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In Minnesota, where black Americans account 
for 6% of the population but 14% of Covid-19 
cases and 33% of Covid-19 deaths, George Floyd 

died at the hands of police.

“Please — I can’t breathe.”
He was a black man detained 

on suspicion of forgery, an alleged 
offense that was never litigated 
or even charged, but for which 
he received an extrajudicial death 
sentence.

“Please — I can’t breathe.”
He was only 46 years old.
“Please — I can’t breathe.”
And he was loved.
But despite onlookers’ pleas and 

his own calls of distress, with his 
face against the pavement, three 
officers on his back, and a knee 
in his neck, he was murdered.

“Please — I can’t breathe.”
While trained officers and 

paramedics stood by, and a horri-
fied community witnessed, Floyd 
was denied the basic rights of due 
process and the basic dignity of 
life support.

“Please — I can’t breathe.”

In the wake of his public exe-
cution, uprisings have ignited in 
cities throughout the United States 
and the world, many of them led 
by young black people. Despite 
potential risks of exposure to 
Covid-19, demonstrators are lay-
ing bare the deep pain that per-
sists for black people fighting to 
live under the crushing weight of 
injustice that has long been at 
our necks. The words “I can’t 
breathe” hang heavy in the air. 
But they are so much more than a 
rallying cry. They are indictments.

“Please — I can’t breathe.”
The truth is black people can-

not breathe because police violence 
is a major cause of premature 
death, of stolen lives and stolen 
breaths in America. And it is a 
particularly deadly exposure for 
black Americans.

“Please — I can’t breathe.”

The truth is black people can-
not breathe because as many 
mourn George Floyd, we also 
mourn Breonna Taylor and Tony 
McDade, and the nearly 1000 peo-
ple who are killed by police each 
year, an outsized proportion of 
whom are black.

“Please — I can’t breathe.”
The truth is black people can-

not breathe because we are pre-
emptively grieving the 1 in 1000 
black men and boys who will be 
killed by police.1

“Please — I can’t breathe.”
We are holding our children 

closer and tighter because we 
know black girls will be presumed 
to be older, less innocent, and less 
in need of protection than white 
girls as early as 5 years old,2 and 
black boys by 10 years old. We 
know the risks that may meet 
them when they leave our sides, 
and we hide our silent devastation 
when we prepare them for those 
risks — risks that no amount of 
guidance may deter.

“Please — I can’t breathe.”
The truth is black people can-
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not breathe because the legacies 
of segregation and white flight, 
practices of gentrification and en-
vironmental racism, and local zon-
ing ordinances combine to confine 
us in residential areas where we 
are disproportionately exposed to 
toxins and pollutants. As a result, 
black populations have higher 
rates of asthma and cancer. And 
recent data suggest that chronic 
exposures to particulate matter in 
the air may contribute to a risk 
of death from Covid-19 as much 
as 15% higher for black Ameri-
cans than that faced by white 
Americans.3

“Please — I can’t breathe.”
The truth is black people can-

not breathe because we are cur-
rently battling at least two public 
health emergencies, and that is a 
conservative estimate. One of ev-
ery 1850 black Americans have 
lost their lives in this global fight 
against a novel virus that could 
have harmed anyone (https://
apmresearchlab​.org). And yet — 
because of racism and the ways 
humans use it to hoard resources 
and power for some, while depriv-
ing others — it has killed an enor-
mous number of black people.

“Please — I can’t breathe.”
And black people are three 

times as likely to be killed by 
police as white people (https://
mappingpoliceviolence​.org). Both 
these realities are acutely threat-
ening black lives right now. But 
prevailing gaps in maternal and 
infant mortality have long threat-
ened our survival beginning be-
fore we are even born.

“Please — I can’t breathe.”
In the face of literal gasps, as 

black communities bear the phys-
ical burdens of centuries of injus-
tice, toxic exposures, racism, and 
white supremacist violence, too 
many either do not know what 
our communities endure or are 

aware but choose not to act. Too 
many “leaders” wonder how we 
got here and what we can do to 
move forward, as if the answers 
have not been ever-present.

We got here, as the sociologist 
Ruha Benjamin expertly notes, 
because “Racism is productive” 
(https://belonging​.berkeley​.edu/​
video​-ruha​-benjamin). We got here 
because we live in a country estab-
lished by indigenous dispossession 
and genocide. Because slavery and 
the racial ordering of humans and 
goods it established constructed a 
political economy predicated on 
devaluing black labor, demeaning 
black bodies, and denying black 
humanity. We got here because 
stolen lives and stolen breaths are 
profitable and we work in systems 
that continue to reap the gains.

“Please — I can’t breathe.”
Any solution to racial health 

inequities must be rooted in the 
material conditions in which those 
inequities thrive. Therefore, we 
must insist that for the health of 
the black community and, in turn, 
the health of the nation, we ad-
dress the social, economic, polit-
ical, legal, educational, and health 
care systems that maintain 
structural racism. Because as the 
Covid-19 pandemic so expeditious-
ly illustrated, all policy is health 
policy.

We expect the deployment of 
these solutions to meet the urgen-
cy of this moment and the dire 
needs it has evidenced. We have 
confidence that these changes 
can be made rapidly, given the 
agility with which health care 
systems have reorganized in the 
face of Covid-19 — many estab-
lishing new practice patterns, 
payment models, and delivery 
mechanisms. The response to the 
pandemic has made at least one 
thing clear: systemic change can 
in fact happen overnight.

Although there is much to do, 
we recommend that health care 
systems engage, at the very least, 
in five practices to dismantle 
structural racism and improve the 
health and well-being of the black 
community and the country.

Divest from racial health inequities. 
Racial health inequities are not 
signs of a system malfunction: 
they are the by-product of health 
care systems functioning as in-
tended. For example, the U.S. 
health insurance market enables a 
tiered and sometimes racially seg-
regated health care delivery struc-
ture to provide different quality of 
care to different patient popula-
tions. This business model results 
in gaps in access to care between 
racial and ethnic groups and dev-
astating disparities like those seen 
in maternal mortality. Universal 
single-payer health care holds the 
promise of removing insurance as 
a barrier to equitable care.

Desegregate the health care work-
force. The health care workforce is 
predominantly white at essentially 
every level, from student and staff 
to CEO. This lack of diversity must 
be understood as a form of racial 
exclusion4 that affects the econom-
ic mobility and thus the health of 
nonwhite groups. For example, 
health care systems are often the 
economic engines and largest 
employers in their communities. 
Extending employment opportu-
nities to those communities can 
extend the employer-based in-
surance pool, raise the median 
wage, support the local tax base, 
and counter the gentrification 
and residential segregation that 
often surrounds major medical 
centers — each of which im-
proves population health.

Make “mastering the health effects 
of structural racism” a professional medi-
cal competency. In 2016, we asked 
individual clinicians to “learn, un-
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derstand and accept America’s rac-
ist roots.”5 In 2020, it is clear that 
clinicians need to master learning 
the ways in which structural rac-
ism affects health. We believe that 
medical schools and training pro-
grams should equip every clini-
cian, in every role, to address rac-
ism. And licensing, accreditation, 
and qualifying procedures should 
test this knowledge as an essen-
tial professional competency.

Mandate and measure equitable out-
comes. Just as health care systems 
are required to meet rigorous safe-
ty and quality performance stan-
dards for accreditation, they 
should be required to meet rigor-
ous standards for addressing 
structural racism and achieving 
equity in outcomes.

Protect and serve. Health care 
systems must play a role in pro-
tecting and advocating for their 
patients. Victims of state-sanc-
tioned brutality are also patients, 
who may present with injuries or 
disabilities or mental health im-
pairments, and their interests 

must be defended. Health care sys-
tems should also be on the fore-
front of advocating for an end to 
police brutality as a cause of pre-
ventable death in the United States. 
They should take a clear position 
that the disproportionate killing 
of black (and indigenous and 
Latinx) people at the hands of po-
lice runs counter to their com-
mitment to ensuring the health, 
safety, and well-being of patients.

“Please — I can’t breathe.”
Police violence, racial inequi-

ties in Covid-19, and other forms 
of structural racism are concurrent 
and compounding public health 
crises in the United States.

“Please — I can’t breathe.”
Postmortem evidence indicates 

that George Floyd tested positive 
for Covid-19, underscoring this 
reality. The choice before the 
health care system now is to show, 
not tell, that Black Lives Matter.

Because, like George Floyd, 
black people are loved.

Disclosure forms provided by the au-
thors are available at NEJM.org.
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The deaths of Alton Sterling 
and Philando Castile in July 

2016 reverberated throughout the 
Brigham and Women’s Hospital 
(BWH) Department of Medicine, 
destabilizing daily routines in 
the new academic year. Momen-
tum for change had been build-
ing since the Black Lives Matter 
movement burst onto national 
headlines in 2013. Our internal 
medicine residents enjoined us as 
a department and an institution 
to reinvigorate the long but es-

sential process of recognizing 
racism within our environment 
and acting to address it. They de-
clared that the issues that the 
Black Lives Matter movement 
was making visible weren’t exter-
nal to or separate from our expe-
riences at an academic medical 
center. Structural racism, dis-
criminatory policing, and crimi-
nalization of black people affect 
health care. These long-standing 
issues reflect the living legacy of 
our country’s history of racial 

discrimination and its many 
tragic consequences, including 
genocide of Native American 
people, slavery, Jim Crow laws, 
and eugenics. The question 
posed was simple: “What are we 
going to do?”1

Leading with action on issues 
of health justice has been a long-
standing challenge for health pro-
fessionals, who are often more 
comfortable with descriptive re-
search as the main focus of inter-
vention. In our department, the 
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