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Racially or ethnically targeted events may have adverse
health implications for members of the group not directly
targeted, a phenomenon known as peripheral trauma.
Recent evidence suggests that mass incarceration, police
brutality, and immigration actions all have such effects,
as did medical exploitation by the US government during
the Tuskegee Study of Untreated Syphilis in the Negro
Male. We summarize recent findings in the economics
literature on population-level effects of the Tuskegee
study, including a decline in health-seeking behavior
and a rise of both mortality and medical mistrust among
African-Americanmen not enrolled in the study. We high-
light the relevance of our findings for present-day racial
health disparities. Practitioner awareness of peripheral
trauma is an important element of cultural competency.
But among options to substantially improve minority
trust in the healthcare system, the diversification of med-
ical practitioners may hold greatest promise.
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INTRODUCTION

A nascent body of research suggests exposure to racially or
ethnically targeted events predicts adverse physical andmental
health outcomes among minority groups, even among mem-
bers not directly targeted, a phenomenon known as peripheral
trauma. In cases where the medical profession is the perpetra-
tor of such actions, health effects may be even more pro-
nounced as targeted groups experience both the stress of
targeting and heightened mistrust of the medical profession.
In this Perspectives piece, we summarize recent research on

peripheral trauma, including the population-level effects of po-
lice killings of unarmed black men, immigration enforcement
actions, and mass incarceration.1–4 We then discuss new evi-
dence that the racially targeted Tuskegee Study of Untreated

Syphilis in the Negro Male (TSUS) affected more than just the
study’s direct victims; lower healthcare utilization and higher
mortality extended to the generation of blackmenwho identified
with those victims. To the extent ongoing medical mistrust
among black Americans is rooted in this historical exploitation,
the peripheral trauma of TSUS spans generations.
We conclude by outlining the implications of peripheral

trauma for the medical profession and discuss potential miti-
gating strategies to counter its effects.

EVIDENCE ON PERIPHERAL TRAUMA

Several recent studies document the effect of peripheral trauma
on population health. Bor and colleagues (2018) examine wheth-
er police killings affect the mental health of black Americans in
the surrounding community.1 Combining data on police killings
of unarmed black Americans with mental health outcomes for
others in the same state, the authors found an estimated 0.14
(95% CI 0.07 to 0.22) additional poor health days among black
Americans in the threemonths following a police killing, with no
similar effects on mental health for white Americans.
Turning to Hispanic Americans, Novac et al. (2016) investi-

gate the spillover effects of an immigration raid in Postville,
Iowa, on ethnic-specific birth outcomes.2 The raid led to a 24%
increase in low birth weight infants (RR 1.24, 95% CI 0.98 to
1.57) among native and immigrant Latina mothers but no re-
markable increase among infants of non-Latina white mothers.
Building off this finding, Alsan and Yang (2019) investigate
whether Secure Communities, an immigration enforcement pro-
gram rolled out between 2008 and 2014 and recently reactivated,
affected health via the take-up of federal safety net programs by
Hispanic-headed households.3 The authors hypothesized that,
since enrollment in many federal programs requires a detailed
description of household members, Hispanic citizens eligible for
such programs but with connections to unauthorized immigrants
would be less likely to apply for them. Using a difference-in-
differences model, they find a 2.5 percentage point reduction in
food stamp take-up (95% CI − 4.01 to − 1.09) and a 1.3 per-
centage point reduction in Supplemental Security Income (95%
CI − 2.26 to − 0.30). Such declines are relevant for medical
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professionals as both programs have been shown to improve
health among enrollees.5, 6

Finally, Hatzenbuehler et al. (2015) describe the spillover
effects of mass incarceration on mental health.4 The researchers
trace mental health outcomes of people who live in areas from
which the incarcerated are heavily drawn, but who have not
otherwise had contact with the criminal-justice system. They
found that even after controlling for a battery of individual- and
neighborhood-level factors, individuals living in high-exposure
areas were significantly more likely to have met the criteria for
both major depressive disorder (OR 2.5, 95% CI 1.4 to 4.6) and
general anxiety disorder (OR 2.3, 95% CI 1.2 to 4.5) in their
lifetimes than were their counterparts in low-exposure areas.

ACASE STUDY IN PERIPHERAL TRAUMA: THE TUSKEGEE
STUDY

The peripheral trauma of these targeted actions in recent US
social history mirrors the population-level effects of medical
injustice nearly five decades prior. TSUS began as an attempt
to understand the pathology and course of sexually transmitted
infections (STIs), which had taken their toll on the USA’s
capacity to fight in World War I. On July 9, 1918, Congress
passed the Chamberlain-Kahn Act (Public 193), appropriating
funds to states to combat the infection and requiring that states
set up clinics, educate the public on STIs, control prostitution,
and quarantine “immoral women.”7, 8 In addition, the
country’s Public Health Service (PHS) worked alongside state
boards of health to organize clinics and educational activities
across the country.
Through its partnership with the Julius Rosenwald Fund,

PHS surveyed several areas of the South for syphilis and found
alarming rates inMacon County (approximately 35%), though
these rates have subsequently been called into question.9 The
agency initially planned to provide treatment for affected
individuals. But when the stock market crash of 1929 led to
a cut in funding, PHS pivoted from an interventional program
designed to treat afflicted individuals to an observational study
of untreated syphilis.10 The study began in 1932 with approx-
imately 600 poor and mostly illiterate black men, two-thirds of
whom had syphilis. It lasted for four decades, during which
time standard treatment for syphilis evolved from relatively
ineffective arsenic-containing compounds to mostly effective
penicillin. In July 1972, reporting by Jean Heller of the Asso-
ciated Press finally brought the study to a halt. Heller’s
reporting was widely disseminated in national media, and
detailed, follow-on reporting appeared in local newspapers,
national magazines, and television and radio news. Congres-
sional hearings further amplified news of the injustice.
It is not known how many of the infected men died of

syphilis-related causes, as opposed to competing causes;
dozens of spouses and children had been infected with the
disease as well. A $9 million settlement was reached in 1974

for the study’s victims, and the US government belatedly
issued an official apology in 1997.
While the study’s harmful effects on the participants and their

families often serve as a cautionary tale for human subject re-
searchers, less is known about the peripheral trauma of this event.
Alsan and Wanamaker’s 2018 study, published in The Quarterly
Journal of Economics, suggests significant population-level ef-
fects of TSUS among older black men.11 Figure 1, which pro-
vides motivation for their analytical strategy, plots the difference
in black and white age-specific all-cause mortality rates (per
1000) for females (red dotted line) and males (blue solid line)
from 1968 to 1988. Panels a and b show that for both infants and
children ages one to five, the racial gap in mortality was closing
steadily over time. At older ages, represented in the bottom row,
black men were converging towards white men’s mortality rates
before 1972 (the black vertical line represents the timing of the
TSUS disclosure). However, soon after the disclosure, the mor-
tality of black men nationwide began to diverge from white
men—a pattern not evident among women.
That mortality for black men changed course in 1972 does

not alone implicate the Tuskegee revelation, since other events
could have occurred in that year. However, men for whom the
information was highly salient, perhaps due to empathy for the
victims or fear that the samemistreatment could occur to them,
might be more inclined to avoid healthcare. Alsan and Wan-
amaker test this hypothesis using geographic proximity to
Tuskegee, Alabama, as an additional metric of the salience
of the Tuskegee abuses, in addition to race, gender, and year of
observation. The effect of the disclosure is captured by the
post-1972 change in the racial gap in health-related behaviors,
beliefs, and mortality among older men as a function of
geographic proximity to Tuskegee, Alabama, controlling for
any changes in the racial gap for older women. In this way, the
scope for misattributing a post-1972 correlation to the
Tuskegee disclosure is substantially reduced; any confounding
factors affecting mortality and health-seeking behaviors must
have disproportionately affected black men, and not black
women or white men, and must have done so in a detectable
geographic pattern centered around Tuskegee, Alabama. Al-
though black women may have been affected by the news of
Tuskegee, several factors suggest a more muted response
among women, including black women’s prior history with
the medical profession through childbirth, the tendency of
women to form trust based on relationships and past experi-
ence, and, perhaps obviously, that TSUS victims were male.
Regression analysis reveals that TSUS induced significant

peripheral trauma. The age-adjusted all-cause mortality of black
men, measured from 1968 through 1987, increased by approx-
imately 7% (95% CI 2.6 to 11.6%) after 1972, with larger
impacts in places closer to Tuskegee. National Health Interview
Survey (NHIS) data indicate that changes in outpatient care
utilization drove part of these mortality changes; black men
reduced their interactions with outpatient physicians between
1973 and 1977 by approximately 22% (95% CI 10.5 to 33.4%)
relative to 1969–1972, again with larger effects closer to
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Tuskegee. The utilization effects are driven by Southern men
with below-median income and below-median education levels,
suggesting that information itself, which is positively correlated
with both income and education, was not the mechanism.

DISCUSSION

Heightened national concern about systemic racism in institutions
coupled with persistent gaps in health outcomes has raised
awareness on the role of health professionals in affecting
change.12, 13 To date, efforts among clinicians have typically
centered on cultural competency training, an information set that
aims to help practitioners effectively communicate across cul-
tures. But these programs often give physicians a superficial
overview of group differences which may reinforce stereotypes
and practitioner biases.14 Indeed, randomized trials of cultural
competency curricula for health professionals generally show
improved knowledge measures, but effects on patient outcomes
have either been null or only slightly positive, prompting calls for
improved methodological rigor in both implementation and eval-
uation.15–18 Meta-analysis by Ludolph and Schulz (2018) sug-
gests that amore targeted set of debiasing interventions, including

cognitive or technological strategies to reduce implicit bias in
practitioner decision-making, may be more effective at achieving
the goals of cultural competency training.19

If cultural competency training has failed, perhaps it is
because of a hyper focus on cultural “otherness” rather than
a more reflective process of both examining one’s own beliefs
and cultural identities as well as deeper and sustained learning
about another’s history, culture, and lived experience.20, 21

Hardeman et al. (2016) discuss how anti-racism curricula
which include the social construction of race and the history
of racism in the USA and in the healthcare system specifically
may be more effective at developing a clinicians’ knowledge
base and ability to address structural racism in the healthcare
setting.12 As an example, rather than viewing medical mistrust
as a fixed cultural marker, with more information practitioners
can appreciate mistrust as the peripheral trauma from a spe-
cific historical injustice and the racism that begat that injustice.
Another frequently discussed policy prescription to address

health inequities endorsed by the Institute ofMedicine (IOM), the
National Medical Association (NMA), the Association of Amer-
ican Colleges (AAMC), and the American Medical Association
(AMA) is to increase minority representation in the healthcare
profession.22, 23 These calls have come despitemixed evidence of
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Figure 1 Racial gaps in age-specific mortality rates by gender and age. Authors’ calculations. Data are from the CDC Compressed Mortality
Files (1968–1988). Panel A: Infants aged 0; Panel B: Children aged 1 to 5; Panel C: Adults aged 55 to 64; Panel D: Adults aged 65 to 74. The
solid (blue) line represents the difference for males; the red (dotted) line represents the difference for females. Figure reproduced from Alsan
and Wanamaker, “Tuskegee and the Health of Black Men” in The Quarterly Journal of Economics (2018) 133(1):407–455, by permission of

Oxford University Press.
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effectiveness; although a handful of studies indicated an increase
in compliance with medical advice among concordant patient-
physician pairs, a 2009 meta-analysis of 27 public health studies
examining whether patient-physician concordance affects health
found inconclusive results and called for more rigorous research
(Meghani et al.).24–26 A recent experiment in Oakland by Alsan,
Garrick, and Graziani (2018) answered the call for rigor with a
double-blind randomized controlled trial, which randomly
assigned African-American men to doctors of different racial
backgrounds. Black male subjects randomly assigned to black
male doctors were 18 percentage points more likely to elect
preventive services relative to those assigned to non-black doc-
tors, and particularly so for invasive preventive health services
requiring an injection or a blood draw.27 The findings were
strongest among men who reported higher baseline levels of
medical mistrust or who had limited experience with the
healthcare system.

CONCLUSION

Minority patients are susceptible to peripheral trauma from
racially or ethnically targeted events in the broader society, and
the Tuskegee Study of Untreated Syphilis is a case study that
offers a window into the negative effects of such targeted
exploitation on health. Educating the medical profession on
the history of peripheral trauma is an important first step to
addressing persistent health disparities, but concrete efforts to
debias current practitioners and to increase the participation of
minority practitioners in the healthcare field will be needed to
further close the existing gaps.
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