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Western medicine has begun a reckoning 
with its inconvenient pasts, from dethron-
ing medical heroes to an increasing 
awareness of how doctors have treated 
colonized and enslaved populations. A 
statue of the “father of modern gynecol-
ogy,” J. Marion Sims, was removed from 
New York City’s Central Park in 2018 after 
protestors in “blood-spattered” hospital 
gowns objected to glorifying a doctor who 
experimented on enslaved Black women 
(Figure 1).1 In 2020, the release of video 
recorded by Joyce Echaquan, an Indigen-
ous woman who died in a Quebec hospi-
tal as nurses repeated racial slurs, 
sparked street protests. Medical students 
at the University of Pittsburgh are rewrit-
ing their Hippocratic oath to include a 
commitment to social justice. Medical 
journals, professional medical associa-
tions and public health authorities in sev-
eral North American cities have declared 
structural racism a public health crisis. 

These are not isolated fragments but 
elements of a single story — the past, 
present and future of race and colonial-
ism in medicine. Complex histories like 
Sims’ have been edited to create a hero’s 
narrative, an attempt to “keep the good 
and leave the bad,” but unmooring medi-
cine from its problematic past does not 
conquer racism. Instead, racism goes 
underground, to continue invisibly in 
medical structures and cause misdiagno-
sis, poor patient care, dysfunction, abuse 
and public backlash.

What can be done? Histories reveal the 
why and how, the mechanics of racism in 
health policy, medical research, diag-
nosis, training, clinical spaces, patient 
experi ences, professionalism and institu-
tions. Sims matters precisely because he 
was considered a successful doctor, one 
celebrated by his colleagues and lionized 

by the medical establishment. The actual 
and unexpurgated historical Sims shows 
how “good” doctors can do bad things, 
and it unearths the specific ways that 
individual doctors, culture, institutions, 
knowledge, society and power intersect 
to perpetuate racism. Medicine can use 
history to help achieve structural compe-
tency, an interdisciplinary medical educa-
tion approach that applies an under-
standing of structural inequities and 
social determinants to clinical care.2

How colonialism shapes medical 
knowledge
European empires were global capitalist 
systems for the extraction of resources, 
created and maintained through violence. 
Empires generate racism because 
empires need racism to exist. Race theory 

validated colonial conquest and naturalized 
white imperial rule.3 Consider Rudyard 
Kipling’s 1899 poem, “The White Man’s 
Burden,” which exhorts the “white races” 
to govern the non-Western world, “your 
new-caught sullen peoples, half devil and 
half child.” Empire shaped medicine — 
Sims could “borrow” 3 enslaved women 
for experimentation because empire 
made some human beings into property. 
Gynecology was useful to slaveholders 
who wanted to breed human slaves and 
thus increase their capital and wealth.4

Science served colonialism primarily 
by codifying race, by “discovering” it in 
physical and social reality — in biomet-
rics, pathology, physiology, architecture, 
philology, history, ethnography and soci-
ology.5 Enshrined in edifices of data and 
perpetuated by institutions, racism has 
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Figure 1: A woman stands beside the empty pedestal where a statue of J. Marion Sims was 
removed from Central Park, New York City, in 2018. Photo used with permission from Getty Images. 
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continued in medicine long after formal 
empire and slavery have ended.

Consider, for example, “exotic syphilis,” 
a theory begun in French colonial Algeria 
by Dr. Emile-Louis Bertherand (d. 1890). 
Bertherand argued that Muslim Algerians 
were constitutionally different from 
Frenchmen. Islam, polygamy and sexual 
perversion were alleged to have “starved 
the brain” to create a uniquely “Muslim 
Arab” physiognomy — hypersexual, with 
feeble intelligence, weakened by heredi-
tary syphilis.6 Bertherand had no proof to 
support his claims, but French doctors 
adopted them unquestioningly for the 
conquest of Morocco. From 1912, the 
French protectorate’s medical establish-
ment confidently and repeatedly pro-
nounced Moroccans 80%–100% syphilitic.6

How could doctors proclaim an epi-
demic that did not exist? Physicians of the 
French protectorate collected data 
through racist assumptions, extrapolated 
from tiny samples of prostitutes, diag-
nosed syphilis by sight and used non-
specif ic  serological  tools l ike the 

 Wassermann test. But it was syphilologist 
Dr. Georges Lacapère who invented “Arab 
syphilis” from 8000 patient case histories 
at his Fès clinic — assembling unrelated 
skin lesions, birth defects and tumours 
into a pathology atlas — for his prize- 
winning 1923 book, La syphilis arabe: 
Algérie, Maroc, Tunisie (Figure 2).6

“Exotic syphilis” expanded to become 
a global theory through international 
experts and academic conferences. 
According to this idea, the “races of 
colour” developed cutaneous syphilis 
because they had underdeveloped 
brains and primitive nervous systems; 
neurological symptoms afflicted only the 
“civilized and culturally evolved.”6 The 
notorious Tuskeegee syphilis study 
(1932–1972) attempted to test this 
hypothesis in a sample of African Amer-
ican people in the United States and see 
whether they would develop “exotic 
syphilis.” From 1932–1972, the U.S. pub-
lic health service in Alabama recruited 
poor African American men from rural 
areas and secretly denied them treat-

ment for decades to observe the ravages 
of their untreated syphilis.7

The history of “exotic syphilis” illus-
trates how medicine can perpetuate 
 racist ideas in pathology, research, con-
ferences, journals, institutions, grants and 
medical careers. The Tuskeegee study 
was finally stopped in 1972 by public out-
cry after a new research assistant, a Jew-
ish immigrant from Poland, leaked infor-
mation to a reporter at the Associated 
Press. This illustrates that individual 
actors are not powerless against struc-
tural forces — cycles of racism can be dis-
rupted even by individuals. 

Racism can continue long after formal 
empire has ended, in systemic inequities 
of housing, economics, culture, law and 
medicine. These social factors create 
marginalization for racialized people and 
render them vulnerable to medical 
experi mentation and exploitation.8

How colonialism shapes public 
health and health care
As Southern Chiefs’ Organization Grand 
Chief Jerry Daniels remarked, “While 
shocking to many in Canada and the rest 
of the world, [Joyce Echaquan’s] video 
confirms what First Nations people and 
communities across the country have been 
reporting for years.”9 Indigenous and Black 
communities are clear that the experi-
ences of Joyce Echaquan, John River and 
others are not aberrations.10,11 Public 
health care originated in nation-states, 
where the medical system served a 
national citizenry. However, with empire, a 
state without accountability is the health 
care provider for a subject human popula-
tion with few legal rights. We can identify 
colonial legacies in present-day health 
care, for colonial empire warps health sys-
tems in consistent and structural ways.

In a colonial health care system, race 
is the basis for resource allocation, thus 
two populations are served — one the val-
ued colonizer and the other a less valued, 
colonized population. The principal pur-
pose of colonial health care is to promote 
the viability and reproduction of the col-
onizer.12 The colonized will receive health 
care when the colonial state wishes to 
win their loyalty, protect a colonized 
labour force or prevent anticolonial revo-
lution. Race-based medicine produced 

Figure 2: Lacapère’s schematic of the evolution of “Arab syphilis.” From Georges Lacapère, La syph
ilis arabe: Maroc, Algérie, Tunisie (Paris: Octave Doin; 1923).
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segregated hospitals — well-funded, 
modern hospitals for colonizers and 
underfunded, inferior hospitals for the 
colonized.13

Indigenous medicines were usually 
rejected and Western medicine was often 
used to inculcate values of empire, an 
ideo logical strategy called “civilizing” or 
“assimilation.” Indigenous health care 
was often delegated to Christian churches 
to shift expense from government to pri-
vate funds, especially in the British 
empire. Doctors who spoke out against 
systemic abuses often found themselves 
reassigned or fired.14

Toward decolonizing medicine
The medical past provides a roadmap for 
the operational why and how of racism in 
current medical structures. Specific hist-
ories of physicians illustrate ways that 
diversity can help bring structural change 
to medicine. Dr. Anderson Abbott, the first 
Black physician in Canada, returned to 
the US to fight slavery in the Union army 
and serve as chief surgeon of the Freed-
men’s Hospital in Washington, D.C. 
Dr.  Emily Stowe, the first woman phys-
ician in Canada, also founded the Canad-
ian women’s suffrage movement and a 
Canadian women’s medical college. Both 
Abbott and Stowe engaged in the larger 
struggles for civil rights because they 
understood their own challenges within 
the larger systems of injustice that 
affected all women and all Black people. 
Physician–community alliances made 
medical and social progress possible. 
Black communities founded Black med-
ical schools and Black hospitals like the 
Taborian Hospital in Mississippi. Women 
organized to help found women’s medical 
colleges and maternity hospitals, which in 
turn provided women physicians with 
postgraduate hospital training.

Diversity disrupts entrenched thinking. 
Dr. Rebecca Crumpler, the first Black 
woman physician in the United States, 
innovated “the heart conversation,” 
empathic communication with Black 
patients whose high rates of tuberculosis 
went undiagnosed by white public health 

doctors.15 Women doctors challenged 
misogynist medical theories like the intel-
lectual inferiority of women (Madeleine 
Pelletier, 1874–1939) and the disease 
entity “hysteria” (Mary Putnam Jacobi, 
1842–1906). Collective organizing mat-
ters; medical residents no longer work 
40-hour shifts because women doctors 
organized for work–life balance. Diverse 
groups of physicians today are reframing 
medical issues in marginalized commun-
ities,16 identifying hidden barriers, organ-
izing for change and modelling new ways 
of being a doctor.

Uncensored, warts-and-all medical 
history provides a resource to orient us in 
the present, to identify racism as a sys-
temic problem in contemporary medicine 
and to craft interventions for an antiracist 
future. In 2019, the Canadian Medical 
Association published an equity and 
diversity policy,17 but issued no policy for 
antiracism. As George Dei wrote in 1996, 
racism will not disappear on its own; we 
must actively dismantle it through “an 
action-oriented strategy for institutional 
systemic change.”18 History provides the 
why and how; it is time for institutions, 
physicians and communities to decol-
onize medicine in Canada.

Ellen J. Amster PhD 
Department of Family Medicine and 
Department of Religious Studies, 
McMaster University, Hamilton, Ont.
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