you basically have to have a 4.0, and all your sci-
ences have to be A’s. It’s a waiting list for different schools. So I can 
see that being a problem.

Lindsay reiterates that the more restrictive standards for two-
year programs could potentially be problematic for black women 
entering the field. As the field becomes increasingly profession-
alized, the pathway to nursing can become narrower for workers 
of color.

Theresa speaks about this process in very blunt terms. She 
argues that this thinning-out process is not an accident:
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The education portion—that’s another place where they have to 
address the nursing shortage, because they weed a lot of black 
nurses out in nursing school. They target them. First of all, a lot of 
times black people don’t test well. And that’s not to say that all 
black people don’t test well, but it’s been said that sometimes they 
don’t test well. They’re harder on them in terms of: how do you 
look, what ways are you wearing your hair, what colors are in your 
hair, those types of things. And they’ll put little demerits and 
points and stuff here and there and take off for these things. I had 
one girl that was in my nurse practitioner class, and she had a gold 
tooth. She was going for her master’s. She had a gold tooth. They 
picked and picked and picked and picked and picked at her until 
they finally got her out of the program. And it was right before 
graduation. She was [at the] end of semester and needed to gradu-
ate, and they got her out of the program. She had a gold tooth. To 
this day she’s still not a nurse practitioner.

From Theresa’s perspective, it is not just the increased educa-
tional requirements but also the social practices and occupational 
culture of nursing schools that create problems for black nurses. 
She believes that, in addition to facing heightened standards, 
black women in particular face racial and gendered expectations 
that become additional burdens. In the particular example she 
cites, these added barriers are construed through class-based and 
cultural coding that render a gold tooth unsuitable for the nursing 
profession.

The increased educational requirements that these black 
women nurses cite also have to be situated in the broader con-
text of work and organizations in the new economy. Today, pub-
lic financing in the form of grants, loans, and other credits has 
gotten more scarce, while higher education has only gotten 
more expensive. Earning a BS in nursing can cost approximately 
seven thousand dollars, excluding room and board, with costs 
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for a master’s or doctorate running thirteen thousand dollars  
or twenty thousand dollars, respectively.1 Furthermore, the rise 
of for-profit universities means that a growing number of insti-
tutions capitalize on this persistent inequality, leave students 
with more debt than they do career options, and in fact dispro-
portionately enroll black women (Cottom 2017). When respon-
dents discuss the ways these added educational requirements 
can disproportionately penalize black applicants, they highlight 
the fact that these innocuous attempts to further professionalize 
nursing can actually exacerbate the racial disparities the profes-
sion seeks to minimize.

Scheduling

Black nurses also identify structural problems that perpetuate 
racial inequality when it comes to scheduling. They argue that 
the way in which schedules are decided and allotted produces 
racial divisions. Many observe racial differences in how nurses 
are assigned to shifts, and they contend that these variations  
put black nurses in a suboptimal position when it comes to 
scheduling, opportunities for advancement, and networking. 
Theresa, the nurse practitioner mentioned in the previous sec-
tion, told me, “Most of the time they weed black nurses out on 
the hiring end. They hire you into the floor that nobody wants 
to be on, the floor where you’re going to get eight to twelve 
patients each shift, and you’ll run around like a dog all night; 
whereas they take the white nurses and put them on the floors 
that I’ve worked on where I’ve only had two to three patients  

1. Source: “Tuition and Estimated Cost,” UTHealth, https://nursing.uth 
.edu/prospstudent/applresources/progcost/default.htm. University of Texas 
projected estimates of the costs associated with nursing programs.
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at a time.” From her perspective, there are differences in where 
black nurses are stationed relative to their white peers. She 
argues that black nurses routinely are given the less desirable 
shifts with higher patient loads.

Sela, a nurse on a mother-baby floor, made the same observa-
tion. She had recently moved to the East Coast from a large 
midwestern city. When I asked her if she felt there were ways 
that race made a difference in her work, she commented,

I will say this: I did find a big, noticeable difference. It started  
back at home. I work night shift. I worked night shift when I worked 
back [home]. And it was one night [when] I just looked around,  
and I was like, “The majority of the population on night is black.”  
I was like, “That is weird.” And if we did have a white coworker, 
they were soon like, “I want to go to day shift.” And that was very 
odd. And even where I am now, I think I have one white nurse on 
nights, out of everybody that’s on nights. I’m just like, “That is 
really odd.” I don’t know what the correlation is to that, but it’s just 
really odd.

I asked Sela how this sorting process happened. She replied,

It’s funny you ask that, because everybody that I talk to who’s a 
nurse noticed that and pointed that out. They’ve said that they feel 
like black nurses often get the night shift. And that the day shift, I 
guess, is the more desirable one because it’s daytime and you can 
go home and have your evening. But usually that’s not what hap-
pens for the black nurses. Plus, [day shift nurses] feel like, working 
night shift, we don’t do anything. They just feel like the patients 
sleep all night, [that] we sit at the nurse’s station, when it’s the total 
opposite. I mean, regardless, we don’t have [all the nurses] there. 
We still are doing something. So it’s: We deserve respect, because 
it’s a bunch of pressure. We’re up all night with patients. So it’s still 
a lot going on. We don’t have everybody there, but it’s still a lot 
going on. Patients are up all night because they have babies.
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Sela’s response is an interesting one that touches on several 
important points. She notes that the pattern of black nurses being 
assigned to the night shift has not escaped other black nurses’ 
attention. Furthermore, the night shift is stereotyped as the easy 
shift, despite the fact that nights on a mother-baby floor are not 
necessarily a time for rest and relaxation, much less sleep (as any 
parent of a newborn well knows). Thus, when black nurses are 
slotted into the night shifts, this not only can perpetuate a sense 
among them that they are being treated differently but also can 
feed into perceptions that they are not gaining the same type of 
valuable experience as their peers who are granted day shifts.

Callie, a patient care technician on a mother-baby floor at  
a large, prestigious hospital on the West Coast, also notes that 
there seem to be racial aspects to how schedules are assigned:  
“I notice even in the scheduling, as opposed to some of the other 
girls that are going to school, I feel that—well, a few of us feel 
that [white nurses] get accommodated much better with their 
school schedules, as opposed to the black ones on the floor.”  
Callie requires a somewhat flexible schedule because she has 
returned to school to pursue her nursing degree. But even in a 
technician’s role, she, too, notes that her white colleagues pursu-
ing their degrees appear to be allowed much more flexibility 
when it comes to scheduling hours. Callie’s experience suggests 
that, in addition to the ways scheduling can be an unintended 
barrier for black nurses in the profession, systemic processes, 
too, may limit black workers’ ability to enter the field at all.

These results show that there are some minor similarities in  
the ways black doctors and nurses believe that race affects their 
work. Specifically, both groups identify structural patterns that 
operate to their disadvantage. Both also highlight education as  
a common barrier. For nurses, structural barriers in nursing  
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education eliminate them, while systemic processes in scheduling 
contribute to a form of occupational segregation. Recall that in the 
new economy, networking and social connections are a critical 
form of occupational advancement. Thus, when institutional pro-
cesses channel black nurses into shifts that are essentially racially 
segregated, this impedes their opportunities for occupational 
mobility and advancement by limiting the nurses with whom they 
can form critical ties for sharing information. Inasmuch as whites 
tend to reserve leads and advice about potential jobs for other 
whites, clustering black nurses together on the night shift can 
potentially lock black nurses out of key opportunities (Royster 
2003).

WHEN “THAT ONE TIME” IS ALL THE TIME:  
RACE AND EVERYDAY INTERACTIONS

While nurses share doctors’ belief that race affects them through 
structural patterns, their perceptions of interpersonal accounts 
are quite dissimilar. Recall from the previous chapter that for 
black doctors, explicitly racist interactions are rare and charac-
terized as infrequent incidents that happened “that one time.” 
This is decidedly not the case for the nurses in my study. Most 
nurses shared numerous, much more overt examples of the ways 
that routine interactions with colleagues and patients include 
racial stereotypes, biases, and hostility. For nurses, inflamma-
tory statements and behaviors are a routine part of work, not 
isolated incidents.

Emma describes this in general terms as happening as early 
as nursing school. Describing a white woman nursing professor 
whom Emma believed treated black and white students differ-
ently, she states,
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I guess it would just be her reaction to questions. Just general  
questions. It would kind of come off like: “Why are you asking  
me that?” Or just her responses were very snooty. It’s like she  
had an attitude, and she didn’t want to be here. Or things of that 
nature. But then [with] the Caucasian students, she would love  
to laugh and joke, and they can ask any type of question or be 
funny, be silly, and she was like, “Oh, you just so crazy.” Or she 
would just laugh, like in general conversation. But then, let it come 
from an African American, or somebody in particular that maybe 
she just wasn’t too fond of, [and] it would be a totally different 
response.

This difference in interpersonal interaction left Emma with the 
clear impression that this professor was biased in favor of her 
white students. This is not farfetched, as teachers’ racial percep-
tions shape their interactions with students (Ferguson 2000; 
Lewis-McCoy 2010; Tyson 2013) and could possibly be a factor in 
black nursing students’ educational outcomes.

Janet, a nurse in the mid-Atlantic region, recounts an envi-
ronment where racial tensions were constantly high:

They would challenge my knowledge. They would give me these 
really menial projects to do—like, for instance, I was on my shift 
and I was being trained by one nurse who was just a mean person. 
Mean-spirited person. She would say little nasty things, and she 
was not very talkative. She wasn’t social. It was very hard to spend 
twelve hours, three to four days a week, with somebody who doesn’t 
want to talk to you. And so she would basically just treat me as her 
assistant as opposed to actually trying to train me to do anything. 
She would just kind of use me as her assistant. I particularly learn 
very quickly, and so I get things done very quickly. And I would get 
things finished, and they would be looking as if I probably did them 
half-assed; or they would go back and check my work, and then 
they would be shocked to find out that I actually did get it done, 
and [then they] would find other things.
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Here, Janet describes a generally uncomfortable atmosphere 
where her training nurse establishes a relationship that casts 
Janet in the role of personal assistant. But I wanted to find out 
more about what this meant in practice, so I pressed her for 
more specifics. She said,

I can recall one night, this woman—she was white, she was kind of 
late forties. Had been a nurse for probably twenty years and had 
probably been nursing at that particular hospital for a good twenty 
years. I was finishing up some work that she had asked me to do, and 
she came back into the office where I was and she said, “Here, I have 
this stack of papers that I want you to enter into the computer.” And 
this is months into my orientation. I had already been using the 
computer. I said, “Ok, whose work is this?” I was asking her whose 
work is this and what is it, what’s the purpose of it, etcetera. Come to 
find out, she had gone and collected up charting from other people 
and decided that she wanted me to enter all of this stuff to get “prac-
tice” using the computer. And I told her I wasn’t going to do it. I told 
her no. I said, “I have used this computer, I know how to use the 
computer, you have seen me use the computer. I don’t understand 
why you would want to then go around and collect up work for me 
to do, just busy work.” It was things like that. We kind of had a little 
bit of a head-butt. Of course she started crying. Why, I don’t know. 
[Laughs.] I looked at her and said—you know, when you get really 
calm and you start saying things in a very calm manner, I think 
people get scared. And so I was very calm, and I just said, “You are 
not my mother; you are not going to curse or talk to me this way. I 
am not going to do what you asked me to.” And I walked out.

Janet rattled off a number of examples like these. They all 
involved white women nurses who actively created what she 
experienced as a hostile work environment.

Lest we think this experience was exclusive to Janet, we can 
look at other black women nurses who have similar accounts. 
Mindy, another nurse, offers a particularly egregious example:
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There was just kind of this demeanor of: how dare you be in inten-
sive care, because—basically, because of your race. It never starts 
out as things that they say right out. They start—some nurses, 
some white nurses, will kind of not say anything. They don’t come 
right out and say it. It’s the way that they look at you when you 
notice these subtle differences. But long story short, someone actu-
ally said to me—we were talking about after work getting together, 
hanging out, and [she] said, “Oh, you can come to my house, but 
you’d have to be carrying a pail and wearing a rag on your head to 
come to my home.”

Mindy described this to me as just one of many incidents that 
happened to her while working in a prestigious hospital in a 
major urban location. She did not characterize this instance—in 
which a coworker openly and derisively stereotyped her as a 
cleaning lady—as an infrequent experience or as out of the ordi-
nary. Rather, she went on to tell me that this sort of experience 
happened frequently, and she followed up with another story:

This one particular lady, I was leaving the same time she was leav-
ing. Not the same lady who made the comment, a different lady. I 
was leaving the same time she was leaving, and I noticed she had a 
Confederate flag in the back of her car, hanging up. So we were 
talking about this whole race-relationship thing, because you’ve 
got to start the conversation, like, what’s going on. And she was 
like, “Yeah, I have the Confederate flag in my car. But to me that 
means family pride, and that means that’s who I am.” And being the 
only nurse of color here at the time, I’m like, “But that means your 
family owned my family. That’s offensive to me.” And she looked 
me right in the face and she said, “Well, how is that my problem?”

Note that this is the same urban, metropolitan hospital, but  
that this account involves a different white woman colleague. As 
Mindy notes, interactions like these set the stage for various racial 
outcomes: how she perceives her workplace, the relationships she 
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has with colleagues, and how she sees race shaping her work even 
in a field that is openly seeking to become more racially diverse. 
As she puts it,

These are the people I’m working alongside of. I’m a young, new 
nurse. I’m looking to them—one, to [show] respect and, two, for 
guidance. And, you know, it’s just those deep-seated issues: that 
they look, they smile, they keep going. But you can’t help but think 
that it has to be the reason that it takes somebody longer to do some-
thing for you. Or, when your pump goes off and beeps, that that per-
son, or those people, who walk past your room, go in another room 
and do the little small things. It’s those types of things, [so] that 
you’re like, “Okay. I see what’s going on here.” It’s never anything 
that’s direct, as far as patient care. I’ve never said that I asked some-
one for help and they didn’t give it to me. It’s nothing that I could go 
and be like, “Oh, they’re refusing to help me.” But it’s those subtle 
things that they do that make you feel like you’re in a racist environ-
ment. That’s just one example. There’s so many of those things.

Mindy pointedly notes that the challenges she describes do  
not directly impede her ability to give patient care. They do not 
create a work setting where she cannot get assistance when she 
needs it. But they do establish a context in which overt racial 
stereotyping by, and distance from, white coworkers have given 
her the sense that she works “in a racist environment.”

Theresa describes ways that innocuous encounters at work 
facilitate social exclusion:

There’s always a comment about what is it like to be black: “Well, 
this doesn’t bother you, does it?” or “Does that bother you?” or 
“Well, you’re not like them.” Those comments. “You’re not like 
them.” “You’re not like the other black people.” I’m like, “Yeah, but I 
am.” [Laughs.] I am. “No, no, you speak well.” Or just having to hear 
stereotypes—them lumping everybody into one bigger stereotype 
and saying, “Well, since you don’t meet that stereotype, that’s why 
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we like you.” But even that didn’t mean anything. If you go on 
social networks, social networks like Facebook and such, you see 
where they hung out after work and had drinks, or hung out over 
[at] somebody’s house, or whatever. And of course I was never 
invited to any of that, but I could see the pictures on Facebook.

Theresa’s workplace accounts resemble the theory of tokenism 
and the way that groups in the numerical majority engage in pro-
cesses that highlight the contrasts between themselves and those 
in the numerical minority (Kanter 1977). Coworkers repeatedly 
highlight how she differs from the ways they imagine blacks 
behave, talk, and interact, but even these perceptions are not 
enough to stop them from excluding her from social gatherings 
and outings.

Given these accounts, it is perhaps not surprising that  
Theresa closed our interview by stating,

The one thing I can say is that I’ve always been aware of my color. 
It’s not an occupation where you can just work and think about 
your job. You’re always aware of your color, you’re always aware of 
yourself. As a nurse practitioner, there were times when I first 
started working in this affluent clinic in the middle of this hoity-
toity city where I felt, “Ugh, I have to touch these people in the 
face. I have to touch to see what’s going on with you.” And so there 
were times when I felt very aware of my blackness. I’m touching 
this white person under their chin, or whatever. I was always cau-
tious to make sure that I wash my hands, [that] they see me washing 
my hands or sanitizing. Go overboard to make sure that they see 
that I’m clean. That I’m clean and I’m not one of them.

The racial stereotyping she encounters clearly has an impact on 
the way that Theresa does her job. Nursing, for her, is not just 
about providing care. It becomes a profession in which she is 
constantly aware of potential racial stereotypes and works con-
stantly to undermine them.
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RACIAL SOLIDARITY ACROSS GENDERED LINES

Again, gender matters in understanding black professionals’ 
racial encounters. In the previous chapter, I noted that since 
black doctors assert that race affects them more through institu-
tionalized mechanisms, black women doctors’ experiences with 
everyday sexism seem all the more obvious and damaging to 
their professional careers. To a degree, the opposite is true for 
black nurses. Given that both black men and black women nurses 
encounter pervasive, overt racism from their white colleagues, 
this has the effect of minimizing perceptions of gender differ-
ences between black men and black women in this field. Regard-
ing this point, when I asked Janet if she felt there were differ-
ences between her own racial experiences and those of her black 
male counterparts in nursing, she replied,

I think it’s the same for black men in nursing. With white men in 
nursing, because the nursing unit is full of women, a lot of times the 
women kind of kiss up to the male nurses or flirt—and I’m sure 
some of them go way past friendly—but flirt in a friendly way. 
They will let the male nurses get away with more. And by that,  
I mean longer breaks or what have you. But a black male nurse?  
No. I haven’t seen that happen. I think they experience types of 
situations very similar to what I do.

Janet’s observations are consistent with studies showing that 
white men working in female-dominated jobs enjoy social and 
cultural advantages that are not necessarily extended to their 
black male colleagues (Williams 1995; Wingfield 2012). Her com-
ments also suggest that, for black women nurses, there is more of 
a sense that they have a common racial experience that collapses 
gender differences. This is an important counterpoint to situa-
tions described in the previous chapter, where black women 
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doctors reported greater solidarity with their white women 
counterparts than with black men physicians. The perception 
that racist interactions are commonplace among black nurses 
suggests that in this profession, black men’s gendered advantage 
seems minimal or even nonexistent.

Black men’s accounts of their experiences in nursing certainly 
echo those of their black women coworkers. They, too, experience 
routine acts of unmistakable racial animus that occur simply as a 
daily part of their work lives. Steven, an orthopedic nurse, reports, 
“The nights that I worked in the ICU, the staff wouldn’t talk to me 
the whole night. They would not. The charge nurse gave me my 
assignment. They had a nurse’s station, and in the nurse’s station 
they had a desk there. It was a long desk, and it had the tall chairs 
and everything. And everybody sat around and did their charting 
and that type of thing. When I came out to do my charting, they 
all got up and left. And they would not talk to me the whole night.” 
Steven, like Mindy, works in a racially diverse urban location. 
However, even in this population, he encounters overt racial hos-
tilities, where white nurses openly exclude him and, in this case, 
deny him even basic social courtesies.

Kendrick is a physician’s assistant but offers a comparable 
account from his own work:

One of the surgical assistants actually used a derogatory term that 
I wasn’t familiar with. I don’t know if you ever heard this term, but 
they sometimes will say “Mondays.” The guy made a comment, 
saying he hated Mondays. And me not knowing—it was actually a 
Monday that day! And my reply was: “Yeah, I don’t like Mondays 
either. The day after the weekend, you’re trying to get back into 
the flow of things with the week and whatnot, and I’m usually 
tired.” And then his response after that—because I wondered, 
when he said it, why the physician was looking at him strangely. 
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And I didn’t pay any mind to it, especially after I made my com-
ments. But yeah, he said, “Fucking Mondays.” Excuse my language, 
but that’s exactly what he said. And I had seen [another colleague] 
get pissed, and there was another surgical assistant in there, along 
with my preceptor, who also was a PA [physician’s assistant]. And 
that surgical assistant actually started to cry because, at the time, 
they understood what he was saying. But I didn’t necessarily. But I 
was starting to catch on to it. And then finally they just said to him, 
“You know what, [the other assistant] can have this. You leave the 
OR.” And then the physician actually asked me, “Do you under-
stand what he was saying?” I said, “I didn’t initially, but I do now.”

The term Mondays is a pretty common, recently devised deroga-
tory term meaning “black people.” The thinking behind this is 
that no one likes Mondays, hence they are comparable to black 
people. While accounts this extreme were not commonplace, 
this was one of a few racial accounts that Kendrick shared that 
inform his perception of how race affects his work.

Kendrick’s account is also significant given the directness  
of, and the hostility embodied in, the surgical assistant’s state-
ments. Essentially, this assistant explicitly used a racial slur in 
his presence. The assistant was removed from the operating 
room, and I was unable to determine if there were any other 
consequences for this behavior. When it happened, Kendrick 
opted to let it go, deciding that he did not want to be troubled 
with the issue any further, so he did not know if this surgical 
assistant was ever reprimanded more formally.

Ultimately, the fact that black men and women nurses are 
subjected to routine cases of racial harassment means that the 
sort of interracial, gendered solidarity that black women doctors 
report is not replicated among their counterparts in nursing. 
Both black women and men in the nursing profession report 
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being on the receiving end of harsh, demeaning racial comments 
from their white coworkers. In the face of such consistent hostil-
ity, cross-gendered racial ties are much more pronounced. This 
suggests not just that occupational status matters in shaping 
black professionals’ racial workplace experiences but also that 
these factors intersect to create gendered outcomes as well.

BEING A “CHANGE AGENT”:  

RACIAL OUTSOURCING AND EQUITY WORK

When I spoke with nurses about the ways, if any, the organiza-
tions where they work sought to address these issues, they often 
reacted with derision. Although there is a general campaign 
under way to bring more men and racial minority women into 
nursing, in practice that effort amounts to empty words, accord-
ing to most of my respondents. Black nurses note that in many 
cases the organizations where they work have statements on 
their websites or in their paperwork affirming their commitment 
to diversity. However, they have not observed any specific inter-
ventions or efforts designed to translate this commitment into 
measurable outcomes. Consequently, black nurses that I inter-
viewed generally feel that diversity initiatives are limited to 
face-saving statements that are not supported by actions. Steven, 
an orthopedic nurse, told me,

When you look at the settings, the more people say that they’re 
diverse, the more they are not diverse. They’re diverse on paper 
because you have to be. But if you’re diverse on paper, you ought to 
be diverse in practice. One cannot go without the other. And when 
I say that, I say that to mean that when you’re stating that you are a 
diverse program, your nursing staff should reflect that. I know one 
school where in the fall of 2011, they admitted fifty students into the 
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nursing program and none of them were African American. And 
they had two African American professors there in the department 
of nursing at that school. So that was not very representative of 
what their mission is. And then they said, “Well, they just didn’t 
qualify.” But they can’t show you the data to indicate that they 
didn’t qualify, when they admitted four white people who didn’t 
have the GPA to get in.

From Steven’s point of view, organizations’ statements that they 
are committed to bringing in more workers of color are just win-
dow dressing. He believes that nursing schools and facilities put 
out statements to indicate that they support diversity while 
doing nothing to achieve it. This allows them to be diverse “on 
paper” without allocating resources to changing the structural 
practices that exclude nurses of color. At the same time, he 
notes, rules are bent to allow white students who do not meet 
stated qualifications to access nursing programs.

Janet, a nurse affiliated with a university hospital, also harbors 
serious doubts about the intent to bring in more nurses of color:

One of the things that I would like to see—and I’m not sure if this 
change is coming soon enough—but there are limited numbers of 
diversity scholarships for more nursing faculty that come from var-
ious backgrounds. They’re few and far between. And [they are] one 
of the things that I know a lot of nursing schools say they are push-
ing toward. And a lot of schools in general are diversifying their 
facult[ies]. That said, I think if that actually does happen, in more 
of a real way as opposed to kind of on paper as it is happening now, 
I think that that will really benefit black nursing students. In terms 
of hiring, from the employer side, I don’t know that they’re really 
putting in the effort that’s required to try to get more black faculty. 
I think it’s an “on paper” kind of thing.

Janet shares Steven’s impression that support for diversity hap-
pens on paper but not in practice. Consequently, she has doubts 
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about whether her colleagues are genuinely committed to diver-
sifying the nursing faculty.

Given black nurses’ beliefs that the organizations they work 
for are insufficiently committed to redressing the systemic and 
interactional racial biases they encounter, racial outsourcing 
means that this work shifts to these nurses. Thus, they do equity 
work when they seek to address these issues themselves. In  
some cases, nurses aim to enact structural changes similar to 
those sought by doctors. After seeing many black teen mothers 
at her hospital, Sela told me, “My ultimate goal is to open up  
a guidance center for these teen girls, because I just feel like 
they are really lost. They are just out here, just lost. And so  
that’s my thing. I want to work with that population. To me, it 
helps to see that, okay, this is what I need to deal with.” Sela 
believes that seeing and working with black teenage girls would 
give her the tools she needs to change social conditions for that 
population:

It really helps me to see them. You try to talk to them, but I find 
that a lot of them are kind of closed off. They’re so used to being 
judged for being a teen mom that they are closed off a little bit. But 
some of them will open up to you, and it helps. That helps. But 
being in the setting, dealing with them, it helps me to see what 
exactly they need, because some of them are clueless. Clueless 
about life, let alone motherhood. So they need more, and that’s 
awesome that I get to do that, because that’s my ultimate goal.

Sela’s goals are similar to those of some of the doctors mentioned 
in the previous chapter, who respond to racial outsourcing by 
doing the equity work of trying to address systemic inequalities. 
Note, however, that Sela’s focus is not on addressing the struc-
tural problems that create disadvantages for black nurses. Instead, 
she is more concerned with creating an institutionalized solution 
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for patients of color, with particular attention to the vulnerable 
population of black teen mothers.

Another nurse, Katie, argues that working as a staff nurse 
inhibits her ability to make the major structural changes she 
wants to bring about in her workplace, but that it cannot stop her 
from working to improve conditions for her patients. After wit-
nessing some patients being mistreated, she remarked,

I knew I had to do something, and being a staff nurse was not going 
to allow me to advance or initiate any real changes. Staff nurses 
don’t have power—or more importantly, they think they don’t. 
Whereas it’s been drilled into me: you are a change agent. You 
should be a change agent. I’ve seen women of color really mis-
treated, and in one case I left because of it. But about a year later it 
came to me. It was like: “No, no, no. You can’t be a part of this, and 
you can’t allow it to happen.”

Like many other nurses in this study, Katie encounters explic-
itly racist statements and actions from her white colleagues. She 
also chafes at the ways educational requirements and scheduling 
processes work against black nurses. Being a staff nurse offers 
only limited options for changing these conditions, but redefin-
ing herself as a change agent gives her a way to create better 
opportunities for the women of color she sees at the hospital. 
When her organization can not create satisfactory change, she 
turns to equity work as a means of doing so herself.

Steven similarly described how he views his role as a nurse. In 
light of the fact that he encounters routine racial discrimination, 
he sees himself as someone who can intervene on patients’ behalf 
to prevent them from having the same troubling experiences: 
“[Patients] need someone like me who is going to advocate for 
them when they need someone to be a mouthpiece for them, 
when they can’t speak for themselves. They need someone like 
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me to do that.” While many nurses of all races may view them-
selves as committed to patient advocacy, this statement takes on a 
different tenor when it comes from black nurses. A primary reason 
why black nurses are so dedicated to this sort of work is because 
they doubt that organizations are prepared for, and capable of, 
protecting patients of color from the sort of overt racism they 
encounter. Inasmuch as black nurses’ experiences with race at 
work are significantly shaped by both structural and interper-
sonal processes, they observe that the organizations in which they 
work are singularly unable and unwilling to do more than offer 
platitudes about the importance of diversity. In that context, racial 
outsourcing means that black nurses take responsibility for fight-
ing their patients’ battles and being the “change agents” who help 
patients “when they can’t speak for themselves.”

While many black nurses engage in equity work by trying to 
create better outcomes for their patients, it is noteworthy that 
very few seek to improve their own workplace conditions. Recall 
that doctors’ equity work involves attending to the structural 
processes that artificially minimize the numbers of blacks in 
medicine (e.g., educational disparities, racially exclusive social 
networks). Helping to open the field to more black physicians 
could, at minimum, address some of the challenges black doc-
tors encounter as a result of being underrepresented in the pro-
fession. However, black nurses’ equity work is focused more on 
improving conditions for patients than for themselves.

This may be a result of nurses’ intermediary position in the 
occupational hierarchy. As the story that opens this chapter 
illustrates, nursing is a white-collar, professional occupation, 
but, within the health care hierarchy, nurses are unequivocally 
in a subordinate position relative to doctors. Thus, while black 
physicians may perceive that race inhibits their occupational 
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advancement, their high status may empower them to seek ways 
to engender beneficial structural changes in their workplaces. 
Katie’s earlier comment that “staff nurses don’t have power—or 
more importantly, they think they don’t” could explain why 
these nurses are more confident about advocating for equitable 
treatment for their patients than they are about pursuing mea-
sures that would fundamentally change their work conditions.

SUMMARY

Black nurses’ experiences provide another look at how profes-
sionals deal with race in ways that are informed by gendered and 
occupational status. They also highlight forms of equity work 
that are different from those undertaken by doctors. Black doc-
tors believe that race mostly affects their work through struc-
tural and cultural processes, and black nurses note that these sys-
temic factors create racial inequities for them as well. However, 
black nurses also report routine expressions of racial hostility 
that simply are not present in black doctors’ accounts of their 
everyday interactions.

Black nurses’ racial encounters are classed and gendered in 
ways that have important implications for racial solidarity. 
Whereas black women doctors cite gender as a more significant 
factor in their work and profess a sense of commonality with 
white women physicians, heightened racial tensions in nursing 
mean that black women see black men more as allies than as col-
leagues who share racial status but have a fundamentally differ-
ent experience. Indeed, black men nurses do not describe having 
access to the “glass escalator” that white men ride to higher-sta-
tus supervisory positions (Wingfield 2009). Thus, this finding 
suggests that for black professional men, race and occupational 
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status may intersect to negate or at least minimize some gen-
dered advantages in certain work settings.

Black nurses, like black doctors, believe that the institutions 
where they work fall far short of addressing the systemic and 
interactional racism they face. They observe that organizations 
adopt politically correct language about diversity but do little to 
make it a reality. As a result, racial outsourcing leads these 
nurses to do equity work—they take steps to address the racial 
problems they note in their workplaces. But their occupational 
status means that they have to take different routes than black 
doctors. Believing that they have limited agency to change 
workplace structures, they recast themselves as change agents 
who can prevent patients from encountering the same sorts of 
overt racism that characterizes their work.
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Callie is a black woman who works as a patient care technician 
on a mother-baby floor in a university hospital on the East 
Coast. She describes it as a “very prestigious hospital,” and it is in 
fact affiliated with one of the best universities in the United 
States. Most of the patients she sees are white and well off, and 
though some patients of color are admitted to the hospital, they 
are in the minority. After working there for several years, Callie, 
like many other technicians in this study, came to view her work 
as a stepping-stone in her career progression. She really wanted 
to move into nursing and was taking classes that would go 
toward her nursing degree. She saw this as a way to have more of 
an impact and to focus more fully on patient care.

At the close of our interview, I asked Callie if there was any-
thing else she wanted to add or any points she wanted to empha-
size or reiterate. She replied,

I just want to say that I think most hospitals are really on board 
with the diversity training, and I think that’s such a wonderful 

c h a p t e r f o u r
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thing that these companies are doing. I think that is helping out a 
lot in the workplace. I think it stands for what we’re not tolerating. 
You’ve got to respect one another and people’s cultures and back-
grounds. And I really think that it’s a good start. It’s a start in the 
right direction. Like I said, in my hospital, if you get dinged for 
something—like, if you get in trouble for something like that—
they go hard on you. Because it’s like, “No, we spent all of this 
money to send you to diversity training, and you know better.”

Callie is one of the few with whom I spoke who offered this 
enthusiastic perception of how organizational efforts to address 
racial issues had an impact on her work. And it is worth noting 
that part of her support for these initiatives stems from her belief 
that her hospital was not just instituting training but also hold-
ing workers accountable. Employees were no longer allowed to 
use racial slurs or make ethnic jokes without consequences (both 
of which had happened on her floor in the past). This sort of 
enforcement led to Callie’s positive interpretation of her organi-
zation’s attempts to acknowledge and resolve racial issues, and 
contributes to her viewpoint that initiatives like this one create 
a measurably more equitable workplace.

Most of the other black technicians I interviewed, however, 
do not share Callie’s optimism. Instead, they take a more mea-
sured approach that in some ways parallels that of the doctors 
and nurses discussed in the previous chapters. They observe 
that race affects their work; and once again, their position in the 
occupational hierarchy informs how this manifests. Yet for tech-
nicians, organizations’ racial outsourcing is more likely to 
include both explicit and implicit mandates. Managers openly 
task black technicians with additional work not assigned to their 
white peers. Of their own accord, however, black men techni-
cians also do equity work when they use their cultural capital to 
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connect with black patients and help them navigate a complex 
health care system. In contrast, black women technicians con-
stantly tasked with additional work not assigned to their white 
peers are more likely to pursue other employment options.

TECHNICIANS’ RACIAL CHALLENGES:  

INTERACTIONS WITH PATIENTS AND NURSES

What are the racial realities that black technicians encounter in 
the workplace? As I have noted, these are largely tied to their 
position on the occupational ladder. In many health care systems, 
technicians are charged with basic duties that entail collecting 
information on which doctors and, to a lesser degree, nurses make 
their diagnoses. They may be the first workers to see patients and, 
in that role, can gather vital statistics, ask pertinent questions, and 
monitor equipment. Nurses may assign routine tasks to techs or 
delegate assignments to them. Given techs’ position, it is perhaps 
not surprising that when they cite the ways in which race affects 
their work, they describe interactions with two parties: patients’ 
families and the nurses with whom they work.

Patients’ Families

Part of Callie’s enthusiasm for her organization’s efforts to 
address racial issues stems from the fact that she has encoun-
tered many race-related incidents and offenses during her time 
at the hospital. Doctors are rarely the source of these tense 
encounters; in fact, her interactions with doctors are minimal 
but typically cordial and professional. Patients’ families, though, 
seem to feel completely comfortable treating her with open sus-
picion, contempt, and hostility. She describes a recent case:
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Not too long ago I had this patient, and I came to her room to get 
her baby. It was time to do the baby vitals, and to do the PKU1 on 
the baby, and her family was in there. Her dad was in there. So 
when I came in, I did her vitals, and then I asked her could I take 
the baby, and I told her I would be back in about ten minutes. And 
her dad started going off because she was handing me the baby; and 
he was like, “What are you doing?” And she was like, “Oh, Dad, 
please don’t start.” And he was like, “You don’t know who she is. 
She’s just coming in here, grabbing the baby, and she could be any-
one. Look at her!” I looked at him, and I’m like, “Well, here’s my 
badge.” My badge had flipped around, so I turned it around, and he 
was like, “That’s the problem here. They’ll let anyone work here. 
You people are lucky to be here!”

At this point in the diatribe, Callie simply turned and walked 
out. She decided she had had enough and did not need to stand 
there being insulted. She informed the charge nurse on duty—a 
white woman—of what happened, and that nurse later went into 
the room to take the new baby for its test. Notably, this patient’s 
father did not object to the charge nurse taking the baby, but he 
did use the opportunity to follow up with his questions and 
doubts about Callie’s qualifications and right to be there. While 
this was one of her worst recent encounters, she let me know 
that this sort of disrespect from patients and/or their families is 
not at all unusual.

Michael, an emergency room technician, has similar stories. 
White patients’ families react to him, too, with suspicion.

Someone higher up will basically give me an order, and then I’ll go 
in to take care of that patient. Sometimes when I go in—say the 
patient will need a laceration repair because the kid got bit by a 

1. PKU stands for phenylketonuria, an amino acid disorder. It is standard 
practice for hospitals to test newborns for this shortly after birth.
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dog. And [with] most of those patients, the parents come in. It’s a 
white family. They don’t want to see me. They want to see some-
one else. I explain to them, “I’m a trauma tech. This is what I do.” 
The physician comes in, explains it to them, [that] I’m a trauma 
tech, this is what I do, and they still demand to see a plastic sur-
geon. So sometimes we would call the plastic surgeon who was on 
call. It would take maybe twenty-five minutes to an hour for a real 
reply. Then they’d reply, and they’d talk to the family on the phone, 
explaining that this is what I do as well, and sometimes the family 
will allow me to go ahead and repair, sometimes they would not 
allow me to repair. They can change their demand, or then we just 
have to wait until plastics is available to deal with it.

To some degree, it is probably fairly common for technicians of 
all races to face questions about their work, given that patients 
generally expect the doctor to be the person who performs impor-
tant procedures. But from Michael’s standpoint, these doubts are 
more frequently applied to him and other black technicians. As a 
result, he is simply resigned to the second-guessing that is com-
monly encountered by many black professionals.

Working in jobs that afford them lower status relative to doc-
tors and nurses means that technicians routinely encounter situ-
ations where patients’ families openly question them. Their 
experiences are more similar to those of nurses rather than doc-
tors, in that they are accustomed to being second-guessed in 
ways that evoke their racial standing and occupational status. 
However, their position as technicians means that interactions 
with nurses also are a source of racial tensions.

Interactions with Nurses

Most of the techs interviewed for this study could cite examples 
of challenging interactions they had with the nurses on their 
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floors or in the practices where they worked. Fractious relation-
ships with at least some nurses were common. In this context, 
racial stereotyping, misjudgments, or tensions are more likely to 
emerge during daily routines of interacting with nurses than 
with the patients, given the regular and close proximity in 
which techs and nurses find themselves.

Jackson, the emergency technician, encounters this in pretty 
typical circumstances. He notes that nurses—and occasionally 
doctors—assume that he does not understand technical proce-
dures that are actually in line with his job.

A lot of times, you walk into a situation and they want you to do 
something, and then you’re like, “Oh yeah, not a problem, I know 
what you’re saying, I understand the big words, I’ve been around 
the block, I’ve seen this.” But they look at you and they just go, “Oh, 
he’s not going to know that, because he’s a person of color and he’s 
just a technician, and he hasn’t said that he’s going to medical 
school or anything like that.” A lot of times they’ll look at us tech-
nicians and go, “Oh, are you preparing to go to medical school or 
whatever?” [He answers,] “No, don’t want to do that.” But then they 
start scaling their vocabulary down, and I’m like, “You don’t have 
to scale your vocabulary down. I’ve been around here long enough 
to know most of the procedures you guys do, and how you do them, 
and I could probably assist you with them, if I had to.” So yeah, you 
do get some of that. And then when they realize, “Oh, yeah, you do 
talk our language, oh, okay”—then it changes, you know? Then 
they remember your name and everything else. But not until.

Assumed incompetence is one of the issues that most fre-
quently dog black professionals across the industry, workplace, 
and occupation. Note that while black doctors characterize their 
racial interactions as generally pleasant and unremarkable, even 
they observe that they have to combat the presumption that 
they are not as skilled and capable as their white colleagues. 
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Jackson’s experience as a technician thus has some similarities 
to what doctors encounter, in that the stereotype of blacks as less 
qualified than their white counterparts runs constant. There is a 
notable difference, however. While black doctors describe this 
as a relatively minor annoyance, akin to background noise, black 
technicians find these perceptions more commonplace and more 
likely to come from those in positions of greater authority.

Melvin, a certified medical technician for a nonprofit organi-
zation, speaks of similar experiences. Since part of his job entails 
reaching out to troubled youth, he often works closely with one 
or two other technicians to pick up and treat kids who will be 
admitted to the facility where he is employed. But as one of the 
few black men affiliated with the organization, he often feels 
closely scrutinized by coworkers and supervisors. In one case, 
while Melvin was on a call, a young woman asked him if she 
could contact him directly. He thought she might have been 
flirting with him, but gave her a business card with his contact 
information anyway. He paid for this decision later: “My super-
visor had come to me and said—because it was a situation where 
it was a white female and me in the car—so it was like, ‘Oh, it’s 
unprofessional to give your number to someone.’ But the entire 
situation, I thought, was kind of colored wrong. I didn’t approach 
the woman, she approached me, just for conversation. And then 
there was flirting going on, but I was remaining professional up 
until the point where she said, ‘Well, can I contact you directly?’ 
Can you? Yes, you can. Yeah, you can. Why not?”

When he had met the young woman in question, Melvin was 
at a train station but not with any of the teens connected with 
his organization. He did not initiate conversation, but simply 
gave his contact information to a woman who requested it. Thus, 
from his perspective, his coworker and supervisor cast him—
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inaccurately—as the aggressor in this situation. This can be a 
fraught position for black men, given the ways they are fre-
quently depicted as hypersexual, dangerous, and threatening, 
particularly to white women. For black men navigating profes-
sional workplaces, this perception of black men as sexual preda-
tors can inhibit their ability to fit into these settings (Wingfield 
2012). Coworkers and supervisors seeing him in this role, then, 
could have serious consequences for his job.

Amber, a cardiac monitor technician, also describes challenging 
interactions with the nurses at her facility. Because her work mainly 
requires “watching heart rhythms,” sometimes for up to fifty people 
at a time, she has minimal engagement with patients. She does, 
however, routinely interact with nurses, which frequently is trying 
and exhausting: “The nurses are always full throttle. When they 
answer the phone, I can guarantee you, there’s always an attitude. 
I’ve been hung up on. You know, they’ll be so busy, and they have a 
five-minute time period where they have to get the patient back on 
the heart monitor, and if they’re not then I automatically have to 
call their charge nurse. And then that starts more of an attitude and 
a little bit of animosity.” Dealing with nurses is the part of her job 
that Amber finds the most stressful. In some ways, this is due to sev-
eral circumstances beyond her control. For one, the hospital estab-
lished this “five-minute rule” because of an incident in which a 
patient died when he was not placed back on a monitor within that 
time frame. Yet despite the fact that this policy is completely out of 
her control, technicians like Amber can become the object of 
nurses’ frustrations with these guidelines.

As other technicians indicate, nurses’ treatment of them can 
have major employment consequences. Amber told me that she 
usually could smile in the face of nurses’ hostilities and rude-
ness, but not always.
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One time it just turned flat-out ugly. She wrote me up, apparently. She 
told me that I had an attitude. So I wrote her up because I said she 
wasn’t really complying. She was not answering her phone. So once we 
write someone up, we put an incident report in—[that] is what the 
write-ups are called. Then both of our bosses have to review. So they 
were both investigating, and she ended up looking kind of silly because 
I had a phone record of calling her and her not answering, where she 
said she did not receive a call from me and said I had an attitude.

Despite following hospital protocol, Amber was still subject to 
retaliation after the nurse filed a written complaint against her. It 
is important to note here that the details of this incident parallel 
the ways black professionals are likely to experience differential 
treatment at work that leads to discriminatory outcomes (Roscigno 
2007). First, Amber found herself subject to a possible punishment 
for following written rules. Second, the nurse in question alleged, 
not that Amber committed concrete errors relating to her job  
performance, but rather that she “had an attitude.” Racial and 
gendered stereotyping of black women as difficult, rude, and ill-
tempered is pervasive and has adverse consequences for them in 
many workplace settings (Harlow 1997; Kennelly 1999; Kirschen-
man and Neckerman 1991; Wingfield 2008). Luckily, Amber had a 
paper trail to support her version of events, but it is worth noting 
that her account parallels many other accounts of the more covert, 
subtle forms that modern-day racial discrimination takes in the 
workplace.

“EXPAND YOUR HORIZONS”: OPTIMISTIC VIEWS 
OF ORGANIZATIONAL INITIATIVES

With the exception of Callie, whose story opens this chapter, 
most technicians I talked to did not perceive their organizations 
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as invested in addressing the racial problems that they encoun-
ter personally. This is not to say, however, that they find their 
organizations completely indifferent to these issues. Instead, 
they believe that the hospitals and health care facilities where 
they work are in fact attempting to address racial issues—but 
primarily in ways that would alleviate these challenges only for 
higher status workers, like doctors and nurses. In other words, 
technicians observed that their organizations do talk about the 
importance of making doctors and nurses aware of the need to 
acknowledge racial issues. The technicians are optimistic that 
these initiatives will improve the ways practitioners relate to 
patients, but they do not expect that this improvement will 
trickle down to themselves in any way.

Amber, the cardiac monitor technician, works at a facility 
that does require cultural competence trainings for doctors  
and nurses. She asserts that these efforts have some value even  
if they do not affect her work directly: “I don’t think that it’ll 
impact the work that I do, just because of my minimal patient 
contact that I have. But as far as everyone else, I do believe that 
it’ll impact them. I’m thinking of the nurses and doctors that are 
being trained. It might make them go a little bit more of the 
extra mile to make sure everyone is comforted and kind of on 
the same level. Of course they always go the extra mile, but now 
it’s just adding another key role.” Cultural competence training 
geared toward doctors and nurses will likely not improve the 
racial conditions Amber encounters. These efforts probably will 
not prevent nurses from going “full throttle” or stop them from 
treating her with disdain or disrespect. But she believes they  
do have some utility in terms of how they might affect patient 
outcomes.
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Jackson also agrees that this sort of organizational action  
primarily helps nurses interact with patients outside of their 
cultural frame of reference. He notes examples of this in which 
nurses treated patients who had cultural practices very different 
from their own.

We get a lot of immigrants here from war-torn countries that have 
been through what we call genital mutilation—especially from 
some of the countries in Africa, from where their genitals are sewn 
shut. You know, their husbands sew their genitals—they get their 
genitals sewn shut until they come back from war or wherever, and 
then they cut them open. So if you weren’t culturally competent, 
you wouldn’t know about that. That [surprise] generally happens 
more to the nurses, when the nurses—or when the doctors—have 
to go in and do a Pap smear or just a general pelvic exam. And usu-
ally I catch it when they come back into the staff area and they’re 
talking about it. And some of the Caucasian nurses say, “Well, I 
never heard of that” or “I never saw that.” It’s out there. And these 
are nurses that have been around for ten or fifteen years, you know? 
I go, “No, it’s out there, it exists. You just got to expand your 
horizons.”

As Jackson sees it, if organizations enact cultural competency 
training that makes doctors and nurses more attuned to the 
minority populations they serve, it can only help provide more 
nuanced, effective care. But this attentiveness, if directed only 
to patients, will do little to remedy the racial stereotypes and 
mistreatment that technicians like him endure from patients, 
their families, and nurses.

Technicians, then, find that race affects their work in ways 
determined by their position in the occupational hierarchy. As rel-
atively low-status workers (compared to doctors and nurses), they 
can be, and frequently are, subject to openly racist statements and 
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behaviors by patients, their families, and the nurses with whom 
they most commonly interact. Furthermore, they are well aware 
that when organizations do focus on workplace racial issues, they 
do so for higher-status workers like the doctors and nurses who are 
required to complete cultural competence or diversity training. 
Yet even though these initiatives overlook their own experiences, 
technicians are hopeful that they will achieve some success in 
helping mid- and high-level practitioners better serve patients.

Technicians’ belief that diversity work is not tailored to their 
experiences is consistent with the way this work has developed 
over time. Many private-sector corporations and industries seek 
to diversify their high-status workers, with little attention to 
those in lower-tier jobs. This is, in part, how organizations main-
tain a “sticky floor” that keeps women workers and men of color 
trapped closer to the bottom of the organizational structure—
the focus on the top levels of organizations means that racial 
minority men and women of all races stay concentrated at the 
bottom (Shambaugh 2008). While high-status occupations are 
frequently the subject of campaigns to create more racial/ethnic 
and gender diversity, this is rarely the case for occupations at the 
bottom of the organizational hierarchy (Berrey 2013). What this 
means is that many of these occupations stay predominantly 
filled by workers of color, and that there are rarely campaigns to 
increase diversity among them or address the issues these work-
ers encounter. It may be that in the new economy, higher-status 
workers seem more important (and thus more likely to be subject 
to diversity-related campaigns) because of the economic value 
they can bring to organizations. This focus on high-status, profit-
generating workers means that the overt racial incidents that 
lower-status professional workers encounter can continue to be 
completely unacknowledged.
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RACIAL OUTSOURCING, EQUITY WORK, AND 
BLACK TECHNICIANS

Organizations still engage in racial outsourcing in ways that 
have specific implications for technicians. Again, this is incon-
trovertibly linked to their position in the organization. As health 
care has become increasingly commodified, many companies 
seek to boost profits by cutting labor costs and requiring practi-
tioners to take on larger patient loads. The tendency to compel 
practitioners to assume heavy loads is exacerbated in some areas 
by a shortage of mid- and high-level practitioners, particularly 
nurses and primary care doctors. But it is also important to  
note that in some cases, this shortage is compounded by the tax-
ing and stressful workplace conditions that practitioners must 
navigate. Indeed, many of my respondents argue that they do 
not believe there really is a nursing shortage at all in the areas 
where they live. They echo nurse Kimberly’s blunt assessment 
that hospitals cannot—and in fact do not really want to—keep 
workers, because “they can save money when they have one 
nurse doing the work of two.”

Ella, an ob/gyn, agrees with Kimberly’s perspective that the 
oft-lamented labor shortage really has more to do with work-
place conditions:

I don’t believe there is a shortage, to be honest with you. I feel like 
they don’t pay people enough. On the labor floor that I’m on, the 
charge nurse, who should be assigned no patients, will often be 
assigned three patients. The transport nurse, whose job it is to get 
on the plane or the helicopter and go out and get patients and bring 
them back—and who is on for twenty-four hours—when she’s  
not out in the field, they’re so short [of] nurses that they make that 
person take on patients. So, we have a revolving door. I would  
say that if you paid those people well, and you had them with  
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safe nursing ratios when they were at work, that I don’t think we’d 
have a shortage.

While the prevailing wisdom is that these labor conditions  
exist because of the shortage, Ella actually makes the opposite 
argument—that the tendency to overwork nurses and pay them 
poorly is what creates the shortage. Nurses’ skills allow them to 
transition out of hospitals and into other settings (e.g., working 
for insurance companies, in schools, or other locations), and Ella 
contends that they do so because the lack of labor protections 
induces burnout and turnover.

Callie, the technician on the mother-baby floor in a major 
city, has already observed the effects of the labor shortage in her 
own hospital.

When I first started in that department, the max, the ratio, was like 
four to one. So a nurse could have four patients, which really is 
twice that, because, of course, if you include the baby, you’re look-
ing at eight. So the max was four. Which was a lot. But of course, 
you had the tech there aiding and assisting you with the baby and 
the mom, too, so it wasn’t bad. Well, now they’re up to six. Oh, it’s 
crazy. And I’m telling you, [nurses] come for about six months to a 
year and then they’re gone.

Perhaps not surprisingly, Callie sees that having nurses in short 
supply is stressful. Even with the technicians to help, assigning 
six patients (and their babies) to one nurse can be exhausting 
and leave nurses depleted.

Significantly, Callie argues not only that this makes more 
work for technicians but also that their subordinate position 
means the nurses are able to take out their stress on them:

There used to be two techs at night, so one would be for one wing 
and one would be for the other wing. Now it’s just one tech for  
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the whole floor, so we fill it. We totally catch it. And that’s what 
leads to [high turnover]. Someone’s been a tech for ten years or 
more, and now all of a sudden [nurses act like that tech] doesn’t 
know how to do their job. [That tech] is one person. You could only 
do so much. And then so much is passed on to you. But if you’re not 
performing the way some nurses feel you should perform, then of 
course there’s your job. There goes your job. So trust me, we’re 
feeling it. It trickles down.

This shortage not only creates more work for Callie but also 
leaves her at the mercy of frustrated nurses who can call for her 
termination. Given that hospitals are already laying off workers, 
a confluence of organizational and occupational dynamics means 
that the nursing shortage puts Callie and other technicians in a 
vulnerable position.

Amber, the cardiac monitor technician, also connects the 
shortage of available nurses to challenging experiences she faces 
in her work. She mentions that nurses react antagonistically to 
interruptions (even those that are required by hospital policy): 
“We’re so short-staffed in our hospital. In five minutes they feel 
like they have a big patient load; they’re in the middle of a med 
pass or doing blood transfusions, and they just feel like, ‘Really? 
Why’d you just call me?’ Basically, they take their frustrations 
out on us. All the time.” Understaffing thus has predictable con-
sequences for nurses, in that it makes it harder for them to do 
their jobs effectively. However, it also has unintended effects for 
black technicians like Amber, who find themselves subjected to 
nurses’ ire and frustration.

When organizations do not invest in their labor forces  
and instead expect workers to “do more with less”—and often,  
for less—this situation creates stress, frustration, and anxiety 
(Cooper 2013; Chen 2015; Silva 2013). But for black technicians, it 
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also leads to an environment where managers task black workers 
with additional assignments that are not similarly delegated  
to their white counterparts. In this context, racial outsourcing 
occurs when managers openly require black technicians to do 
certain types of labor that white technicians are permitted  
to avoid.

Johnnetta is a technician on a mother-baby floor at a midwest-
ern university hospital. She agrees that “the short staff makes it 
busier. It makes it more chaotic, more hectic. It’s just busy and 
stressful because you’re ripping and running, and nobody knows 
which way you’re—it’s just stressful. It’s a stressful situation.” But 
she also observes that one way her hospital deals with the nursing 
shortage is for managers to assign black technicians additional 
work that falls outside the bounds of their job description.

They will be like, “Hey, do this, do this.” They will ask people of 
my race to do more stuff versus, you know, white people. Like 
turning over rooms or cleaning a room or taking a patient some-
where, things like that. If we’re in the OR all day, that’s what we 
[are supposed to] do within the OR. And then the patient care 
techs are supposed to clean the rooms and everything. So, if we 
come out of the OR, we’re not supposed to do the rooms. But some-
times you have management that’ll be like, “Hey, go do the rooms.” 
And that’s not how it’s supposed to work. But they do it anyway.

Johnnetta was not thrilled with these extra assignments, and her 
displeasure is compounded by her observation that they seem to 
be delegated only to black technicians. Her assessment suggests 
that as health care organizations prioritize free-market outcomes 
and generating profits, cutting labor not only leaves workers eco-
nomically insecure but also gives organizations another means of 
engaging in racial outsourcing. Yet in this case, managers explic-
itly task black employees with a different sort of equity work, 
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requiring technicians to do the physical labor of making the 
facility ready for patients (even though this is outside the bounds 
of their job descriptions). Notably, this sort of overt racial out-
sourcing is more prevalent among professionals at the lower end 
of the occupational tier (technicians rather than doctors), who do 
not enjoy the protection and insulation of high-status work.

Michael is a military veteran in his fifties who has worked as 
an emergency technician for nearly two decades. He shares a 
story that is somewhat similar to Johnnetta’s, noting that, given 
his position in the health care hierarchy, nurses with less experi-
ence are able to pass undesirable tasks on to him.

When I look at the people who actually delegate more work to me, 
I look at it from the perspective of: the physician will assign the 
work, and that’s within the scope of practice. The nurse will dele-
gate work to me, as well as assign the work. And the people who are 
within this nursing field, the bulk of them who I deal with, are 
white. So, when I look, I look at the delegation of duties, as opposed 
to the assigning of duties. If it’s my assignment, I don’t care who 
you are, okay? But when it comes to delegating the work, it comes 
to: this is what I don’t want to do, so I’m gonna let you do it, have 
you do it. And that’s, for me, where the issues really come into play.

Michael feels that nurses, who are disproportionately white, 
take undue liberties in delegating work to black technicians. 
Additionally, short-staffing makes them more likely to leave 
technicians to do work alone, even if the task at hand requires 
more than one person. He gives the example of having to cath-
eterize a child to make this point:

I know it’s not a one-man procedure. It’s a two-person job. Either 
I’m going to have to get you, the parent, to help hold your child 
while I catheterize her to get the urine, or I’m going to have to go 
back and get assistance from someone else. And when I go back to 
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get the assistance from someone else, the nurses are never available 
to help me, because they talk about the stuff they need to do out-
side of that. Now, I’m getting a technician to come help me. So, 
another black person is going to come help me. Whereas the nurs-
ing staff, the majority of nurses, are white. They’re delegating the 
tasks. Now, what happens when, say, I’m tied up, repairing a lacera-
tion, so I can’t do the catheterization of the patient? Now, the 
nurses have to do it themselves. Well, two of them will go in and do 
it together. So they automatically go in as a couple, when doing a 
two-person procedure, whereas when they delegate it to a tech, 
they send you in alone.

At Michael’s hospital, as at Johnnetta’s, nurses are in short supply. 
From Michael’s standpoint, they take this as an opportunity to 
delegate more work to technicians. However, they do so in ways 
that compromise patient care and technicians’ ability to work 
effectively. He contends that nurses do not do this to each other, 
and that they make sure they give each other the necessary sup-
port. Once again, racial outsourcing happens when white profes-
sionals can allocate extra, racialized assignments to black workers, 
who do not share the same status and protections.

OPTING OUT VERSUS DOUBLING DOWN:  
GENDER DIFFERENCES AMONG TECHNICIANS

Black women technicians discussed in this study have responded 
to this form of racial outsourcing by seeking other work. If  
and when they deem the demands on them, as a result of equity 
work, too great, black women technicians seem comfortable 
pursuing other options. In some cases, this means transferring 
laterally out of one job into another that they hope will provide 
some relief from racial outsourcing in the form of additional, 
racialized labor. Amber informs me that she quit a previous job 
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for exactly this reason: “These patients were older. Their minds 
were still back in the day, like when everyone was segregated 
and all that. So for many of them I became ‘that colored girl.’ 
They would call me that. Or they would think I was their house-
maid, because that’s where their mind would be. They would 
see my skin color, and that’s what they would think.”

Amber reports that the management at this previous job 
indulged this mind-set to the point of encouraging her to comply 
with patients’ demands that she cook their meals, run errands, 
and complete other tasks well outside of the bounds of her job 
description. This sort of additional service work was simply too 
much, and she quit. She adds,

The director of nurses, a lot of times she would pull [aside] more 
seasoned people and ask what can she do, how can she help. And 
they’d pull [aside] people who had been there for a long time, and 
they would say, “We don’t want to lose y’all. Can y’all tell us what  
it is—like, why is our turnover rate so high?” They would pull me 
[aside] oftentimes, because I would just tell them like it is. I’d be 
like, “Well, this is why.” And they would just appreciate my feed-
back. It didn’t really help as far as keeping people, but they asked a 
lot of times for my feedback.

Faced with management that seemed unwilling or unable to 
make the concrete changes that would have stopped this sort of 
racial outsourcing, Amber simply left this job as soon as she was 
financially able to do so. This required working two jobs simul-
taneously for a while—she started her current job while still 
employed at this one—but once she was hired full time, she was 
able to leave this position for good.

Johnnetta, the surgical technician, intends to leave her posi-
tion, too, and try to move into nursing: “I am interested in nurs-
ing. I am, but I haven’t started school yet. I’m still trying to figure 
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out what schools I want to go to and stuff like that. Right now I 
don’t have time; I have too much going on. But I really want to 
start, hopefully sometime next year.” Johnnetta actually pursued 
nursing school in her twenties, but she recalls “partying too 
much” and ultimately leaving before completing her degree. But 
from her viewpoint as a technician, nurses have more autonomy 
and are better paid. Thus, moving into that line of work offers a 
route away from the sort of racial outsourcing technicians typi-
cally encounter.

The accounts here provide an important counterpoint to  
the concept of “opting out.” Usually used to refer to upper-class, 
well-educated women who leave the workforce to become full-
time caregivers, this terminology generally highlights the lim-
ited occupational opportunities, workplace sexism, and cultural 
expectations that push some women towards full-time parent-
hood over paid work (Stone 2007). Black women technicians’ 
experiences, however, indicate that the process of opting out 
occurs differently depending on the women in question. These 
women also confront institutional and organizational challenges 
that make their jobs unsustainable. It is simply that these obsta-
cles are constructed by gender, race, and class in ways that make 
their workplaces problematic and leaving the labor force unreal-
istic. The technicians I spoke with did not have the economic 
security necessary to opt out of the labor force entirely, but they 
certainly could and did opt out of specific jobs if racial outsourc-
ing made their working conditions too unpleasant.

Black men technicians are less likely to mention leaving for 
other positions. Like black women, they encounter a more for-
mally institutionalized type of racial outsourcing that involves 
being tasked with assignments that are outside the bounds of 
their job descriptions and which seem to be relegated only to 
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black workers. However, they also describe doing equity work 
that is not specifically required by their institutions, but which 
still helps improve their organizations’ ability to connect with 
minority communities. In this way, the equity work they do is 
shaped by both extrinsic and intrinsic motivation.

While black women technicians talk of quitting when racial 
outsourcing becomes too much, racial outsourcing for black 
men technicians means that they do equity work by going out of 
their way to assist minority patients. Many black men techni-
cians contend that one of the uncommon skill sets that they 
bring to their work is their ability to connect with and under-
stand patients of color. Being able to communicate with black 
patients who do not have much exposure to the health care sys-
tem, or who are uncomfortable being treated by predominantly 
white doctors and nurses, is a skill that enables technicians like 
Jackson to relate to and understand patients in critical ways. As 
he puts it,

A lot of times it’s just with terminology. We work predominantly in 
the inner city. The level-one trauma center, we’re predominantly 
in the inner city, and a lot of the folks that staff the place live fur-
ther out, in second- and third- and fourth-tier suburbs, and even 
further out, you know? So there’s a bigger tendency for the cases 
that do present, they tend to show up using a lot more street slang. 
The verbiage is more, I would say, inner-city geared, and things 
like that. And a lot of times the nurses don’t pick up on it, and I just 
go, “Oh no, he meant that, but he said that, you know?”

Understanding patients’ language and slang could in fact be 
considered a form of cultural capital that black technicians bring 
to their work (Bourdieu 1986). This particular skill benefits them 
when it allows them to connect with patients and improve their 
treatment. However, in the context of a short-staffed hospital 
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setting with fewer nurses and doctors available than needed, 
this takes on a different meaning. Jackson’s ability to relate to 
black patients means that one consequence of the high turnover 
and short supply of practitioners is that he ultimately finds him-
self doing more of this type of work. He cites one of the  
challenges of his work: “Folks that got newly acquired health 
care, they don’t know how to use the system. So we spend a fair 
amount of time having to educate them on how to use the 
system—you know, how to navigate it.” When this is coupled 
with the fact that technicians like Jackson are also serving as 
intermediaries between black patients and white practitioners, 
who may be culturally unfamiliar to each other, then having 
more work because of a shortage of nurses and doctors takes on 
a heightened racial dimension.

Melvin, the technician working for the nonprofit organiza-
tion, also mentions how cultural capital can help him relate to 
patients better than some of his white colleagues: “What’s the 
best way to put it? . . . There are cultural differences that defi-
nitely come up in the professional environment. So we work in 
tandem—usually it’ll be two of us going to pick up a child in a 
company vehicle. So that can be—not awkward, but you defi-
nitely notice differences in communication when it’s me or my 
white female colleague going to pick up a fifteen-year-old black 
inner-city youth.” Again, keep in mind that in the context of an 
environment where technicians are already doing more work to 
compensate for the shortage of doctors and nurses, this particu-
lar equity work takes on greater significance. Not only do black 
technicians have to step up to help fill in the gap this labor short-
age causes, but also racial outsourcing means they are doing 
equity work in the form of additional unseen labor that is 
intended to make black patients feel more comfortable.
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A presumed familiarity with black patients is not isolated to 
workers at this level of the occupational hierarchy. As we will 
see in the next chapter, black doctors and nurses also feel a sense 
of familiarity with and connection to the black patients that 
they treat. This sense of connectedness drives arguments for 
diversity in health care, as advocates of this “racial realism” per-
spective suggest that black practitioners’ commitment to com-
munities of color can make a measurable difference in reducing 
health disparities (Skrentny 2014). The logic is that black practi-
tioners are much more likely than their white counterparts to 
want to practice in predominantly black areas that may be medi-
cally underserved; thus, it is a legitimate, compelling interest to 
try to attract more blacks into medicine and nursing. What I 
show here, however, is that as organizations do less and less to 
address internal racial issues or connect with communities of 
color, their reliance on black men technicians to fill this gap 
becomes a form of racial outsourcing. Organizations, then, do 
not have to establish strict guidelines or structures to become 
more accessible to minority communities, because they have 
black men who, apart from meeting their stated job require-
ments, not only perform equity work when they leverage their 
cultural capital but also do this work for free.

SUMMARY

For black technicians, race affects their work and shapes their 
experiences with racial outsourcing and equity work in distinct 
ways. Lacking the status and protections that mid- and high-
level providers enjoy, black technicians describe a work environ-
ment where explicitly racist sentiments come not just from 
patients’ families but also from the nurses who are situated above 
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them in the organizational hierarchy. Unlike doctors, who argue 
that they have only occasional experiences with overtly racist 
behavior, technicians are much more akin to nurses in their 
descriptions of racial stereotyping as a common feature of their 
everyday interactions. Yet, with the exception of a few techni-
cians who note that understaffing contributes to the racial differ-
ences in allocating workloads and responsibilities, technicians 
rarely highlight structural processes that perpetuate racial ineq-
uities at work. Thus their assessments of race in the workplace do 
not completely parallel those of nurses, who note that both struc-
tural and interpersonal dynamics disadvantage blacks in that 
profession.

Perhaps as a result of the microaggressions (and macroaggres-
sions) they encounter, technicians are more hopeful than other 
workers that organizational attempts to address racial issues and 
tensions will at least help doctors and nurses be more attuned  
to their patients of color. They do not expect these attempts to 
change their own racial experiences, but believe these organiza-
tional efforts have merit. Ironically, of the three categories of 
workers studied for this book, technicians are the ones who have 
the least-direct exposure to diversity initiatives in the settings 
where they work; yet they are the ones who are most optimistic 
that these efforts, broadly speaking, can engender substantive 
change. These findings might suggest that among various cate-
gories of black professionals, diversity policies may be best 
received by those with the most distance from them.

Black technicians’ position at work also plays an important 
role in shaping the equity work that they do. While racial out-
sourcing both compels doctors to do the equity work of seeking 
structural solutions and drives nurses to become change agents, 
when it comes to technicians this process occurs differently.  
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In an environment where organizations routinely cut labor costs 
but still attempt to function efficiently, managers overtly engage 
in racial outsourcing when they direct black technicians to  
do equity work in the form of tasks and assignments that fall out-
side the bounds of their job descriptions. Equity work also hap-
pens when, in response to this short-staffing, black men techni-
cians draw on their cultural capital to encourage and assist black 
patients who are unfamiliar with or intimidated by navigating 
the complicated terrain of health care. Black women technicians, 
however, respond to racial outsourcing by seeking other employ-
ment options or, in other cases, changing careers entirely.

The differences between black men and black women techni-
cians highlight important considerations for how race, gender, 
and occupational status intersect to create varied outcomes. It is 
telling that black women technicians, unlike black men, do not 
report that racial outsourcing compels them to do equity work 
in the form of utilizing cultural capital in order to assist patients 
of color. This may be a function of the areas where black women 
techs in this study were situated. For instance, Johnnetta, as a 
surgical technician, largely assists doctors with surgeries and 
does not interact with patients frequently, since they are under 
anesthesia during this process. But these findings complicate 
some of the gendered assumptions about women’s propensity for 
caring, nurturing behavior and their willingness to assist others. 
Black women technicians are more likely to take stock of their 
occupational options and pursue other choices rather than sim-
ply accept racial outsourcing and the attendant equity work it 
creates. Black men do not mention quitting, but do speak with 
some satisfaction about the ways cultural capital aids their abil-
ity to do their jobs effectively. Thus it may be that, for black 
men, work is still linked to self-identity (and remains enough of 
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an economic necessity), so that even the process of racial out-
sourcing becomes an opportunity to prove their effectiveness 
and skill at work; whereas for black women, explicit forms of 
racial outsourcing are sufficient justification to pursue work 
elsewhere under what they hope will be better conditions.
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Of all the health care workers I interviewed for this project,  
perhaps none spoke as passionately about their commitment to 
working in the public sector as Dr. Randy Goodwin. While Randy 
attended a private, highly selective, historically black college, 
after graduating he went on to a public medical school in his home 
state. Since then he has been affiliated only with public medical 
facilities that serve predominantly poor black and Latino com-
munities. This is not an accident. For Randy, providing high-
quality care to poor minority patients is about making a small 
step toward broader, more comprehensive social change. But it 
also reflects his way of connecting his own background and per-
sonal story to the professional route he has chosen.

During one of my visits to City Hospital, Randy and I stepped 
outside to get some fresh air and decompress while he was on 
break. Standing under the awning and shading our eyes from 
the bright sun, we looked around the neighborhood surrounding 
the hospital. Randy sighed as he noted the abundance of fast 
food restaurants across the street, and explained that it made it 

c h a p t e r f i v e
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hard to promote healthy eating when patients were surrounded 
by cheap, unhealthy food options. Then he pointed to a squat 
brick building situated a few streets over.

“That’s where I went to elementary school,” he said. “I’ve 
actually been back over there to talk to the kids. And sometimes 
I’ll see kids who are in school there now in the hospital. It hap-
pens. I remember once I gave a young lady my business card. 
You know, taking care of one of her relatives, we got to chatting, 
she said something about she wanted to be a doctor or whatever. 
I’m like, ‘What school did you go to?’ ‘Oh, I go to such and such 
high school.’ I’m like, ‘Wow, that’s where I went. You know  
Ms. So and So?’ It’s just a real connection.”

For many black health care workers, especially those in the 
public sector, it is clear that the hospitals where they work are 
inextricably linked to the often black, frequently urban commu-
nities in which they are located. It is not uncommon for them to 
treat people from these neighborhoods, or uncommon to hear 
black doctors and nurses emphasize this as an important facet of 
their work. But the work black professionals do in public facilities 
also offers an additional example of racial outsourcing, of how 
organizations rely on black employees’ equity work to appeal to, 
service, and interact with black patients in ways that cut across 
occupational lines. Black practitioners’ labor in the public sector 
is a critical form of equity work that allows these facilities to serve 
patients even while dealing with declining resources.

PUBLIC-SECTOR PERCEPTIONS

As a result of decades of budget cuts, privatization, and dwin-
dling tax revenues, the public sector is struggling (Thistle 2006; 
Wilson, Roscigno, and Huffman 2013). Most black health care 
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workers are well aware of the challenges inherent in working 
under these circumstances. Bonita, a pediatrician, has had expe-
rience in both public and private facilities. At the time of our 
interview, she was employed in a private practice. She found the 
public sector too demanding:

When you’re in the hospital, you work twelve-hour shifts. Sometimes 
seven days in a row, depending on how you worked it. But you do 
them back to back, and it just got to be a lot. And at the time I had just 
gotten pregnant, and I was like, “Oh yeah, I can’t be here for twelve 
hours.” And in the morning, overnight, I was there, and it started to be 
too much. So I wanted a regular schedule, I wanted the basics, the 
nine-to-five—and then I do my notes; then I come out. That’s it. It 
was the time constraint, it was stressful. . . . I was in a rural area in 
North Carolina. We were seeing a lot of people who didn’t have insur-
ance, who would come into the hospital, and if they had another doc-
tor they probably wouldn’t be in the state. Not taking care of 
themselves. And they end up in the emergency room with a whole 
host of issues. And so I felt the need to go back to [private practice].

From Bonita’s perspective, work in the public sector comes with 
multiple challenges that she was able to avoid by joining a pri-
vate practice. She identifies the unrelenting hours and exhaust-
ing demands of caring for patients with irregular health care as 
key components of public-sector work.

Emma, a nurse, cites a litany of issues that arise from working 
in a public hospital owing to the budgetary constraints that are 
always present.

I think they’re even cutting more of the budget, to where you’re not 
allowed to get as much overtime as you once were. The way my 
floor works, you can sign up for being on call if you’re needed on 
that particular shift that you signed up for. And when you get called 
into on-call, that’s double pay. That’s [additional pay] for you. But it 
is now to a point where the management will search for another 
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nurse that may be available on another floor, to cut costs. And then 
if they’re not available, they’ll go to the pool that we have, because 
they don’t have to pay them as much. Then they’ll go there. And if 
they can’t get someone there, then they’ll call in a PRN nurse,1 

because, again, even though their rate is higher, they don’t have to 
pay them as much because it’s not double time. And then you’re the 
last resort, but you’re required to sign up for on-call for a certain 
amount of hours per pay period. But there’s no guarantee that you 
will get on-call, because they will try to get anybody else before 
they call you in, due to money issues. [Sighs.] Budgets.

Emma went on to list other issues associated with the funding chal-
lenges that accompany work in a public hospital. These include 
pressures to clock out on time regardless of patient needs, abrupt 
scheduling changes that affect nurses’ work hours, and the push  
to have each nurse care for more patients per shift to avoid having 
to hire more staff. Given the ways in which public hospitals are fre-
quently underfunded, Emma’s frustrations are likely representative 
of many of the challenges associated with this work.

Kent, another nurse at a publicly funded urban hospital, also 
compares the public and private sectors. He told me, “The under-
resourcing here is so frustrating. I work at [County] Hospital too, 
and it’s so different. Here, the resources aren’t there. City hospi-
tals don’t have a good legal team; patients assume they’ll get bad 
treatment here. Other hospitals silence workers with gag orders so 
the news doesn’t get out. [Workers] don’t talk, so [people] have a 
better perception [of the hospital]. People come here expecting 
the worst, and because it’s under-resourced, what they get is not 
ideal. Here, three nurses may do the job of six. I make $120,000 
[at County]. I make $84,000 here.” For Kent, there are concrete 

1. PRN stands for pro re nata and indicates a nurse who is doing short-term 
or contract work rather than full-time work.
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financial differences between his job at the privately managed 
County Hospital and his work at City Hospital. He also argues 
that, at City Hospital, people come in with lower expectations, 
which the hospital, with fewer resources, is less able to offset.

Against this backdrop, black health care workers occupy a 
somewhat unique position among black public-sector profes-
sionals. Despite the tightening budgets, economic constraints, 
and other challenges and issues associated with public-sector 
work, many black health care workers still make a conscious 
choice to pursue employment here. Nurses like Sela stay for the 
racial diversity and the ability to interact with a wide variety of 
people: “Personally, for me, I like the public [sector] more so. I 
guess because it’s more relatable. But what I don’t like is how it’s 
run. That’s the thing. I don’t like how it seems to be a difference 
in treatment, but I like the diversity of it. I do. We get Hispanic, 
black, Asian—I see more of that. We do get white patients. They 
are the minority, but I get to see some of everything; whereas at 
my old job I rarely saw even Hispanics. Even with that, it was 
like—white. And that was it.” The old job Sela references was at 
a private facility in a large midwestern city, where most of her 
coworkers and patients were white. Based on her experience,  
the multicultural setting she seeks cannot be replicated in the 
private sector. Working in the public sector gives her the oppor-
tunity she prefers, even if she must also contend with the frus-
tration of seeing patients being treated differently.

For health care workers like Darius, the public sector offers  
a way to give back. Darius, a physician’s assistant, works at a uni-
versity with a top physician’s assistant program. But he also does 
community service hours, providing health care to poor popula-
tions. He speaks about the importance of doing work in the 
health care industry because of the possibilities it offers to serve 
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black communities: “My passion has always been free care. I 
grew up poor. I got health care through Medicaid and always 
wanted to go back to my community and give back. I never  
forgot where I came from. My family is still there. So I always 
wanted to serve the poor.” For Darius, the ability to do work  
that specifically targets underserved poor, predominantly black 
populations is a driving force in his career.

Technicians also discuss wanting to give back and find oppor-
tunities to help those in need. Callie, a patient care tech on a 
mother-baby floor, is in fact pursuing options that will help her 
do this more effectively than tech work can allow:

My whole goal is to work my way up to possibly being a director or 
even higher, and the reason why I say that is because I would love to 
push for more—I guess you can call it pro bono? But more free care. 
Like, for instance, my hospital, they have funds where they cover 
patients that are having financial troubles and stuff. But the thing is, I 
would love to be the person, to be the advocate to try to find more 
programs and bring them to our particular hospital or whatever hos-
pital where I’m working. That way we can help more people. There’s 
money out there. There’s funding out there. We just have to find it. 
We just have to get that. We have to find it and help people.

Technical work is not going to allow Callie to achieve her ambi-
tious goals, but her account shows that among black workers, 
this desire to give back and help others transcends occupational 
category.

Steven, a nurse, shares a similar viewpoint with me. He, too, 
has had experience working in private facilities, and says,

It was very easy [working in private settings]. [Laughs.] Because, 
like I said, they were all about the almighty dollar. Most of  
my career has been in public hospitals like Charity, and I’ve done 
some PRN work at University Hospital, where the standard is,  
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they raise the bar, keep it up there, and they keep raising it. So  
I could very easily be a nurse and work there and actually fit into 
the culture. Because it’s a different culture in every setting, and 
you have to be able to embrace that culture, number one. And you 
have to be able to engage yourself in the culture. But I choose to 
stay in public facilities because I felt like that’s where the greatest 
need is.

Steven offers some important framing here that situates his 
decision to stay in public-sector work. He notes that he can 
acclimate to the culture at University Hospital—an elite, pre-
dominantly white institution—and has experience there, and 
would be a cultural and professional fit should he seek employ-
ment there. But for Steven, other factors are more significant. It 
is more important for him to use his nursing training to work in 
a public setting that treats mostly poor and uninsured patients 
of color, so that he can help them get the best care possible.

This perspective is present among black doctors as well. Joel, 
an emergency room doctor at a public hospital, compares the 
challenges faced by the staff there to what he believes are easier 
experiences at private, more affluent hospitals:

There are places where private emergency departments can get 
MRIs that aren’t for emergency reasons. For instance, spinal inju-
ries. Someone with knee pain, or appendicitis, a kid who you don’t 
want to expose to radiation. We can get other scans involved, but if 
the hospital had the resources like Midtown Hospital in the city, 
we could get more staff support, CAT scans, etc. We could better 
serve patients. City Hospital is city funded, so we feel the effects on 
both sides. But at the end of the day, I’m living my dream, I feel 
blessed and positive. Growing as a leader, I want to be someone 
who does so much for the community. At the end of the day, as 
much as we complain, we have the best job in the world. The chal-
lenges we face are just opportunities to grow.
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Joel is frustrated by the lack of resources available to him at City 
Hospital, but characterizes this as a price to pay in order to do 
the bigger, more important work of caring for poorer residents.

Randy, whose story opens this chapter, speaks of this benefit 
eloquently and at great length. Here he discusses how his back-
ground and his commitment to caring for disadvantaged popu-
lations make the public sector the best choice for him:

When I was in medical school, I spent a lot of my time at County 
Medical Center. I happened to go to General County for residency. 
I’m at City Hospital, where I work right now. So I’ve always kind of 
had this affinity to working in the public sector, because a lot of my 
family members have gone to public hospitals, and so there’s a 
sense of familiarity. My neighbors go to public hospitals. Public 
hospitals tend to be your level-one trauma centers, and so that’s 
where you see a lot of the high-end traumas come in through the 
emergency department. But I did know that early on—it wasn’t like 
I just decided to take a rotation at the public hospitals early on. It’s 
where I was assigned to. And so I always noticed a big difference in 
how I felt and how patients were taken care of in the public hospi-
tals, compared to in some of the private hospitals, especially with 
people who didn’t have those same resources. In private hospitals, 
you have a homeless person that comes in, or if you’ve got some-
body that doesn’t have any money, the care is limited, and how 
people treat them is pretty variable. And the public hospital staff—
I don’t have to worry about that. I know they’re going to get good 
care, and I know we’re not going to turn somebody away, regardless 
of their ability to pay or their socioeconomic status. So I’ve always 
kind of gravitated toward that environment.

Randy’s statements underscore the link between this commitment 
to caring and wanting to serve the black community, and the 
appeal of public care facilities. Note that he has spent virtually all 
of his training period and career working in publicly funded  
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hospitals, all of which wrestle with major funding and equipment 
shortages. But for Randy, this is the only way to give care to mem-
bers of his community and the people with whom he identifies.

To be clear, there is a racial dynamic to this commitment as 
well. Practitioners talk about the importance of caring for the 
poor, but they are by no means oblivious to the fact that a dis-
proportionate number of poor, uninsured patients are black. 
Alexandria, a geneticist, told me,

In the near future I plan to move into a realm where I’m more 
engaged in research and working more closely with medically 
underserved minority populations and helping to educate them 
about the resources so that they can make informed decisions. 
That’s where my passion lies, and I think a lot of it has to do with my 
upbringing and my graduate school training. I trained at Hampton 
University, where our mission is to be of service to our surrounding 
community. So I would really feel as though everything I did was in 
vain if I did not go back to helping the populations that are near and 
dear to my heart and the populations that helped get me through my 
graduate program. That interest has always been there.

For Alexandria, this racialized concern for black communities is 
the primary force that drives her ambitions. This specifically 
race-conscious approach to medicine means that, for her, even  
a highly accomplished career would seem less successful if it  
did not also include a way of reaching out to and serving black 
communities.

Mindy, another nurse, also talks about specifically choosing 
the public sector in order to serve communities of color: “[Blacks] 
are culturally a higher percentage of the poor, and so I just feel I 
take personal responsibility in making a difference. I’m really 
focusing on the culture that needs it the most and figuring out 
ways to reach them. And I look at this opportunity [to be a nurse 
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practitioner], and it’s really about being able to bridge the gap.” 
This focus on serving poor black patients shapes her occupational 
goals and makes the public sector worth the financial trade-off.

I would love to work at a [federally qualified health center] or 
something like that. I do still want to provide care for low-income 
women, just because I feel that being who I am, being—I was tell-
ing you about the smile that I get when I walk into a black patient’s 
room and they see me; and they can identify with me and they 
trust me. I feel that sometimes low-income women may get the 
short end of the stick, or [that] from life experiences, they don’t 
trust a white provider as much, or [they] feel like the system has 
done them wrong for whatever reason. And that can get in the way 
of them being as healthy as they can be. So it’s only fair that they 
have access to providers that they can trust, that they feel they can 
talk to, that will listen to them. Private sector does pay better, but 
the private sector comes with its own issues. You get entitled peo-
ple and folks who think that just because they say so, it is so. But 
yeah, I’ll probably stay in public sector.

Mindy is unequivocal about the fact that a key part of her  
work involves being a deterrent to the kind of adverse experi-
ences many low-income women, particularly women of color, 
encounter in the health care system. It is important to her to be 
a corrective to the ways that poor minority women have been 
exploited through the health care industry or other institutions. 
She also recognizes that her very presence as a caregiver of 
color not only can help her reach these patients but also can pos-
sibly improve their health outcomes. As a result, she is willing to 
forgo the greater financial rewards present in the private sector 
so that she can make a more personal difference in public health 
care facilities.

This desire to give back to black communities crosses gen-
dered and occupational lines. Doctors, nurses, and physician’s 
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assistants all speak of wanting to help members of a black com-
munity that, by and large, has been underserved and subject to 
poor medical care and health outcomes. This commitment to 
the public-sector challenges some of the prevailing ideas that 
this arena is no longer a space where blacks can find stable, 
rewarding work. While it is true that public-sector employment 
is down, and that blacks are disproportionately affected by its 
growing privatization, it nonetheless remains a draw for blacks 
seeking professional work (Greenstone and Looney 2012; Laird 
2017; Wilson, Roscigno, and Huffman 2013). Indeed, data from 
the 2015 American Community Survey show that blacks com-
prise 18 percent of those working in the public sector (African-
American Labor Force in the Recovery 2012). They thus form an indis-
pensable part of what remains of the public-sector workforce.

In this context, then, working in the public sector helps fulfill  
a noneconomic, more sociocultural mission. Yet the shrinking 
resources allocated to the public sector means that these institu-
tions are increasingly reliant on black professionals to keep run-
ning. This puts black health care workers in a position where, when 
they are driven by the desire to provide better care to poor black 
communities, their very presence and willingness to work in the 
public sector becomes a form of equity work. Organizations can 
capitalize on black professionals’ firm commitment to the public 
sector and the black patients who rely on it for care, making black 
professionals’ labor a form of equity work that allows the public 
sector to function in spite of dwindling resources and support.

EQUITY WORK IN THE PUBLIC SECTOR

While they are well aware of the costs and limitations of work-
ing in the public sector, black health care workers generally 
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seem comfortable with the trade-off they are making. It is 
important enough to them to provide care for black communi-
ties that they make peace with the fact that this means sacrific-
ing financial rewards (to a degree). However, they are still aware 
that the organizations where they work rely heavily on them to 
provide respectful, high-quality care to communities of color. 
Many public-sector hospitals in particular describe themselves 
as focused on and fiercely dedicated to meeting this communi-
ty’s health care needs. But even as organizations bill themselves 
as institutions devoted to providing high-quality care to diverse 
populations, black health care workers note that they often have 
to be the ones who offer this care in an efficient, personable 
manner. This is particularly evident as black health care work-
ers compare their own treatment of black, often poor patients to 
the ways their white colleagues interact with this population.

Why Equity Work Matters: Stereotypes and Patient 
Care in Public Facilities

Because of their shared racial status and commitment to the public 
sector, black health care workers usually feel a sense of kinship and 
solidarity with black patients. This does not appear to be true for 
their white peers. To the same degree that black health care work-
ers feel personally obligated to treat black patients with kindness 
and respect, they note that many of their white coworkers apply 
racial stereotypes to the patients they serve. Given black health 
care professionals’ commitment to caring for these populations 
(even at their own financial expense), they find that seeing white 
coworkers dismiss or shame black patients becomes extremely 
frustrating. It also illuminates the ways racial outsourcing requires 
black professionals to do the equity work of assuming an outsize 
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role helping organizations meet their stated goal of providing care 
for racially diverse populations.

In many cases, equity work is done subtly, without a lot of  
fanfare. Ella, the obstetrician/gynecologist, for instance, makes it a 
point to stand close to and even touch some of her patients as she 
completes her rounds at the hospital. She is especially likely to do 
this for patients whom she expects will not receive the same level 
of care and concern from her white colleagues. In one case, we had 
to deliver some very bad news to a young black woman patient. 
Before going in, Ella explained the patient’s history to me, and 
said, “She’s going to take this hard. It’s not an easy situation to be 
in, and there’s really no right answer as to what she should do.” 
When we entered the room, Ella greeted her patient warmly, stood 
next to her bed while explaining the situation, and touched her 
arm reassuringly as she shared what would need to happen next.

At the end of that day, I talked with Ella a little bit more 
about this patient. When I asked her if she thought her manner 
was common among other physicians, she laughed outright and 
replied, “Girl, please.” Comparing her own approach to patients 
to her colleagues’ approach, Ella notes how her own attitude 
about treating patients evolved when she transferred to a hospi-
tal that served a poorer population.

In my old practice, I served patients who are on Medicaid, but a lot 
of my patients were really kind of middle-class or affluent suburban 
patients. And so, if you were late, they penalized you. Right, I could 
still see you, but you were going to be seen after every other single 
on-time patient before you.

Here, I don’t do that anymore. Patients sometimes have to  
catch two buses to get to me, or they have to get their kid to school 
and then get here. If they don’t have transportation, they got a ride. 
I mean, the social situations are so complex that I will see you 
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whenever you get there, because I realize that the average patient 
goes through a lot.

Yet Ella continues on to point out that most of her colleagues do 
not share this sentiment about patient interactions. Instead, they 
are likely to assume ill intent:

A lot of [my coworkers] don’t see that, and they’re just like, “These 
patients are always late. They have no respect for time.” Or, we 
admit patients who are pregnant, a lot of times not because admis-
sion changes anything but because they are so high risk that a bad 
thing could happen at any moment and we just want to be there to 
catch it. But for the young mom who is single and has five kids, 
who’s going to take care of her kids? Yet, when she decides to leave, 
we make her sign paperwork that says she’s leaving against medical 
advice. And it’s, “I can’t believe this woman would go home with 
this condition, and she is willing to kill her baby. And I advised her 
that all these bad things could happen, including death.” All true. 
But, I mean, we’d also say she was a bad person if her five kids who 
are under the age of ten are at home by themselves. So, [it’s easy for 
them to] forget the human aspect and the complex situations that 
our patients have and just operate as if our patients have the same 
lives we do. Which is unfair.

While Ella takes pains to be cognizant of the social context in 
which her patients make decisions about health care, compliance, 
and treatment, her observations indicate that her coworkers do 
not necessarily make such efforts as commonly as she does. Her 
perception is borne out by some interactions I witnessed between 
white practitioners and patients of color. During another visit to 
her hospital, I was heading back to the room where doctors and 
nurses convened for their morning meetings when I heard some-
one speaking loudly. I noted, farther down the hall, a young 
white woman nurse in conversation with an older black male 
patient who appeared to be in his seventies. I hesitated long 
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enough to discern that the gist of the conversation involved the 
nurse’s frustration with the patient for failing to follow her medi-
cal advice. Before I ducked into the central room, I overheard her 
angrily ask, “Why are you standing?! I have told you so many 
times that standing is not good for your lungs or your abdominal 
muscles! You do not listen!” The patient simply hung his head and 
bore this scolding silently.

I did not say anything to Ella or any of the other doctors about 
what I overheard, but I did note that the tone and approach this 
nurse used was starkly different from the ways I heard black prac-
titioners talk to black patients. To be sure, black health care work-
ers sometimes expressed frustration with the patients they treated. 
They noted that some patients use the ER for routine care rather 
than emergencies, or they described feelings of irritation with 
patients who ignore their professional advice and refuse to vacci-
nate their children. However, I never heard black practitioners 
express these feelings directly to patients. They were exacting and 
careful about treating all patients, but particularly black poor ones, 
with the utmost respect, and often did so in ways that offered a 
sharp contrast to the interactions I witnessed between white prac-
titioners and black patients in public care facilities.

Akinyele, the anesthesiologist mentioned earlier, argues that 
some of these differences are rooted in white practitioners’ 
racial stereotypes of poor black patients:

Here’s the deal on the care. When a patient walks through the door, 
they’re there for help. Now, there are people who do take advan-
tage. Or attempt to take advantage or try to get the most out of 
their visit, but the bottom line is: we are there as service providers. 
The detractors say, “This person has no insurance; this person’s a 
frequent flier; this person only wants narcotic medication, they 
don’t really have a problem.” But that notwithstanding, it shouldn’t 
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determine or shape your care for them. You should care for them the 
same. There were many times when I saw patients shunned simply 
because of their skin color and what problems they presented with 
that may or may not be prevalent in our communities, but that our 
community can’t help. But [you can] tell that, over many years of 
time, we began to change our own lifestyles. But that’s not some-
thing that can change tomorrow. So having a physician—if you 
want to use [that for] lack of a better term—taking it out on the 
patient because of who they are or what environment they’re from,  
I thought was very unfair. Without considering that maybe it’s not 
the fact that they’re black or that they’re poor or—maybe they just 
don’t know. Maybe they don’t have education. And from my col-
leagues’ perspectives—I’ve seen where they administer care and, 
hopefully, they administer it in the best way possible, regardless of 
how the patient looks or sounds. But there’s all sorts of anecdotal 
conversation about “I know how these people are when you give them 
medication” or “I see this all the time with this population.” Where 
is that research? Where is that evidence?

Akinyele is careful to note that he hopes and believes his col-
leagues still administer the best care they are able to offer. But 
his comments also highlight his sense that seeing white practi-
tioners stereotype and denigrate black patients makes it all the 
more important for him both to monitor colleagues’ actions and 
to offer care that is thoughtful and considerate, in contrast. This 
racial outsourcing has multiple consequences. It leads to equity 
work for Akinyele, as he watches coworkers to ensure that they 
are in fact treating black patients the same as others. This then 
creates dissension, frustration, and social distance from white 
coworkers who seem comfortable viewing black patients through 
derogatory racial stereotypes.

Katie, a nurse, also shares a particularly egregious example of 
seeing a black woman patient mistreated by white medical staff. 
She states,
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I heard someone screaming, and my patient became very fright-
ened because the screams were horrible. And I said, “Oh, I think it’s 
someone in the last stages of labor.” But it was disturbing to me, the 
new young nurse [shadowing me], and the patient. We were very 
disturbed. And in the afternoon when I left the room, I came out 
and the residents and the head nurse of the unit—she was a very 
flirtatious-type woman—she was flirting with the physicians and 
they were all laughing. What had happened—it was such a busy 
day in the labor birth unit that anesthesia was in short supply. And 
this woman [whom we heard screaming] was not in labor. She had 
a tubal ligation under local anesthesia. And she said [that] when the 
physician finished, he looked down at her and said, “Oh, that wasn’t 
so bad, was it?”

Katie recalls that she was aghast at this scene, and describes it  
as one of the defining encounters of her entire nursing career. 
Indeed, her account of seeing this black woman condescend-
ingly and cruelly treated evokes gynecology’s earliest roots  
in the US, when Dr. Marion Sims experimented on slave women 
while they were fully conscious, given no anesthesia, and obvi-
ously unable to give their consent. Equally horrific was the way 
Katie’s white colleagues reacted indifferently to this patient’s 
pain. Even today, white doctors still have pernicious racial  
stereotypes about blacks, believing that they are biologically 
different from whites in many ways, including having a higher 
pain threshold (Hoffman, Trawalter, Axt, and Oliver 2016). 
When white doctors can treat black patients in this fashion—
and face few consequences for doing so—black workers find 
themselves stepping up to do the equity work of offsetting this 
type of care.

Later on, Katie shared with me her experience of finding her-
self in need of care and seeing, from a different vantage point, 
how women of color are treated in the health care system.
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Very briefly, something happened to me, a major accident almost 
five months ago. And when I arrived at the hospital in the trauma 
ward, they didn’t know—and it shouldn’t make any kind of differ-
ence—they didn’t know who I was in the community. And I 
received very poor treatment for about fifty-five minutes. And then 
someone noticed my name, and they went to see who I was. This 
was in a major inner-city urban hospital. When I arrived, I was just 
an overweight, middle-aged black woman. And not terribly over-
weight, but you know. Overweight. And I’m on a board. And I said, 
“You see me, as we would say, phenotypically.” They just see who I 
am by looking at me, and they made a judgment.

Katie is in the uncommon position of having seen firsthand how 
her hospital treats women like her when they arrive as patients, 
and her impressions were not favorable. Having this personal 
experience with the ways that people of color can be treated in 
care facilities makes black professionals feel even greater dis-
tance from their white colleagues.

Ainsley, an obstetrician-gynecologist, has had a very similar 
experience of being in her patients’ shoes.

I’ve also been a patient in my health care system. So now I under-
stand more of why black patients have a distrust of the system. I 
think, as a person of color in the health care system, I do believe 
that you are treated differently. I remember I was scheduled for a 
procedure as a patient, and the nurse is referring to me as “sweetie” 
and “honey,” just kind of talking down to me or talking over me as 
if I weren’t there. [At one point,] we were having a conversation, 
the nurse and I, about a nanny. Another nurse came in, and she was 
like “Oh, are you a nanny?” And [the other nurse] was like, “Oh  
no, she’s a physician here.” And suddenly, the entire timbre of the 
conversation changed. During that same encounter, I’m in the pro-
cedure room undergoing anesthesia, and when I have a patient 
going under anesthesia, I will hold her hand. Anesthesiologists are 
usually trying to talk and comfort people. It’s scary, even if it’s for 
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something minor. They had music blasting. They were speaking 
over me. Their procedure was going to be late, so I’m lying there in 
a pretty vulnerable position for a long time, and everybody is just 
kind of talking around me as if I am a car that they’re working on 
and not a person. I feel like they just made some assumptions about 
me. As soon as people realized I was a physician, the entire encoun-
ter would change. But it shouldn’t matter, should it? I mean, every 
patient should be treated well, regardless.

Ainsley, like Katie, saw for herself what the experience of  
being a black woman patient in her hospital entails. This not 
only gave both of them greater empathy for the patients they 
encounter but also added to their feelings of distance from their 
white colleagues, who they see, firsthand, treating black patients 
dismissively.

Note that these findings add greater depth to black doctors’ 
characterizations of racial interactions, discussed in chapter 2. 
When asked how they believe race affects their work, doctors 
note that there are few overt cases where colleagues (or patients) 
mistreat them openly and directly. The narratives doctors share 
in this chapter are consistent with that claim, but develop it  
in an important way. While black doctors do not routinely 
encounter colleagues who openly stereotype or belittle them, 
white coworkers’ biases manifest when they interact with black 
patients, particularly poor black patients in public hospitals who 
are easily stereotyped when observed through the lenses of class 
and race. Thus, black doctors’ occupational status and prestige 
may allow them to avoid direct expressions of racial bias. But 
they still see white colleagues’ racial prejudices toward black 
patients who do not have the same level of economic and social 
privilege. This is particularly pronounced for black doctors  
who work alongside their white colleagues in the public sector 
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and treat patient populations who are disproportionately poor 
and black.

Consequences of Equity Work

In the public sector, black health care workers are able to fulfill cer-
tain occupational and personal goals that transcend simple finan-
cial rewards. But black professionals also do equity work when, in 
the absence of organizational efforts to ensure that patients of color 
receive respectful care, they step in to make sure this occurs. This 
form of equity work takes a toll, however. It frays relationships with 
both white colleagues and the larger institutional structures in 
which black professionals work, leaving black health care workers 
feeling frustrated and alienated from coworkers and the institu-
tions that they believe are exploiting their racial loyalty.

In many cases, this sense of distance emerges when respon-
dents discuss their reaction to the Affordable Care Act. Though 
this legislation further shifts health care out of the public sector 
(by requiring citizens to purchase a product sold in the private 
market), black health care workers appreciate the end result—
that it allows more people to have access to health care. Given 
this outcome, black health care workers generally regard the 
ACA, despite its flaws, as a good start to fixing some of the deep-
rooted problems of the health care system. Yet they believe that 
for many of their white colleagues, this aspect of the ACA is lost. 
Instead, they argue that their white coworkers are more likely to 
see the ACA as an example of government overreach that under-
mines their individual freedoms, a belief that fosters a sense of 
distance that can erode camaraderie.

Katie, a nurse practitioner, spoke to me about the distinctions 
she saw between the online comments of black public-sector 
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workers and of white practitioners in private practice, all of 
whom took an online course she teaches on this topic:

I would say to you there’s two schools. Lots of people, significant 
numbers of health providers, think that the Affordable Care Act is 
a horrible thing. I try to teach that it’s not. It’s a policy, and it’s not 
health care reform. It is insurance reform. So some of the things we 
need to do about health and health [care] delivery and outcomes 
haven’t happened, but it’s a start. Before it was going to be insti-
tuted, it was passed March of ’10. That very year, I was teaching the 
doctoral policy course. And I forget the topic, but it was something 
related to that. I had it online, and [my students] had a discussion 
forum. I had maybe forty-three doctoral students in one course. 
And there were three cohorts throughout the day. Some of them 
were online, [and] they talked about: “This thing is horrible that’s 
coming.” And “we don’t need it.” And “we have the best health care 
in the world.” Oh, and they loved one of the code words we use 
when we want people to feel a certain way: socialized medicine. I was 
online that day for eleven hours. . . . So in the early afternoon, 
evening, I got the two other groups, and the tenor of their conver-
sation was different. And one of them said, “I don’t know about the 
Affordable Care Act. But I know we need a change. We need some-
thing.” And they would talk about how their patients didn’t have 
access to certain things. So I went back and I said, “What is the dif-
ference? What am I seeing here?” Well, the folks in the first of the 
three groups were all private practitioners in the cities. Those are 
the people who are making good money for being providers in a 
private setting. The ones who were saying things aren’t good are 
the people who were serving the rural population, primarily. The 
private practice people were more likely to put it down and say it 
was terrible and socialized medicine, but the people with the 
underserved saw the potential for it.

Katie astutely notes the ways that class and race matter in shap-
ing the response to how privatization shapes health care. While 
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the mostly white private-practice nurses rail against the ACA, 
those in public-sector work are more exposed to the need for 
reform that would improve access and care.

Curtis, an oncologist, also speaks about the ways that white 
colleagues’ public disdain for the ACA can have a silencing 
effect:

I know one colleague for sure who is very, very, very conservative, 
very anti–Affordable Care Act. And there are several things that 
the Affordable Care Act makes you do which are painful, kind of 
onerous. You’ve got to do this X, Y, and Z, and it’s another check 
box that you’ve got to deal with. And you’ll get the email from one 
of our colleagues, one in particular who [will say], “Oh my God, 
ACA stuff, blah, blah, blah.” He will ramble on about it for a few 
minutes. And for a while my other colleague would engage him, 
and they’d get into these sort of email shouting matches. It’s been 
very positive from a research standpoint for me to be able to get 
patients on studies. My politics are probably more toward social 
liberalism than anything else, and I don’t go into that, but there are 
people within our group up here who will.

For Curtis, the ACA has been helpful in identifying patients of 
color who may be willing to participate in clinical trials. This 
sort of representation can be crucial to ensure that medical 
research is done in a way that includes and benefits people of 
color. However, Curtis’s colleague’s vehement denunciations of 
the ACA lead him to keep his opinions to himself and curb his 
connections with this colleague in particular.

David, another nurse, also hears these sorts of sentiments 
from white doctors in his practice:

The only thing I hear is the complaining from the doctors. They 
complain every day. And that is the big problem. That’s the only 
thing that I wish they would do, is stop complaining, because . . . I 
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guess it’s my personal view. I think that everyone should be afforded 
the right of having health care. And that’s what I feel. Now some 
people don’t believe that. Some people believe other things: like 
any other thing in this world, you’ve got to pay for it; and it should 
be just like any other type of insurance. But I just think if you don’t 
have it, you should still be afforded the right to have health care. I 
think that is something that our country should be giving to every-
one. So the only thing that I have a problem with is their complain-
ing about it. For these guys to be on the higher end of the spectrum 
of prosperity in our country, I just feel that they should have a little 
more grace for those who do not have it. They complain about 
[how] it’s ruining—and my side is that there’s only twenty-two 
million Americans that receive it—but what they’re saying is that 
it’s ruining the payment system as far as the repayment of the 
insurance. They state it within the operating room. They’ll talk 
about the reimbursements and their tax dollars. [Because of my 
position,] I can’t disagree with them. They’re part owners of our 
facility, so I let them state their position on it, just like who they 
will back politically. They state that, which is kind of interesting. 
They talk about their tax dollars, but they’re thinking of voting for 
someone that doesn’t pay taxes.

To a degree, David’s silence on these matters reflects his posi-
tion as a nurse within the health care hierarchy. When the doc-
tors who have an ownership stake in his facility are critical of 
the ACA, it is impolitic to challenge them publicly. However, 
the perception that white (mostly male) doctors are hostile to 
legislation that can help underserved communities (even if they 
still get care from public hospitals) contributes to distance 
between black and white workers.

It is important to connect this to the racial stereotyping over-
laying the ACA. When opponents, especially conservative ones, 
criticized this legislation, some described it as welfare, repara-
tions, and indicative of Obama’s socialist inclination to take 
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money and resources from well-off whites and redistribute them 
to poorer, less-deserving blacks, who were believed to be his 
core constituency (despite the fact that this is not how socialism 
actually works). These are all terms that are consistent with the 
sort of coded racial discourse that marks blacks as lazy recipi-
ents of government handouts rather than as people who want 
and are willing to work for economic and social rewards. Thus, 
when black health care practitioners in the public sector see 
their white colleagues castigating the ACA—a major legislative 
achievement that benefits black populations and that was passed 
by the first black president, no less—it serves as a powerful sym-
bolic reminder of their racial difference and distance.

“IT MAKES ME FEEL LIKE MAMMY”: GENDERED 
CONSEQUENCES OF RACIAL OUTSOURCING AND 

EQUITY WORK

Racial outsourcing creates subtle cleavages between black and 
white professionals at all levels of the occupational ladder. How-
ever, it also produces specific gendered reactions from black 
women, particularly those working in medicine. Recall that as a 
result of their occupational status, black women physicians work in 
jobs that are unquestionably at the top of the health care status lad-
der. As a result, they have more latitude than nurses and techni-
cians to attempt to enact far-reaching, structural changes. Racial 
outsourcing means that they do the equity work to reach commu-
nities of color when their organizations do not, and they do so by 
trying to develop clinics, special programs, and other initiatives 
that have the potential to create significant systemic changes.

One consequence of this, however, is that it leaves black 
women doctors particularly frustrated and annoyed about the 

148 / It’s Not Grey’s Anatomy

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



ways racial outsourcing evokes racial and gender stereotypes 
about black women’s labor. Black women doctors express very 
strong feelings about the ways that racial outsourcing exploits 
their commitments, empathy, and concern for people of color. 
They share the emotions of anger, weariness, and mistrust of 
the colleagues and institutions that they believe take their her-
culean efforts on behalf of black patients for granted.

I heard one particularly forceful expression of this during an 
exchange with Dr. Randy Goodwin and two of his colleagues at 
City Hospital. When I first arrived, Randy took me around to 
introduce me to other doctors and nurses in different sections of 
the hospital. At one point, he introduced me to two women doc-
tors, one white and one black, in an adjacent department. “This 
is Adia,” he said. “She’s a sociology professor and she’ll be shad-
owing me for a research project she’s doing.”

The two women welcomed me warmly and introduced them-
selves. Dr. Ashley Davis-Jackson was tall with a wide smile and 
freckles. I later learned that she was biracial, though she identi-
fied as black. Dr. Rebecca Plies was white, appeared to be in her 
fifties, and was of average build with a blonde bob. After intro-
ductions, Rebecca asked me to tell her about my project. I replied, 
“It’s a study of how work transformation affects black profession-
als. I’m really interested in how a lot of recent changes to how 
work is done affect black professionals, especially when they’re 
employed in a rapidly changing industry like health care.”

Ashley and Randy nodded. After all, Randy had heard my 
spiel about the project already, so this summary was not new  
to him. Rebecca nodded her head thoughtfully. She said, “That’s 
interesting. You know, I wonder if maybe whites really have  
the same outcomes as blacks, though. I mean, I think it’s proba-
bly understudied, but it’s probably pretty much the same for 
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whites. Don’t you think? Would health outcomes really be that 
different?”

Without even glancing at Ashley and Randy, I had a feeling 
that the subtext of the conversation had just changed. Before I 
could answer, Randy spoke up. “Not really. I mean, everything—
there’s so much research that shows that blacks have worse health 
outcomes. Even across income levels. It’s not even just a class 
thing.” I added, “Besides, my project is more about health care 
professionals. So I’d be more focused on how changes to the way 
we work affect black doctors, nurses, and if there are racial differ-
ences there.” Ashley said nothing.

After a few more minutes of small talk, Rebecca went off to 
check on a patient. When she left, it quickly became clear that 
my suspicions that the atmosphere had changed were correct. 
Ashley immediately turned to Randy and me and said, “See? 
That is so typical of white people. And there’s an example for 
your study! We all know that blacks have worse health outcomes 
across every measure. Shit, we work in this hospital where we 
see this type of shit every day!! But there it is. White people 
always want to act like, ‘Oh, it’s not really race. That doesn’t 
matter anymore!’ ” Randy laughed and agreed.

When Randy left, I asked Ashley more questions about her 
work at the hospital. She echoed some of the comments I had 
heard from other black women doctors and nurses, saying,

It is frustrating how under-resourced we are. And [administrators] 
will overwork you. It’s crazy. But it’s because they know that we’re 
here because we’re committed to these populations. So funding 
gets cut, we don’t have the things we need, but they know we’ll still 
come in and work our asses off to get our patients what they need. 
It’s kind of bullshit. It makes me feel exploited. It makes me feel  
like Mammy, honestly. Because we empathize—no one has more 
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empathy than black women. But that’s not rewarded in the  
structure of how medicine works. So we just keep on working and 
working with less and less.

Ashley’s comments are important for several reasons. For one, 
she emphatically stresses how white colleagues’ willingness to 
ignore racial differences and outcomes, even in a hospital that 
serves a predominantly minority patient population, can engen-
der social distance. Second, she underscores how the shrinking 
public sphere engages in racial outsourcing as it discreetly relies 
on black professionals’ equity work to continue providing some 
level of care to underserved populations. Even though they are 
employed in severely under-resourced environments for lower 
pay than they know they could earn in the private sector, black 
professionals remain determined to compensate for the negative 
treatment that they know black people can receive in the health 
care system. But they also sense that this loyalty is exploited 
when administrators rely on their dedication to providing care 
under bleak circumstances. Furthermore, this can create a par-
ticularly racialized and gendered outcome for black women, 
who may be subjected to enhanced pressures as a result of the 
ways they connect with patients (particularly other women of 
color) and their wish to improve the system.

Ella, the obstetrician/gynecologist, speaks about this as  
well. When I shadowed her at work, she was in the midst of a 
particularly busy week as she was back “in service” (serving as 
the attending for the week), as well as preparing for an unusu-
ally taxing procedure the next day. Importantly, she also was 
hosting a special group for low-income mothers (mostly women 
of color) to emphasize the necessity of regular health care, nutri-
tion, and wellness.
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I sat with Ella in her office for about an hour at the end of her 
day. Most of her time was spent on the phone calling her clinic 
members to remind them of their group meeting the next day. I 
wrote in my field notes, “Ella’s phone stays ringing! Who knew 
so much of a doctor’s time was tied up in phone calls, texts, etc.?” 
When she got off the phone for a few minutes, I told her I was 
surprised to see that so much of her job involved this kind of 
work. She said, “Well, this is somewhat atypical because of all 
the things that are happening this week. But if I were in private 
practice, or had patients who were more well off, this wouldn’t 
be happening. There would be a whole infrastructure in place to 
attend to these sorts of details.”

I was curious about how Ella saw this aspect of her work. After 
all, she had trained at some of the top universities in the country. It 
seemed to me that she’d made a conscious decision to immerse 
herself in work with poor, predominantly black mothers, providing 
high-quality care despite the complications entailed in doing so. 
When I prodded her about this, she replied, “I feel a commitment 
to these women. My colleagues don’t get that. I’m always explain-
ing to them that patients aren’t just being difficult or stubborn, but 
they’re making real choices about food, child care, and being com-
pliant. Given where we are located, these are the patients that we 
are going to have. Our mission is supposed to be about providing 
care. But we do so with half the resources that we need, because 
they know they can rely on black women to do the work.”

Again, Ella makes an insightful point about how organiza-
tions rely on black health care workers, and black women spe-
cifically, to go above and beyond and pick up the slack when 
organizations state that they appreciate diversity but do not 
devote specific resources to reaching minority communities. It 
is also worth noting that these women see this as a decisively 
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raced and gendered arrangement. Indeed, social institutions 
from nuclear families to civil rights organizations have long 
relied on black women’s labor in order to function smoothly and 
effectively, so the raced and gendered patterns Ella and Ashley 
identify have an established historical precedent in America 
(Collins 2000; Robnett 1993). These black women doctors show 
that one of the downsides to racial outsourcing and the resulting 
equity work is the frustrating sense that, not only do their insti-
tutions exploit their labor, but they do so in ways that tap into 
black women’s long-standing experiences with being taken for 
granted by the organizations in which they work.

These feelings provide a new twist to the concept of emotional 
labor, a term initially coined to refer to the ways that organiza-
tions commodify and exert control over workers’ emotions (often 
in ways that perpetuate gender inequality). Emotional labor is 
complicated by the relationship black workers have to predomi-
nantly white organizations (Evans 2014; Hochschild 1988; Wing-
field 2010). For black women in these settings, emotional labor 
may not be explicitly mandated by organizational structures, and 
it is racialized in ways that Hochschild (1988) did not anticipate. In 
contrast to (white) women working as flight attendants (Hoch-
schild 1988) or in the legal field (Pierce 1995), where emotional 
expectations are both gendered and embedded in the occupations 
in which they are employed, these black women do a sort of emo-
tional labor that is driven much more by the experience of being a 
racial minority than by occupational or even organizational dic-
tates. This leaves them concealing their frustrations about equity 
work because they know, as black workers, that this is expected—
not because that is part of the physician’s job.

Addressing this point, Aliya, a neonatologist, speaks about 
the need to hide her feelings: “It bothers me a lot, yeah. It does 
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bother me. In the position I’m in as a trainee, and not the depart-
ment chair, and I’m not the medical director, . . . there’s not much 
I can do about it. Other than complaining. But yeah, there’s not 
much I can do. You just cover it up.” Black women physicians 
like Aliya find themselves in a contradictory position. They 
know that organizations rely on their commitment, dedication, 
and empathy in order to meet their patient populations’ needs, 
and are attuned to the ways this evokes gendered and racialized 
implications. Yet despite their status as doctors, being in the 
racial and gender minority means they still feel they have to 
work to hide their feelings of frustration and discontent at this 
arrangement. Hospitals do not establish specific guidelines for 
black women doctors’ emotional performance, but the intersec-
tions of race, gender, and occupational status structure the sort 
of emotion work they do all the same.

Even Suzanne, a geneticist in a high-ranking role in a public 
hospital, makes the same calculations about the emotional  
labor that stems from her feelings of being taken for granted  
by her institution: “It’s trying to take a toll. Yeah, I think I’ve  
just become more jaded. I’ve become more jaded. I’ve become 
just . . . not nearly as open as I used to be with my colleagues.  
I used to be very, incredibly, open; and now I’m just a lot more 
guarded, because I just . . . it’s not even being hurt, it’s just [that] 
you tend to become apathetic about it.” For Suzanne, the nega-
tive emotions associated with feeling taken for granted drive  
her to become cynical and guarded. Her relatively high-status 
position even among doctors at her hospital indicates that for 
black women in medicine, the disturbing sense that organiza-
tions take advantage of their commitment is enough to prompt 
the emotional labor of concealing these emotions, even if doing 
so results in apathy.
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The American Panel Survey data bolster these women’s argu-
ments about the gendered costs of medicine. In figures 6 and 7, I 
show the predicted trust in doctors, conditional on an individu-
al’s income, when the doctor is female, black, black and female, 
and when the doctor’s gender and race are not specified (i.e., the 
control group). These results are based on a multivariate linear 
regression analysis that allows me to account for the individual’s 
gender, race, educational level, and age. When the doctor’s race 
and gender are not specified, there is a hint of a positive relation-
ship between income and trust in doctors inasmuch as individu-
als with lower incomes show less trust in physicians. However, 
the trend that jumps out is the lack of trust in women doctors 
among low-income individuals. People with very low incomes 
(relative to very high) do not trust women doctors (p = .101), and 
they especially do not trust black women doctors (p < .001).

For black women working in these public facilities, where 
patients are often low-income or uninsured, these gendered 
biases may compound their sense that they encounter a uniquely 
racial and gendered experience in these settings. The American 
Panel Survey data are consistent with many other studies show-
ing that women of all races face specifically gendered challenges 
in medicine. They struggle to get patients’ and colleagues’ 
respect, confront the stereotype that women simply are less 
capable than men in science and math, and navigate grueling 
work environments that leave little to no time for a work/family 
balance (Boulis and Jacobs 2008; Cassel 2014; Pololi, Conrad, 
Knight, and Carr 2009). The American Panel Survey shows  
that patients who believe that women doctors are less capable 
are more numerous among the low-income populations who  
are disproportionately present in public facilities. Women phy-
sicians already work harder to gain patient trust. For black 
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Figure 6. Predicted trust in doctor by respondent income and experimental condition. 
Source: The American Panel Survey, September 2016.

Figure 7. Average marginal effect of respondent income on trust in doctor. Source: 
The American Panel Survey, September 2016.
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women, this additional work may exacerbate their frustration 
with institutions that they believe exploit their work with little 
acknowledgment or reward.

Black men doctors do not offer these same gendered and racial 
perceptions of being taken for granted, but this should not be 
taken to suggest that their commitment to public-sector work is 
any weaker than that of their women colleagues. As we know, 
some of the black male doctors in this study had also established 
programs that allowed them to reach underserved populations, 
in excess of what the hospital expected or required. Interestingly, 
though, while they also express frustration that institutions take 
their labor for granted, they do not put it in the same racial and 
gendered terms that black women use. It may be that the long 
history of black women providing unacknowledged, uncompen-
sated services makes these black women doctors particularly 
attuned to the ways that this pattern is unfolding in their own 
lives. And given the well-documented pay gap between women 
of color and everyone else, black women doctors may be espe-
cially aware of the lack of financial rewards attributed to their 
efforts relative to those of their counterparts. Race and gender, 
then, intersect again to shape not just how equity work occurs 
but its consequences as well. This is particularly evident when 
the process of racial outsourcing leaves both black men and 
women feeling as though their labor is being appropriated, but 
creates specific feelings of resentment for black women.

SUMMARY

Work in the public sector is complicated for black professionals. 
On the one hand, it offers a direct opportunity to have an impact 
on the communities to which they are most committed. As 
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health care becomes increasingly stratified, the public sector 
suffers from the effects of privatization, disinvestment, and 
underfunding. Yet for many black patients, this under-resourced 
public sector is their only option for health care. Consequently, 
health care workers who are determined to be a resource for 
black patients find that the public sector offers a place to do this.

However, the demands of the public sector mean that racial 
outsourcing puts black health care professionals in an uncom-
fortable position. They work for organizations that often claim a 
dedication to providing care to diverse populations. Yet their 
white coworkers in these settings frequently rely on racial ste-
reotypes and judgments as they assess and treat black patients. 
Racial outsourcing then occurs as black health care workers do 
the equity work of both keeping these organizations running 
despite a shrinking allocation of resources, and assuming an out-
size responsibility for stepping up to compensate for the ways 
that they see white colleagues interacting with black patients.

Not surprisingly, racial outsourcing has stark emotional con-
sequences for black professionals in this context. It leaves them 
frustrated, alienated, and distant from their white coworkers, 
because they see them stereotyping black patients as drug users 
or noncompliant patients. It also engenders mistrust and anger 
at the organizations in which they work, because they see the 
ways that their important labor goes unacknowledged and unap-
preciated. For black women doctors, this is an especially bitter 
pill to swallow, as it evokes long-standing racial and gendered 
patterns in which black women’s work is exploited and appropri-
ated without compensation or reward.
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In the new economy, the relationship between organizations and 
workers is distinctly different than in previous generations. 
Today, many organizations recognize the need to acknowledge 
and respond to growing racial diversity. At the same time, they 
balance this with growing pressures to improve profit margins 
and meet a financial bottom line. Simultaneously, the public 
sector—where many communities of color access education, 
transportation, and other basic needs—suffers from declining 
attention and support. The current state of the health care 
industry provides a particularly illuminating look at this situa-
tion. Professional organizations representing doctors and nurses 
now openly accept that their professions simply must become 
more racially diverse in order to provide care effectively to a 
population that is steadily becoming less white and more black, 
brown, and Asian. At the same time, health care has become 
increasingly commodified in ways that have led to a stratified 
system of privatized care for a privileged few and publicly 
funded, under-resourced care for most others.

Conclusion
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I argue in this book that this tension creates a process of 
racial outsourcing. As health care becomes more and more of  
a market-based commodity, it leaves the organizations attempt-
ing to serve diverse populations ill equipped to address the 
needs of minority communities. In the absence of specific, tai-
lored programming targeted to this end, organizations today  
are increasingly reliant on black professionals for this labor. As  
a result, black professionals do the equity work of reaching  
out to and serving the needs of communities of color. This hap-
pens through both overt and implicit processes: in some cases, 
organizations tacitly accept black professionals’ equity work, 
while in others they explicitly assign it. Either way, in a broader 
economic context where organizations cut labor costs, shift 
more responsibilities onto workers, and prioritize profit margins 
over employees, racial outsourcing allows them to address and 
engage minority communities without expending extensive 
institutional resources.

The results of this research also show how racial outsourcing 
and equity work are inextricably linked to workers’ positions in 
the occupational hierarchy and to the racialized, gendered, and 
classed encounters they have in that setting. Doctors see race as 
something that primarily affects their work through structural 
and cultural processes. This is gendered to the extent that these 
institutionalized processes make the everyday sexism black 
women doctors encounter on a routine basis all the more appar-
ent, creating more of a connection between them and white 
women doctors than between black women doctors and black 
men in the field. Organizations’ efforts at cultural competence 
are not effective in addressing these challenges. Consequently, 
black doctors take the initiative of doing the equity work of pur-
suing systemic solutions to racial issues.
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Nurses find that race shapes their work through explicitly 
racist interactions as well as structural ones, and the ubiquity of 
this collapses gender differences that might otherwise persist 
between black men and black women in the profession. In the 
face of both overtly racialized interactions and structural pro-
cesses that disadvantage black nurses, their organizations’ state-
ments in support of diversity seem weak and ineffective. Nurses 
thus do the equity work of pursuing both structural and inter-
personal changes that can protect their patients from the types 
of harassment they themselves face.

Finally, technicians encounter racial mistreatment by nurses, 
who are situated above them on the occupational hierarchy, and 
patients’ families. Perhaps because of their lower status in the orga-
nizational hierarchy, technicians rarely see any initiatives designed 
to address the racial challenges they confront. Owing to techni-
cians’ relatively vulnerable position, managers explicitly engage  
in racial outsourcing when they task them with equity work that  
is outside the bounds of their job descriptions and not required  
of their white colleagues. Black women technicians respond to  
this by quitting, while black men do additional forms of equity 
work when they leverage their cultural capital to help black 
patients navigate complicated new health care systems.

Though occupational differences exist, there are some simi-
larities between how both racial outsourcing and equity work 
affect black professionals. These show up most clearly when 
examining the efforts of black workers in the public sector, where 
institutions rely very heavily on black employees’ equity work in 
order to fulfill their basic missions. Black health care professionals 
are drawn to public facilities that tout their unique capacity to 
meet the needs of diverse communities. Once employed in these 
settings, however, black health care workers often observe that 
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their white colleagues rely on racial stereotypes and prejudg-
ments of the black patients they see. As a result, black profession-
als do equity work when they compensate for their white col-
leagues by ensuring that black patients get the respectful, 
thoughtful treatment they are often denied in the health care 
industry. This occurs across occupational lines, leaving black 
doctors, nurses, and technicians frustrated and alienated from 
their white coworkers and the institutions that they see as exploit-
ing their labor. It is also a gendered process that creates height-
ened feelings of irritation in black women doctors, who note that 
the appropriation of their labor is consistent with ways black 
women’s work is frequently taken for granted, uncompensated, 
and unacknowledged.

The US economy has changed, and these changes have impli-
cations for organizations, occupations, and workers. For blacks 
doing professional work, these broader economic shifts inform 
the ways they encounter explicit racial slights and insults. We see 
this in the way that short-staffing stresses nurses, who then take 
out their frustrations on black technicians. Yet these changes also 
lead to organizational practices that create new forms of racial 
inequality, such as the creation of racial outsourcing and equity 
work. These broader structural changes, and the forms of racial 
inequality that result, have implications for health care, for black 
professionals working in other fields, and for how organizations 
can do a better job meeting workers’ needs in an increasingly 
multiracial America.

IMPLICATIONS FOR HEALTH CARE

Health care now represents one-sixth of our nation’s gross domes-
tic product. It has been the subject of contentious battles over 
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reform, as policy makers debate whether to make it more of  
a right available to all or a commodity purchased by those who 
can afford it. Often ignored in these discussions, however, are  
the ways that current organizational practices may be creating a 
health care model with racial dynamics that are unsustainable. As 
hospitals and other facilities continue to engage in racial out-
sourcing, they run the risk of burning out the workers who are 
providing critical care to a growing segment of the population. 
Part of the reason the medical and nursing industries finally 
acknowledged the importance of attracting more workers of color 
was that patients of color show higher levels of physician trust 
when matched with same-race doctors (Sewell 2015). This is per-
haps not surprising, given the long history of medical racism and 
contemporary white practitioners’ stubborn reliance on racial ste-
reotypes (Hoberman 2012; Hoffman, Trawalter, Axt, and Oliver 
2016). However, if minority practitioners enter these fields only to 
be tasked with doing the equity work of connecting organizations 
to communities of color, this will likely undermine their long-
term ability to provide quality care. Burnout is high for practitio-
ners who are largely motivated by altruism and caring; this stands 
to be exacerbated as organizations rely on black employees’ equity 
work (Dill, Erickson, and Diefendorff 2016).

The results of this study point to an additional way that the 
current health care system is headed for crisis. The Affordable 
Care Act can now boast of some successes, having reduced the 
number of uninsured Americans, allowed people with preexist-
ing conditions to afford medical care, and sought to curb medi-
cal bankruptcies. However, constant threats to the Affordable 
Care Act mean that these trends are far from permanent. As leg-
islators debate whether to impose additional changes to health 
care (and fail to reach agreement over what those changes should 
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look like), one likely consequence is that they will miss how fur-
ther commodifying health care contributes to racial outsourcing 
that weighs most heavily on black workers. In other words, 
health care is already at a point where the push both to extract 
profits and to champion diversity leads to many adverse out-
comes for black practitioners. Moving toward a more stratified 
health care system will likely worsen these effects.

Finally, the results of this research suggest that cultural com-
petence and mere statements in support of diversity in health 
care are not only failing to improve workplaces for professionals 
of color. They are also shifting the relationships between organi-
zations and workers, particularly when it comes to black practi-
tioners. Recall that many health care workers were skeptical at 
best of these programs because they did not seem able to address 
the racial challenges black professionals encountered. Organiza-
tions rarely enact diversity initiatives that have a proven record 
of creating actual change; indeed, many current diversity pro-
grams cushion employers from lawsuits but do not address sys-
temic, institutional processes that disadvantage women of all 
races and men of color (Edelman 2016; Edelman, Fuller, and 
Mara-Drita 2001; Embrick 2011; Kalev, Dobbin, and Kelly 2006; 
Moore and Bell 2011; Williams, Mueller, and Kilanski 2012). The 
findings from this study suggest that the limited and unevenly 
applied attempts to establish cultural competence trainings or 
official statements in support of diversity are not making work-
places more attractive to black practitioners. Not only that, they 
are restructuring relationships between organizations and work-
ers in ways that leave black practitioners doing often unseen, 
always uncompensated, forms of equity work.

Racial outsourcing is only exacerbated by certain labor prac-
tices that are becoming increasingly common in the new econ-
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omy and having a particular effect on the health care industry. 
Private-sector union membership is at an all-time low of 6.7 per-
cent. Public-sector employee union numbers are higher, at 35 
percent, but unions lack much of their former power to address 
wage disparities and protect workers’ rights (Rosenfeld 2013). 
Indeed, none of the respondents I interviewed for this study 
mentioned their unions as organizations that could challenge 
the ways hospitals exploited their labor. Thus, if unions con-
tinue to decline in influence and power, black health care work-
ers will likely have few organized allies that can help them push 
back against racial outsourcing and its effects.

Organizational practices that encourage turnover and labor 
shortages in various health care occupations also stand to exacer-
bate racial outsourcing in this industry. In a 2016 report, the 
Association of American Medical Colleges noted that between 
2016 and 2026, the US is projected to fall short of doctors—some-
where between 61,700 and 94,700 doctors.1 With many nurses 
nearing retirement age, and nursing schools forced to turn  
away qualified applicants because of a lack of training facilities, 
faculty, and instructional space, the nursing shortage has also 
become acute. However, the responses from practitioners in this 
study suggest that this shortage is not simply due to a lack of 
workers, but that organizational attempts to cut costs contribute 
to high turnover and low numbers of available practitioners, par-
ticularly in nursing. When organizations hire fewer workers than 
are needed and establish stressful conditions for employees, this 

1. Association of American Medical Colleges, “New Research Shows 
Increasing Physician Shortages in Both Primary and Specialty Care,” press 
release, April 11, 2018, https://news.aamc.org/press-releases/article/workforce 
_report_shortage_04112018/.
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means that black technicians, in particular, will continue to 
encounter racial outsourcing.

IMPLICATIONS FOR OTHER BLACK 
PROFESSIONALS

Though this book focuses on black workers in health care, I 
expect that racial outsourcing and equity work are likely present 
for black professionals in many other fields. Health care is far 
from the only industry that struggles with seeking more diver-
sity, on the one hand, while, on the other hand, only limited 
resources are allocated to the institutions that serve minority 
populations. It is also just one industry where attempts to com-
modify and privatize services have contributed to widening 
inequality and stratification. Public education, for instance, has 
also long been a target of privatization efforts that have had a 
notable impact on worsening racial disparities in access to educa-
tion (Lewis-McCoy 2010; Newfield 2008). It is useful to consider 
whether the racial outcomes black health care workers describe 
also extend to black educators. Do they pursue education out of a 
dedication to caring for underserved black populations? Does 
this drive them to go above and beyond for their students? And 
perhaps more critically, do organizations rely on this commit-
ment in ways that exploit black teachers, creating social distance 
and a sense of separation between them and their white counter-
parts? My hypothesis is yes, but additional research is necessary 
to say for sure.

The racial experiences black professionals describe, and the 
ways they are shaped by gender and occupational status, also 
likely apply to black workers in other professional contexts. Based 
on this study, I theorize that black workers in other high-status 
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professions (e.g., law or finance) similarly find that they do not 
necessarily encounter daily, overt expressions of racial bias. 
However, these professionals may be attuned to the ways struc-
tural and cultural processes work to their disadvantage, and may 
do equity work through their resulting pursuit of systemic 
changes. For instance, it is not difficult to imagine that while 
black lawyers may not encounter explicitly racist assaults on a 
daily basis, they might be highly attuned to the structural and 
cultural barriers that keep blacks underrepresented in this pro-
fession, and this might be gendered in ways that have distinct 
consequences for black women lawyers. It is also not hard to con-
ceive that these racial experiences vary at different levels of the 
occupational ladder, with black paralegals and legal assistants 
encountering incidents that parallel those of nurses and techni-
cians (see, for instance, Moore 2007; Pierce 1995).

These findings suggest that when it comes to understanding 
race, black professionals’ experiences cannot be divorced from 
their occupational and organizational status. Sociologists have 
yet to theorize extensively how race is embedded in organiza-
tional structures in ways that have concrete outcomes for people 
of color (for exceptions, see Ray 2019; Wingfield and Alston 2014). 
The results of this study indicate that race is built into organiza-
tional processes, determining nurses’ scheduling outcomes, tech-
nicians’ assignments and responsibilities, and doctors’ ability  
to avoid overt expressions of racial bias. Further, this study indi-
cates that some of the racial experiences commonly attributed  
to black professionals—presumptions of incompetence, explicit 
stereotyping—are connected to organizational status and eco-
nomic patterns. (Recall, for instance, that organizational efforts 
to cut costs by hiring fewer nurses leave black technicians par-
ticularly vulnerable to their frustrations.) Sociologist Joan Acker 
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(1990) wrote that organizations are not neutral but are actually 
gendered institutions that perpetuate women’s disadvantaged 
status. I show here that organizations are similarly racialized 
constructs that yield divergent processes of racial inequality 
depending on the worker’s status.

Finally, the results of this research are crucial for pointing us 
in new directions for thinking about black professionals at work. 
All too often, discussions of racial inequality focus on what is 
done to blacks—discrimination, stereotyping, differential treat-
ment. But this is not the only story to tell about black workers, 
and to remain locked in this paradigmatic framework risks miss-
ing the ways black professionals respond to living in a society 
that remains highly racially stratified. The findings from this 
research highlight the ways black professionals work both within 
and outside of organizational structures to try to offset the effects 
of racial inequality. They do this by dedicating themselves to 
communities of color even to their own financial detriment, and 
by committing themselves to creating opportunities for other 
workers of color in the absence of institutional support.

The issue here is not that they do this work but that this 
becomes a core component of how organizations reach minority 
constituencies in the absence of formally institutionalized efforts. 
In the immediate post–civil rights era, some organizations inte-
grated their workforces by hiring blacks in managerial roles, 
where they were responsible for community outreach or urban 
development. Yet these managers predicted that when the polit-
ical economy shifted, their jobs would become much less secure 
(Collins 1988). While their work has solidified into diversity 
offices that remain present in many organizational settings,  
I argue the lack of explicit attention to issues of racial stratifica-
tion, coupled with organizational changes in the new economy, 
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created the climate that allowed racial outsourcing to develop 
(Kelly and Dobbin 1998).

Today, racial outsourcing puts black professionals in a position 
where they attempt to change systemic and interpersonal racial 
dynamics without explicit organizational support, resources, and 
in many cases, acknowledgment. Thus for some black profession-
als, particularly those in extremely high-status occupations, 
workplaces may look much different from those of their predeces-
sors in earlier generations. These particular workers are much 
less likely to face overt racial hostilities that characterize the daily 
routines of their workdays. But the processes that perpetuate 
racial inequality are inextricably linked to basic organizational 
functions that rely on black workers’ labor and racial agency.

It is also useful to think about how occupational status may 
mediate the difference between encountering the more overt, 
direct expressions of racial bias and subtler, ambiguous ones. 
Many of the processes that perpetuate racial inequality today 
are largely covert, hidden, and shrouded by an “anything but 
race” rhetoric that belies persistent racial disparities (Bobo and 
Smith 1998). For a time, this was particularly true when it came 
to public discourse about affirmative action policies, residential 
racial segregation, or interracial marriage (Bonilla-Silva 2001). 
But when it comes to how racial biases are expressed or perpet-
uated in the workplace, the degree to which these are shared 
openly or covertly may be linked to occupational status. It may 
be useful, then, to be a bit more circumspect about the extent to 
which whites have adopted colorblind, or postracial, language 
when it comes to their public discussion of racial matters. As the 
nurses and technicians in this study can attest, for workers at 
their occupational level, blatant racial stereotyping has hardly 
disappeared behind the polite veneer of colorblindness.

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



170 / Conclusion

The conclusions here also have important implications for 
how we think about the intersections of race, class, and gender 
in the workplace. These overlapping factors push black women 
into low-wage work and inhibit their pathways into higher- 
status occupations (Branch 2011; Browne and Misra 2003). How-
ever, this study suggests that occupational status can also maxi-
mize gender solidarity or minimize gender differences between 
black workers. Recall that black women doctors’ experiences 
with overt sexism and institutionalized racism leave them with 
the sense that they have more in common with their white 
women counterparts than with black men physicians. For nurses, 
accounts of racist interactions are so widely shared that black 
women see black men nurses as key allies in the profession. 
Black women technicians choose to “opt out,” while racial out-
sourcing means black men technicians utilize their cultural cap-
ital both to help initiate uninformed patients of color into the 
health care system and to excel at their jobs. These findings offer 
more detail about how these intersecting categories inform work 
for different groups. They also reveal both nuanced views of 
how black professionals identify barriers and obstacles to their 
work, and shifting perspectives about who experiences compa-
rable challenges.

WHAT SOLUTIONS MAKE SENSE?

Now that we know more about racial outsourcing and equity 
work, what should be done about them? One critical and obvious 
step that organizations can take is to put more effort and preci-
sion into their attempts to engage with communities of color. 
The results of this study show that in the health care industry, 
these initiatives often take the form of cultural competence 
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training or broad statements supporting an organization’s com-
mitment to diversity; but black health care workers believe these 
to be particularly ill suited for addressing the racialized aspects 
of their work experience. They also note that these efforts do 
little to affect patients, hence these workers’ attempts to do 
equity work that will change systemic and interactional aspects 
of how black patients engage with the health care system.

Organizations that do not want to perpetuate racial outsourc-
ing should have intentional, evidence-based initiatives in place 
that are designed to create both a racially hospitable workplace 
for employees of color and a racially hospitable place for the 
minority communities they serve. Recall that programs explic-
itly designed to address systemic racial and gender inequality 
show the most success in creating more occupational diversity, 
and that formal mentoring programs yield modest successes for 
some groups (Kalev, Dobbin, and Kelly 2006). Additionally, insti-
tutions that take an “integration and learning” approach that val-
ues the ways diverse groups can challenge and contribute to the 
organization’s mission can help achieve long-term goals (Ely and 
Thomas 2001). Thus, establishing formal programs that move 
past cultural competence or public statements, are overtly color-
conscious, and are intentionally designed to improve the pipe-
line of underrepresented workers into these professions might be 
a viable start.

At the same time, these institutions must keep in mind that 
occupational status shapes the racial issues that their workers 
will encounter and structure their solutions accordingly. Broad-
based, one-size-fits-all solutions will not work, as workers at the 
bottom of the occupational hierarchy will likely have different 
racial experiences than those at the top. To restructure work-
places so that they foster support, appreciation, and inclusion of 
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workers of color, organizations can and should be open to chang-
ing their cultures, daily practices, and routine norms in ways 
that reduce racial inequalities.

Organizations can also assume responsibility for the equity 
work that black professionals are already doing as a result of 
racial outsourcing. Recall that black workers engage in systemic 
and interactional efforts to try to make workplaces more palat-
able and hospitable for minority communities. For doctors,  
this means not just mentoring but also actively sponsoring med-
ical students and younger physicians of color who otherwise 
would be more likely to miss out on the critical relationships 
that facilitate success in medicine. They also work with or even 
launch their own community organizations that can rectify 
racial health disparities. Nurses do some of this as well, while 
also acting as patient advocates for the most underserved. Tech-
nicians are given assignments that are not required of their 
white counterparts, but they also use their cultural capital to 
help patients navigate an unfamiliar health care system. Ulti-
mately, black professionals do equity work when they utilize an 
array of strategies intended to address racial issues.

However, these strategies are all things that organizations 
can and should be developing so that black health care workers 
do not have to assume this work on their own. Institutions can 
establish organizations, or partner with other organizations, 
dedicated to resolving racial issues. They can found sponsorship 
programs for women, particularly women of color, that are 
designed in ways that actually create more multiracial teams at 
top leadership levels (Ibarra, Carter, and Silva 2010). They can 
be more mindful of the ways social networks that determine 
hiring practices frequently exclude black practitioners, leaving 
black doctors to do the equity work of mentoring potential 
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minority physicians. Moreover, organizations can both enact 
consequences for managers who reserve additional tasks for 
workers of color and refuse to tolerate a culture where high- 
status workers rely on racial stereotypes to make assessments of 
minority communities that use their services. If institutions 
take responsibility for this work, rather than leaving it up to 
black professionals in their employ, it could potentially send a 
clear message that organizations really are serious about reach-
ing diverse constituencies, and that they are committed to 
undermining the racial issues that still affect workers of color.

Organizations can also help minimize equity work by paying 
particular attention to the practices and processes that affect 
women working in male-dominated professions. Women of all 
races note that work experiences in high-status, culturally mascu-
linized jobs can be extremely hostile, and this problem is com-
pounded for women of color (Williams 2015). These issues can 
manifest through many processes—cultural dictates that value 
overwork (Cooper 2013), rampant sexual harassment (Zippel 2006), 
or entrenched stereotypes and perceptions of women as mothers 
rather than workers (Kitzerow 2014). The responses I received 
from black women doctors suggest that black women doing high-
status “men’s” work would particularly benefit from policies tar-
geted at improving conditions for women workers. These could 
include zero-tolerance policies for sexual harassment, hiring more 
women in management roles, instituting mandatory paid parental 
leave, and addressing the culture of overwork that dominates many 
high-status, male dominated professions.

Organizations should also pay attention to how occupational 
hierarchies create racial outcomes for workers with lower status. 
Diversity policies are rarely designed with lower-status workers 
in mind (Berrey 2013). This can leave these black professionals 
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coping with racial issues that not only differ from those of their 
higher-status counterparts but also are not even acknowledged 
by any institutional policies. One way to address this might be 
to develop strict protocols for lower-status professionals’ work 
and to establish consequences for higher-status workers who 
violate these guidelines. Recall that part of the reason Callie, 
the technician whose story leads chapter 4, was optimistic about 
diversity initiatives was that she believed there were now penal-
ties for workers who created a racially inhospitable work envi-
ronment. Organizations can spell out these professionals’ exact 
responsibilities so that workers with more authority cannot add 
to these in ways that perpetuate racial inequities.

Policy makers, too, can help eradicate racial outsourcing and 
equity work. When it comes to health care, one way to address 
these issues would be to establish payment models that take into 
consideration the sort of social factors that can affect patients. 
Under value-based care models, which are gaining traction as a 
more equitable way to assess care and compensation, practitio-
ners can be rewarded or penalized based on patient outcomes, 
costs, and the quality of care provided. Thus a practitioner may 
see higher payments for care that results in patients’ lowered 
blood pressure or rates of obesity. Yet without a pay policy that 
acknowledges that social factors can also affect health, these 
models can disincentivize physicians from caring for those for 
whom poverty, discrimination, or other related issues preclude 
optimal health outcomes.2 From a purely economic standpoint, 
why seek out patients whose poverty, lack of access to healthy 
food, or recurrent exposure to discrimination will likely mean 

2 Dhruv Khullar, MD, “Is It Getting Harder to Care for Poor Patients?” 
New York Times, June 26, 2018, www.nytimes.com/2018/06/26/well/is-it-getting-
harder-to-care-for-poor-patients.html.
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difficulty reducing blood pressure, consequently lowering a 
physician’s pay?

Yet those very patients are the ones that black health care 
workers are most committed to treating. More importantly, we 
now know that this dedication also leads many black practitio-
ners to do essential equity work in the public sector, often at 
great financial cost to themselves and at the expense of their 
sense of trust in and support for the institutions that employ 
them. Policy makers can help address this issue by pushing for 
value-based care models that factor in the ways that social and 
medical considerations affect providers’ ability to give care. 
Tying bonuses to caring for socially disadvantaged patients, for 
instance, could be a way to offset the disillusionment and isola-
tion that is associated with black doctors’ equity work in the 
public sector.

Outside of the health care industry, policy makers can also 
address racial outsourcing and equity work by resuscitating  
the public sector. The growing privatization of this sector of  
the economy has had disastrous consequences for some groups, 
black men in particular (Wilson, Roscigno, and Huffman 2013). 
Despite this, the public sector continues to provide important 
services, particularly to populations who may be the neediest. 
But this happens because of dedicated professionals who operate 
out of a sense of racial responsibility to fill the gaps left when 
resources are withdrawn. Furthermore, their work comes at a 
consequence—a sense of distance from their white colleagues, 
and feelings of resentment when they believe that their labor is 
being exploited and taken for granted. Restoring the resources 
that will allow public-sector workers to thrive and to offer 
important services, care, and support to poor and racial minor-
ity patients can potentially play a vital role in reinvigorating 
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black health care workers who do much of the labor in this 
realm.

Policy makers can also play a major role in addressing racial 
outsourcing and equity work if they enact public policies that 
support unionizing and collective bargaining. The number of 
public- and private-sector workers who belong to unions has 
declined to record lows, due in no small part to local, state, and 
federal government policies that make it much harder for work-
ers to join. Unfortunately for black professionals, unions began 
to decline in power and scope just as many jobs began to be inte-
grated, so black workers have largely not benefited from the 
glory days when unions could exert pressure on organizations to 
improve conditions (Rosenfeld 2013). However, resuscitating 
unions could offer a means through which black professionals 
could push organizations to enact policies and set guidelines 
that take their issues into consideration.

For unions to succeed in this way, though, it is imperative that 
they do a better job of incorporating workers of color. Historically, 
black workers in particular were denied access to unions because 
of both occupational segregation and the exclusionary practices 
of unions themselves. Stronger, more racially inclusive unions 
could theoretically work to address the concerns that black nurses 
and technicians have about racial discrimination and inequities  
in their workplaces. Black nurses work in a profession that has  
a relatively large union presence, but none of the respondents  
in my sample suggested that unions were a viable source of pro-
tection against the racial issues they encountered, or that they 
might offer assistance in pushing back against racial outsourcing.  
I speculate that this may be due to the very low numbers of  
blacks in the nursing profession. Consequently, robust unions that 
are responsive to minority members’ needs could potentially 
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pressure organizations to address the structural and interpersonal 
racism black health care workers confront.

Active, multiracial unions could be particularly beneficial for 
black technicians, given that they encounter forms of racial out-
sourcing that are externally imposed. Inasmuch as black techni-
cians note racial disparities in how work is allocated, collective 
action might help them to pressure organizations to enact rules 
that preclude this sort of differential treatment. Additionally, 
unions could also push health care facilities to establish policies 
that protect technicians from racist abuses by patients. Thus, pol-
icy makers who support multiracial, robust unions can enable 
workers to advocate for more racially equitable workplace policies.

While few physicians belong to unions, they do have several 
professional associations that represent their interests. These 
may be the organizations that can best advocate on behalf of 
black physicians, especially since many have already noted the 
need for more diversity within the profession. For instance, the 
American Medical Association now openly concedes that 
attracting more physicians of color to the field is critical in order 
for medicine to meet the needs of an increasingly multiracial 
population. The organization has a Minority Affairs Section 
that engages in outreach to improve the numbers of students of 
color interested in medical careers and offers support to minor-
ity doctors working to reduce health disparities. However, the 
medical association might consider also using its clout to push 
for other solutions that can help address the systemic problems 
that black doctors identify as adversely affecting their medical 
careers—the lack of federal and public support that can help 
defray the high costs associated with pursuing an MD, long-
term racial disparities in education, and the ways social net-
works can exclude and isolate black practitioners.
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Many of the suggestions here run counter to contemporary 
neoliberal economic tenets that push organizations to focus on 
profits and market values. However, at this point it is pretty clear 
that these principles are failing many Americans. They are 
increasing stress, worry, isolation, and alienation among large 
swaths of working citizens (Chen 2015; Cooper 2013; Silva 2013). 
Often, these consequences are framed in economic terms, but in 
an increasingly multiracial society we cannot afford to concern 
ourselves only with economic divides. It is imperative to con-
sider racial consequences as well.

Institutions, organizations, and workplaces are eventually 
going to have to adapt to a changing, rapidly diversifying soci-
ety. By the year 2020, most children born in the United States 
will be children of color. Asian Americans are the fastest-grow-
ing racial minority group, Latino/as are now the largest group 
of color, and by the year 2044, according to projections, the US 
will cease to be a majority-white country. Thus, it is essential 
that workforces begin to transform to meet the needs of the pop-
ulation who, by and large, will become a growing segment of the 
labor force. As more blacks move into professional occupations, 
workplaces will have to assess how they can restructure to 
become more accommodating. As long as black workers navigat-
ing the new economy encounter workplaces where racial out-
sourcing means this work is delegated to them, then organiza-
tions will be unable to benefit fully from their talents. That 
result would be our society’s collective loss.

 EBSCOhost - printed on 2/14/2023 2:35 AM via . All use subject to https://www.ebsco.com/terms-of-use



179

I collected data for this project by using three different methods:  
intensive interviews, field observations, and survey data. This mixed-
methods approach allowed me to generate a wealth of data from a vari-
ety of different sources. Interviews were valuable because they allowed 
respondents to speak candidly and in detail about the particulars of 
their work in the new economy. It also gave black respondents an oppor-
tunity for discussing the ways that they believed race had an impact on 
the work that they did, and to think through specifics about how this 
occurred. Fieldwork provided a means of observing health care workers 
in action, so to speak, and allowed me to see firsthand the manifesta-
tions of some of the issues they described. It also offered a handy way to 
meet additional respondents who might be willing to be interviewed for 
the project. Finally, survey methods provided quantitative data that 
gave a broader picture of some of the issues respondents described.

INTERVIEWS

Interviews were conducted from January 2014 to July 2017. I collected 
interview data from seventy health care workers, fifty-five black and 
fifteen white. Respondents were employed as doctors, nurses, physician 

Appendix
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assistants, and technicians in any field of health care. Interviews gener-
ally lasted ninety minutes and took place in my office, respondents’ 
offices, or in a neutral location, like a coffee shop. In cases where 
respondents and I could not be in the same location, interviews were 
conducted via telephone or Skype.

I began interviews by asking respondents for general demographic 
data. They then were asked how they first became interested in health 
care in general and in their careers specifically. After that, I asked 
about their pathway into their current career and the length of time 
they had done this work, and to describe their daily routine. With this 
established, I followed up by asking respondents if there were ways 
that they believed race affected any aspect of their work. I then asked 
respondents what impact, if any, major changes in the health care 
industry (e.g., increasing gender and racial diversity, cuts to the public 
sector, the Affordable Care Act, and predicted practitioner shortages) 
had had on the work they did. Finally, I asked respondents to conclude 
by evaluating their careers in health care and reflecting on what 
changes they would recommend to improve the issues they raised.

All interviews were recorded and transcribed. I also took detailed 
notes at the conclusion of each interview. I read transcriptions care-
fully and coded data deductively according to themes that emerged 
from the transcripts. This allowed me to highlight common themes 
and variables—respondents who felt that race affected them through 
interactions versus those who saw it as a structural process; those that 
believed they benefited from a labor shortage versus those who identi-
fied hassles and problems from this; black women’s reactions to work-
ing in the public sector versus black men’s.

I conducted the majority of interviews but assigned about twenty-
five of them to two research assistants. I tasked a white woman research 
assistant with conducting all interviews with white respondents. I 
believed that these respondents might speak more openly about racial 
issues with a white interviewer than with me. I also tasked another 
research assistant, a biracial man, with conducting some of the inter-
views with black men technicians, physician assistants, and nurses. 
Both research assistants followed the established interview protocol.
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As a black professional woman, I expect that racial and, in some 
cases, gender solidarity likely made it relatively easy to establish  
a quick and easy rapport with respondents. I did not observe any  
clear ways that gender affected my interviews with men respondents, 
though it is of course possible that this shaped the ways they responded 
to interview questions. However, given the similarities between inter-
views I conducted and those conducted by my male research assistant, 
it did not appear that the interviewer’s gender demonstrably changed 
the scope or content of interviews with respondents who were men.

I recruited respondents through a snowball sample. This method 
runs the risk of creating some redundancy in the sample pool. How-
ever, given the extremely small number of black professionals in these 
fields, this approach actually worked out to be a valuable method of 
locating potential respondents. I began by reaching out to professional 
associations that represented doctors, nurses, physician assistants, and 
technicians. Once I contacted members of these associations, I 
described my study and research goals and invited members to follow 
up with me if they were interested in being interviewed. I then asked 
each respondent if they could refer me to others who might be inter-
ested in participating.

At the same time, I also relied on personal contacts in these profes-
sions who could point me toward potential respondents. I knew several 
doctors and nurses as well who referred me to colleagues willing to be 
interviewed. Once I made these contacts, I built on them to connect to 
other workers in the industry who could be potential interviewees.

One limitation of this methodological approach is that I do not 
have data from diversity officers in the various health care settings 
where respondents were employed. As a result, I am unable to gauge 
whether organizational efforts toward this end received administra-
tive support. It may be that in some health care facilities, administra-
tors took the issues of diversity, equity, and inclusion very seriously 
but managers implemented policies that are not shown to meet with 
success. In other cases, diversity managers may work without a great 
deal of administrative support or resources and could potentially 
struggle to change their organizations in ways that would be beneficial 
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for workers of color. My focus on how black health care workers navi-
gate structural changes in the new economy does not provide data that 
allows me to offer an informed conclusion as to the inner workings of 
the organizations where they are employed and why some health care 
facilities put forth certain strategies while others do not.

What does emerge from this interview data, however, is a consis-
tent picture showing that black health care workers are, at best, under-
whelmed by their assessments of the mismatch between organiza-
tional diversity efforts and their own racial experiences. While I 
cannot say with certainty whether organizations are unable to execute 
diversity initiatives successfully for black workers as a result of indif-
ference, lack of competence, or an intentional effort to avoid change,  
it is clear that whatever the reason, their initiatives do not adequately 
resolve the racial issues black workers encounter in professional 
settings.

All respondents’ names and identifying details have been altered to 
protect their privacy. In some cases, this required changing the spe-
cialty area of practitioners, particularly black women doctors. This 
was necessary because a few of my black women respondents informed 
me that there were so few black women physicians in their specific 
subfields that even general details about their race, gender, practice, 
and/or region might be enough to identify them. Thus, in the case of 
black doctors working in fields where they were especially underrep-
resented, I have changed their specialty area to one that is somewhat 
similar to their field of study or omitted it altogether.

FIELD OBSERVATIONS

The second source of data collection came from field observations. 
During a six-month period, I spent a few weeks shadowing three black 
doctors during their daily routines at work. One doctor, identified in 
this book as Dr. Randy Goodwin, worked in the emergency depart-
ment of a large public facility that I call City Hospital. City is located 
in a sprawling metropolitan area. This hospital primarily served black 
and Latino patients from the surrounding area, many of whom were 
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uninsured. The city itself had a majority-minority population, with a 
median income well above the national average. The ER had a fairly 
multiracial staff, with a handful of black doctors and several women 
doctors who hailed from a variety of racial backgrounds. Hospital 
leadership was predominantly white.

The second doctor I shadowed was a black woman obstetrician/
gynecologist, identified here as Dr. Ella Chapman. She worked at a 
location I refer to as University Hospital, which served predominantly 
black patients from the city in which it was located. This city itself is 
also predominantly black, though long-term residential racial segre-
gation has situated the white population in the surrounding areas. 
Households in the city have a lower median income than elsewhere in 
the United States, though households in the county boast a higher 
median income. However, while Randy Goodwin’s hospital is one of a 
few completely publicly managed hospitals in the US, Ella’s hospital is 
managed by a nonprofit group (similar to the one managing Grady 
Memorial Hospital). In her case, the vast majority of her coworkers 
were white. The nursing staff in her department included a higher 
percentage of black women, and the technician staff, too, was more 
racially diverse than the medical staff.

The third and final doctor I shadowed for my field observations is 
identified here as Dr. Jayla Flood. Unlike Ella and Randy, Jayla worked 
in private practice as a pediatrician. She had a partnership stake in her 
company and was one of four partners, the rest of whom were white 
men. The staff at Jayla’s office was much less diverse than staffs at the 
hospitals I visited, with mostly white women working as nurses and 
technicians (though there was a lone black woman receptionist at one 
of the branches). Jayla also treated a more economically secure patient 
population than Randy or Ella. While the median income in her  
city was slightly below the national average, most of her patients had 
private insurance, and she had very few Medicaid patients who fre-
quented her practice. This city is predominantly white, though it has a 
sizable black minority and a quickly growing Latinx population.

Gaining access to these sites was relatively simple. All three  
doctors were willing to let me shadow them and were very generous 
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with their time. That doctors were more accommodating than profes-
sionals in other fields might be due to the fact that requests to shadow 
and observe their work are fairly common. Each of the doctors with 
whom I spoke had allowed interested students to follow them during 
the course of their workdays, and doctors are accustomed to leading 
medical students through rounds. Thus, my request to join doctors in 
their daily routines was not particularly unusual.

In order to capture the details of doctors’ work, I relied on meticu-
lous notes that I took before, during, and after my time with them at 
work. I did not audio record any conversations or interactions that 
took place during field observations. In accordance with Institutional 
Review Board requirements and the parameters of this project, I did 
not gather any data on the patients who saw the doctors I shadowed. I 
have also been careful here to avoid any references to patients that 
could potentially compromise their privacy or anonymity. Field notes 
focus specifically on the details of doctors’ work settings; interactions 
with nurses, technicians, patients, and each other; and daily routines.

SURVEY DATA

The final source of data I used in this project was the American Panel 
Survey, a monthly online survey of a national probability sample.  
The survey is distributed by the Weidenbaum Center at Washington 
University in St. Louis and includes about 2,000 US adults recruited in 
fall 2011. Most questions on the survey address economic and political 
topics.

Survey administrators allowed me to add questions to the survey 
that ran from September to December 2016. The September 2016 wave 
of the survey, which included the questions used for this research, 
went to 1,810 people. Of those, 1,585 people completed it, for a comple-
tion rate of 87.6 percent. The response rate for the survey was 4.8 per-
cent when not estimating for unknown eligibility of those initially 
recruited. When we factor in the estimate for those being recruited 
who were not eligible to take the survey, the response rate was 10.8 
percent.
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The control question was: “You are troubled with recurrent head-
aches and want to see a doctor to determine why. Your regular practi-
tioner is unavailable. Instead, your doctor’s office sets up an appoint-
ment for you with a new doctor. How likely are you to trust your 
practitioner?” Variable questions specified the doctor as female, black, 
or black and female.

A research assistant analyzed this data by running a multivariate 
linear regression analysis of reported trust in the doctor. The indepen-
dent variables include the experimental condition and the respondent’s 
gender, race, income, education, and age. I interacted the respondent 
characteristics with the experimental condition so that gender, race, 
income, education, and age effects varied by condition. An abbreviated 
equation and variables are below, including only the experimental con-
dition, candidate gender, and their interaction.

Trust = β0 + β1Condition + β2Gender + β12Condition × Gender . . .

Variables:

1. Experimental conditions: (1) female doctor, (2) black doctor, (3) 
black female doctor, (4) control.

2. Respondent gender: (1) male, (2) female.

3. Respondent race: (1) white, (2) black, (3) Hispanic, (4) multi/other.

4. Respondent income: (1) under $10,000, (2) $10,000–$29,999, (3) 
$30,000–$49,999, (4) $50,000–$79,999, (5) $80,000–$99,999, (6) 
$100,000 or more.

5. Respondent education: (1) college degree or more, (2) some college, 
(3) high school diploma or less.

6. Respondent age: 18–29 years old, 30–44 years old, 45–59 years  
old, 60+.
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