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			To Rayna

		

	
		
			INTRODUCTION

			CANCELED…FOR A TWEET

			My name is Stanley Goldfarb. After a long and (some might say) distinguished career as a nephrologist, a professor of medicine, and a dean at the University of Pennsylvania’s Perelman School of Medicine, I was canceled—not once, but twice. First for an op-ed in the Wall Street Journal questioning the effect that DEI (diversity, equity, and inclusion) was having on medical schools and the wider world of medicine, and second for…a tweet.

			Yes, a tweet.

			In the kidney world version of cancel culture, I was summarily fired in 2022 as nephrology editor of UpToDate, a position I had held for seven years. UpToDate, the most widely used medical reference, is consulted by tens of thousands of physicians every day, helping them make the best and most timely decisions for patient care. Even as I was fired, UpToDate’s leadership team praised my work.

			So what was my crime?

			I was responding to a new study, one of three that in quick order demonstrated that putting diversity ahead of quality has consequences.1 I offered an alternative explanation for a phenomenon that had been reported at multiple medical schools. But it turns out that I was questioning a religious dogma, the adherents of which brook no debate, much less dissent. My ordeal provides an object lesson in DEI intolerance of free speech and academic inquiry, especially in medicine.

			The article that prompted my tweet that caused my defenestration appeared in the September 2022 issue of Academic Medicine, the well-respected trade journal of medical schools.

			It looked at minority medical students’ readiness for the profession, as judged by clinical evaluations during their post-graduate residencies, when they begin to work directly with patients. The data consisted of 3,600 evaluations of 703 residents by 605 faculty members at six internal medicine residency training programs in the United States: Emory University, Massachusetts General Hospital, University of Alabama at Birmingham, University of California San Francisco, University of Chicago, and University of Louisville.

			On average, URIM (so-called “underrepresented in medicine”) residents—that is, residents who are neither white nor Asian—scored lower on measures of medical knowledge, medical practice, professionalism, practice-based learning and improvement, and interpersonal and communication skills. (The whole concept of underrepresented in medicine is code for quotas. If race is a social construct, as some leftist intellectuals argue, then what does it matter what socially constructed racial group a doctor belongs to?)

			To be clear, many minority students surely excelled, while others brought the average down. But the authors, who perhaps understood that they had a hot potato in their hands, listed just three possible reasons for the disparities they found: “the cumulative effects of a noninclusive learning environment on trainees, racial bias (conscious or unconscious) in faculty assessment of URiM residents, and structural inequities in assessment measures.”

			In other words, either the evaluators were racist, the tests were racist, or the training was lousy. Those are your choices. As a distasteful sidelight, almost all of the dozen listed authors were associated with the schools under study, yet they were willing to libel their colleagues as possible racists. They speculated that “in-group favoritism” by male faculty “may play a role in our findings.” Nice folks, these.

			Now, putting ideology aside—which fewer and fewer academics are capable of doing—the more likely conclusion is that lower standards for medical students leads to worse performance by residents. But such possibilities are equivalent to what George Orwell in 1984 called “thoughtcrime.”2

			I mean, it is within the realm of possibility that these medical faculties are not dominated by racists, their assessment systems are not systemically racist, and those venerable institutions actually welcome minority students. Right?

			In response to the authors’ woefully inadequate conclusion, I tweeted, “3 possible explanations provided. All are due to external agents. Could it be they were just less good at being residents?”3

			This perfectly reasonable question, which would occur to anyone who lives outside the woke bubble, was deemed a hanging offense.

			Dr. Michael Parmacek, a cardiologist and chair of the Department of Medicine at Penn’s Perelman School of Medicine—a man I had considered a friend—fired off an overheated email to students and faculty that read:

			I am writing to address the racist statements made by former Associate Dean and Professor Emeritus Stanley Goldfarb. I want to acknowledge the deep pain and anger that his sentiments evoke in many of us, and wish to make my own position very clear. The greatest strength of our Department and of Penn Medicine is our diverse faculty, trainees, and staff. We as a Department place the highest emphasis on diversity, equity and inclusion, and recommit ourselves every day to upholding those values. Moreover, providing the best care for our patients means acknowledging that structural racism contributes to inequities and disparities in health outcomes. Only by recognizing this truth, and addressing its root causes, which include the lack of a diverse workforce, will we achieve the aspirations of our noble profession. As physicians, educators, and investigators, we must teach and reinforce this message to our students, patients, mentees, and colleagues. My opinion represents that of our leadership team and, I believe, our colleagues across the Department. Together, we will continue to fight the biases and injustices that erode the health of our nation. Please know that our entire leadership team is here to support you….

			“Deep pain”? Oh, please. How anyone could construct what I said as racist is beyond me.

			Dr. Parmacek’s commination of me had the ring of an anathema pronounced upon a Soviet dissident. It took me aback: Dr. Parmacek and I are members of a dinner club with other senior people from Philadelphia-area medical schools. For the briefest of moments I thought about confronting him—what kind of craven coward denounces a friend for expressing an opinion that any fair-minded person must concede is conceivably true?—but I never said a word. This dinner club is 150 years old and I have no desire to destroy it, or even to introduce an element of unpleasantness into its collegial atmosphere.

			My condemner, by the way, has never explained his action, let alone apologized.

			This was only the beginning of my cancellation.

			Activist students took to social media to warn minority students to avoid Penn. A follow-up email signed by four deans of the medical school asserted that my tweet ran “counter to the anti-racist stance that has been adopted by Penn Medicine and the Penn GME community.”4 My tweet, which was a question that would occur to anyone who had not willfully blinded himself, was unacceptable. I was, by implication, loathsome.

			Eric R. Gottlieb, an instructor in medicine at Harvard, disgorged a screed for STAT, an online medical newsletter, that bore the libelous headline “UpToDate has a racism problem. Its name is Dr. Stanley Goldfarb.”

			Subtle, eh?

			Dr. Gottlieb was pleased that Penn’s Renal-Electrolyte and Hypertension Division had erased me—its former cochief—from its history web page. I just disappeared from Penn’s website. This was a move right out of Stalin’s playbook, but anything is fair “when hateful stereotyping and inflammatory rhetoric enter the conversation.” Gottlieb never quotes any of this “hateful stereotyping and inflammatory rhetoric”—because there is none—apparently on the assumption that merely making the accusation is enough.

			Unpersoning me at Penn wasn’t enough to satisfy the censorious Dr. Gottlieb; he also demanded that I be fired from my post as nephrology editor in chief of UpToDate. My continued service was “problematic,” claimed the buzzword-addicted Gottlieb. No failure of mine in carrying out editorial duties was cited, but I was arraigned for my apparent disbelief in UpToDate’s assertion that race is merely a social construct. The devilish Goldfarb, said Gottlieb, “supports the use of the kidney function race multiplier”—about which more anon—so to the gallows I must go.5

			Opting for cowardice over courage, the editorial board of UpToDate asked me to resign—they even supplied me with a resignation letter—but I hadn’t done anything wrong so of course I refused. Nor would I grovel and plead forgiveness for a sin I had not committed. I told them that they would have to fire me. So they did.

			UpToDate’s leaders could no longer tolerate being associated with someone who, despite upholding the highest standards of professionalism and science, dared to question the ideological takeover of healthcare.

			I have lost friendships over my refusal to bend the knee to DEI and the rampant politicization of medicine. In most cases these ruptures were relatively painless breaks with acquaintances intolerant of disagreement, but one in particular really hurt. She was a young woman, chief operating officer of the Penn medical school. She and I were very close friends. I was older and tried to help in various ways, writing letters of recommendation for her and suchlike.

			When Penn’s letter denouncing me for the “Could it be they were just less good at being residents?” tweet was released, I was shocked and dismayed to find her name among the signatories. I sent her a one-word email: “Really?”

			She never replied. And I have never heard from her since. That one hurts.

			Since the Twitter blowup, other academic papers have been published with the similar finding that some minority residents are judged by faculty to have performed less well than white and Asian residents. But I’m not holding my breath waiting for an apology.

			Since researchers don’t seem overly eager to find out whether or not minority students really do perform worse than their white and Asian colleagues, I will speculate that perhaps some of these students are in over their heads. The situation in which they have been placed is simply too much for them, for whatever reason.

			Something is going on here but nobody wants to find out what it is. They just assume that these students are being poorly treated and the correction is for whites, and the institutions they are said to run, to purge themselves of their purported racism.

			When you start selecting medical students on the basis of skin color rather than grades and accomplishments, you will find that some of them are terrific, some are so-so, and some are subpar. Add in the fact that medical schools rarely flunk anyone and you realize that we are sending some incompetent doctors out into the world. You can easily imagine the consequences—misdiagnoses, preventable deaths, and, for the lawyers, lucrative malpractice suits. (In this as in other fields, those who make the rules don’t necessarily live by the rules. As one letter-writer to the Wall Street Journal said in a response to an op-ed of mine, “I wonder if those individuals pushing for DEI training in medical school select their doctors, lawyers and financial advisers based on diversity characteristics rather than competency. I’ll bet not.”6)

			This is not to say that there aren’t very high-performing, high-quality minority individuals who are entering these fields. Of course there are. Rather, it says that many education programs and medical schools have sacrificed merit in the name of identity politics. About twenty-two thousand medical students enter medical school annually. But there are more than fifty thousand applicants for positions in medical school each year.7 This is a zero-sum game. If an unqualified or less-qualified applicant is admitted over a qualified one, that qualified individual may never have the opportunity to become a physician. It is not like undergraduate years, where individuals have a multitude of options for their education.

			The UpToDate episode was painful, but I have no regrets. The blowback is coming, in large part because Do No Harm, the organization I founded in 2022, is finding ways to fight and win against the Goliath that is DEI in medicine.

			

			
				
					1	Stanley Goldfarb, “The Diversity Delusion Comes to Health Care,” Newsweek, July 19, 2022.

					2	Robin Klein et al., “Association Between Resident Race and Ethnicity and Clinical Performance Assessment Scores in Graduate Medical Education,” Academic Medicine 97, no. 9 (September 2022): 1351–1359.

					3	Stanley Goldfarb, Twitter/X, May 22, 2022.

					4	Jack Crowe, “Upenn Med School Leaders Turn on Former Dean Over ‘Racist’ Affirmative Action Criticism,” National Review, June 1, 2022.

					5	Eric R. Gottlieb, “UpToDate has a racism problem. Its name is Dr. Stanley Goldfarb,” STAT, October 17, 2022.

					6	Letters, “What Are They Teaching in Medical School?” Wall Street Journal, March 25, 2024.

					7	Patrick Boyle, “At medical schools, fewer apply but class sizes grow,” AAMCNews, December 12, 2023.

				
			

		

	
		
			CHAPTER ONE

			DO NO HARM IS BORN

			Talking Heads asked the question that every author ought to answer: Well, how did I get here? I’ll answer that question with regard to myself and, more importantly, Do No Harm.

			When my mother died, people came up to me and said, “If she had been my mother, I would have been president of the United States.” Quite possibly true, but I think she was satisfied with a nephrologist son.

			Mine was the archetypical Jewish mother with a dominant personality. She had a child, a girl, who died in 1930 at five years old from a bad infection, and from that point on she made it her goal in life to have sons who would be physicians. That was all she wanted—and that is what she got. (My brother Herbert was an obstetrician-gynecologist. He’s almost ten years older than me, so for all intents and purposes I grew up as an only child, though we’re quite close now.)

			My father was a quiet man with a very good reputation. He was in the produce business in Lower Manhattan, where the fruit came in and was then shipped out to the grocery stores. He was a fairly observant Jew; my mother wasn’t. But they were both traditional parents, dedicated to their children, and I was fortunate enough to have a very nice childhood.

			Neither parent was particularly interested in politics. I think my father was a Republican but I’m not even sure. My parents had lives outside of the Blue-Red bubble, and we were the better for it.

			I went to Yeshivah of Flatbush, a Hebrew school in Brooklyn, and then to a rather different school, Poly Prep Country Day School, which despite the word Country in its title is a venerable and preppy Brooklyn private school. After Yeshivah of Flatbush, Poly Prep was something of a culture shock, but I loved it. I made good friends, played sports, and then I went off to Princeton, where I majored in English, with romantic poetry as my specialty.

			Keats was a favorite. In recent years his famous lines have achieved an especial resonance for me:

			Beauty is truth, truth beauty,—that is all

			Ye know on earth, and all ye need to know.

			My love of poetry to the side, I always wanted to be a physician. My mother’s wish came true when I earned my MD at the University of Rochester Medical School—a place I enjoyed, grey skies and snow and all. Then it was off to Philadelphia, where I did my residency at the University of Pennsylvania.

			As with Rochester, the skies are not always sunny in Philadelphia, but once here, I never left.

			I met Rayna, the woman who became my wife, when I was a first-year resident. We had a wonderful marriage. Rayna gloried in great literature and taught English as a department head in various inner-city Philadelphia high schools. They were tough places, but she thrived. She had a great sense of humor and loved her students, though the job was not without its challenges. Rayna said every day was like being in an emergency room.

			Sadly, Rayna passed away in 2016.

			We had two children: Michael and Rachael, both of whom are happy with their lovely families. I am blessed to be able to see my kids and grandkids almost every other weekend.

			For the first decades of my professional life the focus of my work at Penn was research into kidney function. I published over one hundred articles in peer-reviewed medical journals such as the New England Journal of Medicine and the Journal of Clinical Investigation as well as over 150 invited reviews and commentaries. I also served on the editorial board of important medical journals such as the Journal of Clinical Investigation, the Clinical Journal of the American Society of Nephrology, and Diabetes, and as editor in chief of the journal nephSAP, published by the American Society of Nephrology.

			I later became interested in health administration and from 1992–1997 I served as chief medical officer of the Graduate Health System in Philadelphia, a seven-hospital system with a one-hundred-thousand-member HMO and a one-hundred-physician primary care network.

			Unfortunately, Graduate Health System’s finances fell apart and it was eventually absorbed by the Philadelphia Health Care Trust, as is documented in Governance of Teaching Hospitals, a book by cardiologist John Kastor that goes into the complex machinations of healthcare in Philadelphia.8

			I returned to Penn, wiser in the often inscrutable world of healthcare administration. I became chairman of the Department of Medicine at Penn’s Perelman School of Medicine for two and a half years and then was appointed associate dean for curriculum, a position in which I spent thirteen years until I was forced out in 2019 for my first violation of modern bureaucratic etiquette. My crime? I publicly criticized my employer for diluting its curriculum, academic standards, and, ultimately, the quality of healthcare that will be delivered to future patients of the physicians who study and train at Penn.

			I believed that the education our students received was not rigorous enough, but since I came into an established and respected enterprise that was not open to major changes, I was satisfied with making improvements at the margins. For instance, I was behind the reform that placed Penn medical students in small teams in an attempt to foster the good working relationships that are essential in the field of medicine.

			I was never looking to be a rebel. I have no martyr complex. But nor was I going to shut up when I saw the integrity of Penn’s curriculum under attack. By 2017 I was getting ready to retire. I was into my mid-seventies and the end of my career was at hand. I had no regrets, no major projects left undone.

			Then I met the newly appointed vice dean for medical education. I’d had an excellent relationship with her predecessor, who was a kidney specialist like me. We had, in a sense, grown up together at Penn. We were good friends and cooperative colleagues. I reported to her and she reported to the dean of the medical school.

			The new dean, Suzanne (Suzi) Rose, had a very different orientation. She made no bones about the fact that she believed our curriculum was passé. Since I thought it was quite innovative, conflict was probably inevitable. Penn was the third-ranked medical school. It seemed to me that we shouldn’t copy others; they should copy us.

			In addition to a medical degree, Suzi Rose had a master’s degree in education. (Her mother had been a professor in the education school at Penn.) She told me right off the bat that we didn’t know what we were doing. Students, she said, should be much more involved in promoting “social justice.” The idea was that to be a good doctor, you need to be a social worker as much as a clinical scientist.

			I thought she was dead wrong. In fact, I resented her position. Physicians are supposed to treat illnesses, not diagnose, much less cure, what ails society.

			To be fair, this was not a new debate. It had been going on for years, and Dean Rose was merely repeating the views of others who believe that medical education and training should be holistic, not reductionist. They contend that a good doctor must understand the patient’s environment: “where he’s coming from,” to use the 1960s term. That’s fine as far as it goes, which isn’t very far. In terms of treating a patient’s illness, understanding his or her social situation is largely irrelevant. It is far more important to understand disease, diagnosis, and treatment.

			Yet the dominant view in today’s med schools was expressed by the president and chairman of the council of deans of the Association of American Medical Colleges (AAMC): “A lack of understanding of a patient’s social environment can also lead to diagnostic errors, maternal mortality, poor pain management and more.”9

			If there are circumstances that prevent people from obtaining their medicine or getting to the physician, then yes, obviously a doctor needs to know these things. But beyond that, knowing the intricacies of their life and culture doesn’t get you very far. In West Philadelphia, where Penn is located, something like 130 languages are spoken. To speak of cultural competency in an environment like that, with a heterogeneous community and a large and varied immigrant population, is ridiculous. No one is going to know 130 languages and the cultural practices and beliefs specific to 130 cultures.

			Penn’s neighborhood is predominantly black. Those patients come to us because they are sick and want care.

			Having the capacity and training to diagnose and successfully treat their illnesses is what makes a good physician, and the cultivation of this capacity is the purpose of a med school curriculum.

			Suzi Rose disagreed. The breaking point came when she famously told me that there was “too much science in our curriculum.”

			I remember—I can never forget—that moment, though I can’t recall my response. I was taken aback, that’s for sure. Here I was at Penn, which had in the previous ten or fifteen years been the leader in medical science in this country. The 2023 Nobel Prize in Physiology or Medicine would be awarded to two Penn professors for work that made possible the COVID-19 vaccine. The incredible new therapy for blood cancers, using cells to fight the cancer, is totally a Penn invention. The Perelman School of Medicine has been an extraordinary scientific enterprise. This, to me, is why students came and still come to Penn. They don’t come for mandatory courses about climate change.

			Yet the new regime seemed to believe that medical advances and rigorous training of future doctors paled in importance beside advocacy education. They incanted incessantly the once-fine word diversity, which was being denatured beyond comprehension, as a kind of talisman to ward off any criticism.

			I didn’t think diversity, in its buzzword meaning, was a value. We need to treat students as individuals, not as members of larger groups. When you decide to become a doctor, your primary—even only—professional focus is learning this trade, this craft, this science that will enable you to take care of patients. You leave your politics at the hospital door.

			The traditional medical school approach, which had been focused on clinical science and aimed at developing medical leaders, was shifting to a far greater emphasis on community involvement and concern for social issues. The rationale for this was the hypothesis that the root cause of disparate healthcare outcomes between minority—particularly black—and majority communities was the result of bias on the part of physicians and healthcare institutions. Only through a dramatic reimagining (to use another annoying buzzword) of the practice of medicine, the hypothesis continued, could these disparities be eliminated.

			In many professional fields, academics are divorced from the world of practice and have little influence on the community of practitioners. For instance, the goings-on in law schools have traditionally had little to do with the actual practice of law. Medicine is quite different. The academic health center is the driving force in local healthcare and has great influence across the nation. American academic medical centers have been the engine of advances in the treatment and cure of diseases. Unlike in Las Vegas, what happens in academic medical centers doesn’t stay there but seeps into the larger community.

			The event that really precipitated my second career had nothing to do with diversity, equity, and inclusion (DEI) or the gender wars. It began in late 2019, when a faculty member, a respected young man of progressive political bent, proposed that a course in climate change be an aspect of the medical school’s new social agenda. I’d been forced by Suzi Rose to attend American Medical Association (AMA) seminars at which the imposition of a socially conscious curriculum was advocated—with nary a dissenting voice being heard—and so I understood the climate change course to be of a piece with this new hyper-ideological regime.

			The young faculty member and I got into a real argument. “This is nonsense,” I told him. “What do you know about global warming except what you read in the newspaper? That doesn’t entitle you to teach it. If you have a degree in atmospheric thermodynamics I’m willing to listen to you; otherwise you don’t know any more about climate change than I do, and I’m certainly not going to teach a course in that subject.” (I made a mild joke, too—always a mistake when conversing with a zealot: “Would it be so bad if Philadelphia’s climate were more like Miami’s?”)

			The argument ended civilly. No punches were thrown, no threats were exchanged. But shortly thereafter came the event that triggered—if I may borrow a woke verb—the ultimate creation of Do No Harm. I read in the Wall Street Journal of a movement, backed by the AMA, to teach climate change in medical schools. Mona Sarfaty, director of the Medical Society Consortium on Climate and Health, which claims to represent six hundred thousand doctors, explained to the Journal, “This is really the greatest health danger of our century. We must respond and make sure our health professionals are sufficiently educated.”10

			Were Penn to follow suit, we would simply be copying the others. Coming on the heels of the dispute with my colleague, this bothered the hell out of me. So I wrote a letter to the editor of the Wall Street Journal saying that such courses, even if well taught, were a waste of time for medical students, for their intent was to turn doctors into advocates for ridding the world of fossil fuels. They are welcome to advocate for this in their spare time, but that is not part of their professional role. (I should note that Do No Harm takes no position on climate change.)

			The Journal’s letter editor, James Taranto, who is now the editorial features editor, saw that I had signed the letter “former Associate Dean for Curriculum,” and he asked me to expand it to an op-ed.

			I did—and then all hell broke loose, for two reasons.

			First was the title that a Journal editor slapped on what was really a fairly moderate piece that had nothing whatsoever to do with gender issues: “Take Two Aspirins and Call Me by My Pronouns.” That seemed to announce, rather brazenly, that I had taken up arms in the culture wars. I was appalled by this title. It has dogged me ever since, though I was persuaded to use it as the title of my first book. Editors!

			The other reason all hell broke loose was the subject matter of my piece. I had no beef with racial or sexual diversity in the classroom—who does?—and I had no objection to a Penn course called “Doctoring,” in which students met with faculty weekly in their first year and then less frequently over the next three years. Although the course touched on matters of race and culture, it mostly focused on patient communication issues such as the development of interviewing skills and how to deliver bad news. Actors portrayed patients, so students could learn about these interactions without burdening real patients.

			But I had been to enough AMA seminars to know what was creeping over the horizon. It didn’t take a weatherman to see which way this wind was blowing. Inculcation—indoctrination—was fast upon us.

			I took as my jumping-off point in the op-ed a mission statement by the American College of Physicians in which the ACP had made sweeping statements in favor of gun control. I asked why medical schools were shifting their focus from developing doctors who can cure patients to haranguing aspiring doctors with what amounted to Democratic Party talking points.

			Essentially, my argument in the Wall Street Journal was in the nature of a warning. We want the best and brightest in our medical schools, and patients will be the ultimate losers if we shift the focus from medicine to social issues.

			I concluded:

			Curricula will increasingly focus on climate change, social inequities, gun violence, bias and other progressive causes only tangentially related to treating illness. And so will many of your doctors in coming years.

			Meanwhile, oncologists, cardiologists, surgeons and other medical specialists are in short supply. The specialists who are produced must master more crucial material even though less and less of their medical-school education is devoted to basic scientific knowledge. If this country needs more gun control and climate change activists, medical schools are not the right place to produce them.

			Then came the deluge. For daring to criticize the spread of social justice in medical curricula, I was roundly condemned by my fellow physicians and medical educators. They took to social media in droves to accuse me of perpetuating racism, white supremacy, and every other evil known to humanity. At first, I thought nothing would come of the attacks, since they were largely contained to Twitter and Facebook. Alas, what happens on social media doesn’t stay there.

			In short order, over 150 Perelman alumni signed an open letter condemning me. Colleagues of decades no longer spoke to me. When I’d walk by in the halls, conversations would stop. As the old phrase goes, it was enough to give a guy a complex.

			Dr. Robert M. McLean, president of the American College of Physicians, huffed and puffed and more or less confirmed my point by boasting to the Wall Street Journal that the “ACP has developed physician education resources on health issues such as climate change, firearms injuries, caring for socioeconomically disadvantaged patients and human trafficking. Medical education must train future physicians on these types of public-health issues, as they represent the reality of the world in which they will practice.”11

			In an opinion piece in the Philadelphia Inquirer, Dr. McLean’s colleague Robert B. Doherty, ACP’s senior vice president for governmental affairs and public policy, claimed that “Not teaching medical students about such social issues, and not advocating to change them, is what should worry all Americans. We need more gun control and climate change activists, and medical schools are precisely the right place to produce them—along with teaching them basic science.”12

			Don’t you love how “teaching them basic science” is added almost as an afterthought? It’s incidental to the production of gun control and climate change activists—barely worth a mention.

			Paul E. Sax, in the New England Journal of Medicine Journal Watch, imagined me in an “‘OLD MAN YELLS AT CLOUD’ internet meme.” Apparently I was the Grandpa Simpson of nephrology. Thus was the once-venerable NEJM reduced to millennial generation meme-citing.13

			Progressive students and doctors took to MedTwitter to meet what they dubbed “The Goldfarb Challenge,” with scores of doctors and healthcare professionals either boasting of their solicitude for the poor or citing (or fabricating) examples of social-justice issues impinging upon medical care. The tweeter would say something like, “I lectured my patient on the intricacies of kidney function—but he had no medication because he had no insurance and so he died.”

			I’m not entirely sure what the point was. I am aware that some patients have difficulty obtaining medicine, but neither I nor my critics are going to send them a check or deliver their medicine to them. That is the job of the wonderful social workers who are the unsung heroes of the kidney world. They know how insurance works, what Medicaid will and will not support, and how to navigate that extremely complicated maze. Those who suffer from kidney disease are chronic patients. Many are poor; a disproportionate number are black. They depend upon competent and compassionate social workers. I salute those workers—but I want kidney patients treated by supremely competent nephrologists, not sanctimoniously woke nephrologists with gaps in their education.

			During my training we were concerned about the inaccessibility of medical care in poor communities, but for the most part you did your research and took care of patients and that was quite enough.

			Advocates for emphasizing the social determinants of health in the medical-school curriculum believe that it will allow physicians to address the root causes of chronic illness in the United States. Their theory holds that poor neighborhoods, gun violence in the community, low rates of voting, and poverty in general produce illness.

			I don’t pretend to omniscience. Maybe they have something there. But I suspect the primary causes of poor health outcomes include people not seeking medical care early in the manifestations of illness and not adhering to medical regimens. Whatever the case, it’s hard to see what practicing physicians can do about any of these issues. At Penn, I could not understand how I as a doctor could produce better food choices in the community, reduce street violence, make kids attend school, and remedy other societal problems when I’m not a politician and have no control over local city or state budgets. This realization ultimately led me down the path to Do No Harm.

			Penn’s administration denounced me for that Wall Street Journal op-ed with the ferocity of an inquisitorial zealot condemning a heretic. This was bizarre, dispiriting, and infuriating. I had studied, served, taught, and been otherwise involved in life at Penn’s medical school since 1969—half a century—and in return I received a public dressing-down.

			Dean J. Larry Jameson and Senior Vice Dean Suzi Rose sent a letter to the student body in which they genuflected to the fads of the moment. They wrote:

			Please know that the views expressed by Dr. Goldfarb in this column reflect his personal opinions and do not reflect the values of the Perelman School of Medicine. We deeply value inclusion and diversity as fundamental to effective health care delivery, creativity, discovery, and life-long learning. We are committed to ensuring a rigorous and comprehensive medical education that includes examination of the many social and cultural issues that influence health, from violence within communities to changes in the environment around us.14

			They were setting fire to a strawman. My op-ed had not even mentioned the words “diversity” or “inclusion,” and to suggest that I am somehow opposed to “life-long learning” is just plain stupid. This was not a stand-by-your-man moment for the Penn administration.

			Suzi Rose called me in and read me the riot act. How dare I go public with this!

			“You must be kidding,” I replied. “The public deserves to know these things.” And that was pretty much the last contact I had with the Penn hierarchy, at least until they denounced me for my 2022 tweet. I believe that their concern was not so much with my heresies as it was with the possibility of activist students causing headaches for the administration.

			The firestorm was such that three days later, the Journal’s editorial page opined that the uproar at Penn proved that “Stanley Goldfarb knew what he was talking about.”

			After dissecting the letter from Deans Jameson and Rose as a “case study in progressive correctness,” the Journal editorialized, “Maybe we should begin to wonder about the quality of the doctors who graduate from Penn. Patients want an accurate diagnosis, not a lecture on social justice or climate change. Thanks to Dr. Goldfarb for having the courage to call out the politicization of medical education that should worry all Americans.”15

			(I was recently gratified when Wesley Yang, a contributing editor to Esquire, posted my 2019 Wall Street Journal article and commented, “Shouldn’t we have listened to him then?” It’s tough being Cassandra, the mythic Greek priestess who could predict the future but whom no one believed—but somebody’s gotta do it.)

			I suppose the typical reaction of someone who is being pilloried and vilified by his home institution and on social media falls somewhere between mortification and outrage, but in all honesty I was titillated. The whole matter was so blown out of proportion as to be ridiculous rather than upsetting. My Journal op-ed was anodyne, not incendiary. I’ve always been thought of as a rather nice, benign sort of person, so to suddenly become the naughty boy who points out that the emperor has no clothes gave me a bit of a frisson.

			Amid it all, I spoke with countless physicians and medical educators who told me they were terrified to speak up. So I tried to say what they could not, protected by my retirement.

			My opposition to the politicization of the Penn medical school launched me into a public role as a critic of the contamination of medicine and medical education by the toxic ideology of diversity, equity, and inclusion—DEI. In time, my new mission gave birth to Do No Harm.

			------

			First, do no harm.

			While that famous promise is not part of the original Hippocratic Oath, the pledge taken by new physicians, but rather a phrase drawn from another of Hippocrates’s writing, those three words encapsulate a central tenet of medical care.

			For more than two millennia, physicians have held themselves to the Hippocratic Oath. That oath, and its enduring command to “help the sick” and avoid “wrong-doing and harm,” represent one of the most important ethical principles of Western civilization: all individuals, regardless of race, background, or circumstances, have equal worth and deserve a physician’s utmost care.

			This pillar, which has guided our society’s approach to healthcare for centuries, is cracking. Medical schools now focus on both wellness and wokeness, even as the two contradict one another.

			When we started Do No Harm, my initial goal was just to get all this off my chest. I wanted to tell people what was really going on in medicine and medical schools. To put it bluntly, I just couldn’t stand the bullshit anymore.

			Fortunately, sharper organizational minds than mine, particularly that of Kristina Rasmussen, our incredibly effective executive director, perceived that real change—serious and salutary—was possible. We could tell the truth and expose the hypocrisy and the wrongdoing—but we could do so much more than that.

			Kristina Rasmussen is the former chief of staff to Governor Bruce Rauner of Illinois, among other positions. She has been in the trenches of state legislative activities for years, and she is supremely well-versed in the art and science of getting things done politically. Kristina’s background helped determine the path Do No Harm would take. She spent her career implementing policies for what she calls the freedom agenda at the state level. This did not preclude federal efforts, but the states are where healthcare and educational policies are really made, and they became our target.

			We launched Do No Harm in April 2022, coincident with the publication of my book, which, bowing to the inevitable, we titled Take Two Aspirin and Call Me By My Pronouns.

			The organization took off immediately. Clearly we were speaking to issues that people cared about and filling a canyonesque gap in the policy world. No one else was taking on DEI in the medical profession. We soon added a second front, involving gender transitions for minors, which has become an issue of extraordinary importance and contentiousness.

			We accomplish our mission through education and advocacy about the divisive and discriminatory ideology increasingly embedded within medical education, training, research, practice, and policy.

			Do No Harm quickly became an influential voice, especially at the critical state level, where, under America’s federalist system, most of the policy decisions affecting medical education, treatment, and practice are made.

			Like Lord Vishnu, the Hindu god, Do No Harm is multiarmed. The arm with which I am most intimately involved uses social and traditional media to inform the public about ideological threats to medical care and medical education. We have placed over 2,500 individual items in various media outlets, including the Wall Street Journal, the New York Post, the Free Press, National Review, and others. As a membership organization, Do No Harm has now attracted over fifteen thousand members, including physicians, nurses, and concerned patients.

			Do No Harm’s research arm consists largely of social science PhDs and other scholars who debunk the harmful myths that have guided the DEI and childhood-gender revolutions.

			Our lobbying arm works to enact legislation in the fifty states. We’re partnering with lawmakers in two dozen states to eliminate DEI policies from medical schools and to uphold the highest standards in admissions and curricula.

			We’re also on the front lines of the legislative fight to protect our children from gender radicals who would encourage them to undergo social, medical, and surgical interventions in the attempt to escape their birth sex. Do No Harm–designed legislation to restrict puberty blockers, cross-sex hormones, and gender surgery for children is front and center of the debate in states across the country.

			Do No Harm’s legal arm fights the good fight in the nation’s courtrooms, up to and including the US Supreme Court. We have used state and federal anti-discrimination laws to force institutions ranging from medical schools to hospitals to nonprofits to cease their dangerous experiments in identity politics. (We have found that the media like to write about lawsuits; they have more heft, more presence, than someone merely complaining about something.)

			Beneath the banalities and platitudes, DEI requires racial and gender discrimination. That’s illegal. So we’ve filed civil rights complaints with over one hundred medical schools for their discriminatory actions. The federal government has opened dozens of investigations, and in response medical schools are abandoning DEI-driven discriminatory practices.

			Basically, our mission was and is to eliminate discrimination in medicine. At one point in time, many decades ago, such a mission would have meant ensuring that minority patients actually got healthcare. Today, however, it means something very different. It means restoring meritocracy to the selection of students and faculty of medical schools. It means not creating separate pathways for patients based on skin color. It means protecting physicians from slanderous accusations of racism and bias against minority patients. And it means eliminating all aspects of identity politics from the healthcare system.

			Before we go further, a few definitions are in order.

			Critical race theory (CRT) is a divisive ideology that attributes all societal problems to racism. It holds that institutions are systemically racist and that individuals are inherently biased, while demanding that society must be fundamentally transformed as a result. It replaces the concept of “equality” with “equity,” which means that every racial and gender group should have the exact same social and economic outcomes, even if that requires treating people unequally.

			In the context of healthcare, CRT holds that bias on the part of healthcare professionals is to blame for different health outcomes among racial and gender groups. It proposes to remedy this reality by forcing medical professionals to provide different levels of care for different populations. This includes offering and denying treatments, and making potentially life-or-death decisions, on the basis of race. CRT-inspired policies and programs may violate federal law and the United States Constitution. In sum, critical race theory is ultimately making healthcare more biased and discriminatory, not less.

			Anti-racism—which on its face sounds like a thoroughly admirable position—is closely related to critical race theory. It holds that racial discrimination is praiseworthy and necessary. It seeks to overcome different outcomes among racial and gender groups by actively discriminating in favor of some people and against others. Anti-racism is fundamentally at odds with the American principles of equal treatment under the law and equal justice for all.

			The primary popularizer of “anti-racism” is Ibram X. Kendi, author of How to Be an Antiracist (2019), who summarized his creed: “The only remedy to past discrimination is present discrimination. The only remedy to present discrimination is future discrimination.” (Kendi struck it rich when Boston University hosted his Center for Antiracist Research, which raised a whopping $45 million in its first year of operation. But in 2023, amid credible accusations of gross mismanagement and profligate spending, Kendi laid off a majority—nineteen of thirty-six—of his employees, and elite institutions that had fallen for his routine slowly backed away.16)

			Within healthcare, anti-racism is making race and gender a determining factor in who gets certain medical treatments. That includes the denial of treatments for patients based on their skin color. It is also turning medical students and professionals into political activists by training them to care more about identity politics than tending to individual patients.

			Diversity, equity, and inclusion (DEI), which is now deeply embedded in academic institutions, and particularly in medical schools and large healthcare systems, means the opposite of the way those words are defined in standard dictionaries. DEI is an illiberal concept that threatens American medicine because it is discriminatory, it is divisive, and it undermines the meritocratic ideal which our profession has always upheld.

			The once-fine word diversity is used as cover for rank discrimination. People of goodwill often feel kindly toward the word, thinking that in the medical field it represents a desire to repair the historic injustice whereby members of minority groups, particularly African Americans, were denied the opportunity to become physicians.

			But in this day and age, when no qualified minority applicant is denied admission to medical school, the diversity movement seeks to increase admissions of minorities to reflect their proportion of the American population. This is a flat-out quota system, which is illegal in the United States as it violates the Civil Rights Act of 1964 and the Fourteenth Amendment to the US Constitution. One might try to create a legal justification for this if it did not require a compromise in the academic achievements of applicants, but it does. In this way, it is part of the reparations movement in American life.

			Health equity sounds harmless, but it is actually an attack on core principles that medical practitioners have traditionally observed. Under health equity, medical personnel must evaluate everything through the lens of race or identity rather than using their assessment and analysis skills to promote each particular patient’s well-being. This emphasis replaces the clinically based focus on caring for patients with a race-based focus.

			Finally, inclusion. Such a benign word! Don’t we want to include everyone? However, like many words in the progressive lexicon, inclusion in the context of DEI means the opposite of what it used to mean. It means exclusion of qualified Asians and whites in admission to medical school, residencies, and wide swaths of the medical field.

			Each of these noxious ideologies translates in practice to a racially discriminatory, censorship-happy, and intolerant regime in which the color of one’s skin determines one’s relative rights, and competence, fairness, and freedom are subordinated to a set of unholy commandments.

			Governor Ron DeSantis of Florida redefined the acronym DEI as “discrimination, exclusion, and indoctrination,” but a pithier, if mischievous, rival is “Didn’t Earn It.”

			John Tierney, the former star reporter at the New York Times and one of our most trenchant social critics, has written, “In the surest sign of its success, ‘Didn’t Earn It’ has been solemnly denounced by DEI executives, progressive pundits, and the left-wing watchdogs at Media Matters, which was so alarmed that it published a report documenting the phrase’s popularity and—inevitably—labeling it ‘racist.’”

			“Didn’t Earn It” is so punchy and effective that at the very least, speculates Tierney, it may “achieve a linguistic triumph.” He notes that some “companies and universities have been jettisoning the DEI acronym for departments and job titles, replacing it with terms like ‘Wellbeing and Inclusion,’ ‘Employee Engagement,’ ‘Student Development,’ or ‘Access and Opportunity’”—none of which lend themselves to a mellifluous acronym.17 (Try saying WAI or AAO.)

			Still, a rose by any other name would smell as sweet, to borrow a line from a dead white man, and the same is true of less fragrant flowers. DEI—however it is renamed—is corrupting American healthcare, and Do No Harm is determined to end it before it thoroughly destroys medical education, medical practice, and liberty in the United States of America.

			Do No Harm is the main player in the US with regard to DEI in medical education and healthcare. On the childhood gender-transition side, we cooperate with other dedicated groups, many led by mothers whose children have been sucked into this world, and who are fighting passionately for these kids in the legislatures, the courts, and the court of public opinion.

			In the early days of Do No Harm, nearly every donor and potential donor we approached asked when we were going to take on the horrifying fact that children were being medically and even surgically transitioned to the other—or to another, as some would put it—sex.

			I knew very little about the subject, but the more I looked into it the more I saw that it fit with our mission of opposing the intrusion of identity politics into medicine. Gender transition plays into the oppressed/oppressor binary—a word currently in bad odor in Identity Politics Land—and even gives white kids from middle-class homes some victimization street cred. (Well over 90 percent of trans-identifying girls are white.18)

			Unlike DEI in medicine, the issue of childhood gender transition is being covered, effectively, by other groups of concerned citizens. But where Do No Harm makes a truly significant contribution is in writing, lobbying for, and achieving passage of state-level laws that protect gender-confused children from harm.

			I should mention here that in the matter of transitioning, Do No Harm focuses solely on children. If an adult wishes to transition, whether through social, chemical, or surgical means, that is his or her business. Government ought not to ban such treatments or surgeries. Whether or not taxpayers should have to foot the bill is a whole other question—but such a permanently life-altering decision cannot be made by a child.

			Children simply are not capable of informed consent to radical and irreversible treatments or surgery. Many of those seeking what is euphemistically called “gender-affirming care” display comorbidities including anxiety, depression, autism, suicidal ideation or attempts, self-harm, and borderline personality disorder, among others. They are often deeply troubled kids, and it is our position that they should not receive gender-altering treatments until they reach eighteen years of age. After that, it’s up to them.

			Do No Harm’s position on this comports with the views of the majority of Americans, and our skillful lobbyists have helped secure passage of protective legislation in twenty-five states, with several others on the verge of approval as I write this.

			Ultimately, the trans issue may be transitory—in part due to the reforms Do No Harm is helping to enact in states across America.

			You see, if we succeed in our lobbying efforts, lawsuits and the possibility thereof will put an end to childhood transitioning. There are already upwards of fifty lawsuits in the works against hospitals, physicians, and pharmaceutical companies by people who regret transitioning, and insurance companies and medical centers will not be able to afford the resultant expense. They will need to put aside money for twenty-five years to cover these costs, because the bills that Do No Harm is supporting have quarter-century windows. So when a fourteen-year-old who undergoes a voluntary mastectomy in 2025 rues that decision in 2047, she will be able to file suit against the medical center, the doctors, the pharmaceutical companies, and whichever other persons or institutions have effected their transition.

			We will delve deeper into the childhood gender-transition issue in Chapter Six.

			Do No Harm has become the rallying point for doctors, nurses, and other medical personnel who are distressed by the ways that DEI, CRT, and identity politics have distorted our profession and eroded the quality of medical care in the United States. We receive constant encouragement from colleagues who tell us that they are repelled by what is going on. This is no academic exercise: DEI is weakening healthcare—and by extension, health—in our country.

			At the most practical level, we have built a legal and legislative infrastructure from which we fight against DEI and identity politics and for a return to competence and integrity in medical schools and the profession.

			We don’t pontificate; we research, we publish, we litigate, we lobby, and we actively search out young people and aspiring healthcare professionals who are being harmed by DEI zealotry and identity politics.

			We have been so successful in this mission that participants in a recent panel discussion at Harvard medical school declared that Do No Harm and I were the biggest problem DEI faces in medical education. If we are troublemakers, I see this as making “good trouble.”

			Can Do No Harm cure the DEI infection in American medicine? We have to try. The future of healthcare hangs in the balance. So does the health of every American.
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