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heat meals, refined breads, and 
sauces and condiments than other 
UPF. In contrast, UPF made with 
more healthful, less-processed in-
gredients — such as whole grains, 
fruits, vegetables, legumes, or yo-
gurt — generally have neutral or 
positive health associations.5 To 
survive litigation, carve-outs or ex-
emptions from UPF policies must 
be based on standardized, ac-
cepted regulatory definitions. One 
sensible approach could be to ex-
empt UPF that falls under a De-
cember 2024 Food and Drug Ad-
ministration (FDA) rule governing 
which products can be labeled as 
“healthy.” In contrast to the pre-
vious, decades-old policy, which 
emphasized selected nutrients and 
allowed manufacturers to market 
vitamin-fortified UPF as healthy, 
the new rule prioritizes healthful 
ingredients. Any product labeled 
as “healthy” must contain mini-
mum amounts of fruits, vegeta-
bles, whole grains, nuts, beans, 
dairy, or lean proteins and may 
not contain excessive amounts of 
added saturated fat, sodium, or 
sugar. This FDA rule provides a 

reasonable 
approach 
to consid-

ering exemptions to UPF policies.
Alternative regulatory defini-

tions of “ultraprocessed” have been 

proposed, such as definitions 
based on amounts of saturated 
fat, sugar, and sodium — in 
keeping with a front-of-package 
labeling rule recently proposed by 
the FDA. However, such criteria 
wouldn’t capture all UPF-related 
harms and are only moderately 
sensitive and specific to ultra-
processing. Many UPFs are high 
in refined starch and additives, 
rather than sugar, sodium, or fat, 
for example; healthful, minimally 
processed foods can contain cane 
or beet sugar, honey, salt, or natu-
ral fats. Definitions focused on 
isolated nutrients don’t reflect the 
innovative approach introduced by 
Nova, which centers commercial 
processing and its multifaceted 
adverse effects.

Federal, state, and local poli-
cies have successfully defined 
other categories of heterogeneous 
foods — such as “junk food,” 
which is taxed in multiple states 
— to promote public health. Giv-
en high rates of diet-related dis-
ease and evidence of harms of 
UPF, I believe the federal govern-
ment has the responsibility to en-
sure food safety and protect the 
public’s health by regulating UPF. 
The food sector, in turn, should 
comprehensively evaluate specific 
processing methods and additives 
to inform regulatory updates and 

support the production of safer, 
more healthful packaged foods. 
Sufficient evidence and imperative 
exist for defining and taking ac-
tion to address UPF.
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The Costs of Dismantling DEI

The Health Equity, Medical, and Scientific Costs  
of Dismantling DEI
Crystal W. Cené, M.D., M.P.H.1​​

Current attacks by the Trump 
administration on diversity, 

equity, and inclusion (DEI) initia-
tives — in the form of executive 
orders and administrative actions 

— reveal a critical misunder-
standing of the relationship be-
tween DEI and health equity.

DEI initiatives are structured 
efforts within organizations de-

signed to create inclusive educa-
tional and work environments, 
redress discriminatory policies, 
and mitigate the effects of system-
ic inequities. In medicine, these 
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initiatives influence the recruit-
ment, retention, and support of 
the workforce that delivers care, 
generates knowledge, and trans-
lates evidence into practice. DEI 
initiatives in health care include 
pathway programs for first-gener-
ation students, mentorship and re-
search training programs for fac-
ulty and trainees, pay-equity and 
parental leave policies, and acces-
sibility programs.

Today, DEI is being misrepre-
sented as divisive, exclusionary, or 
a form of indoctrination that un-
dermines meritocracy. Such mis-
characterizations fuel a harmful 
“zero sum” narrative. In reality, 
DEI initiatives challenge the myth 
of a level playing field and pro-
mote policies that help make true 
meritocracy possible. Talent is 
evenly distributed across popula-
tions, but opportunity is not. DEI 
efforts aim to expand access to 
opportunity so that all talented 
people can contribute to society.

Anti-DEI actions will reverse 
decades of progress toward build-
ing a more inclusive health work-
force and improving patient out-
comes — distinct but related goals. 
Greater racial and ethnic workforce 
diversity has been shown to im-
prove patient health by enhancing 
communication, satisfaction, trust, 
and treatment adherence; increas-
ing culturally and linguistically 
sensitive care; expanding access 
to care in underserved and sicker 
communities, where non-White 
clinicians are more likely to prac-
tice than their White counter-
parts; and broadening research 
questions and methods, including 
participation of patients from ra-
cially and ethnically minoritized 
groups in clinical and biomedical 
studies.1

However, diversity alone is not 
enough. Realizing its benefits re-
quires inclusive policies, equitable 

practices, courageous leadership, 
and accountability.

Health equity is an aspiration-
al goal: ensuring that everyone 
has a fair and just opportunity to 
be healthy. Achieving health equi-
ty requires removing structural 
and social barriers, such as dis-
crimination and limitations on 
access to care, education, employ-
ment, housing, and safe environ-
ments. Health equity initiatives 
target health care disparities af-
fecting groups defined by race, 
ethnicity, age, language, gender, 
sexual orientation, ability, insur-
ance status, or geography, by in-
creasing access to and quality of 
care. Ensuring accountability for 
health equity requires tracking dis-
parities using data disaggregated 
by social and demographic varia-
bles, engaging in quality-improve-
ment (QI) efforts, and implement-
ing evidence-based practices.

Health disparities have been 
well documented for decades, since 
the “Heckler Report” was issued 
by the U.S. Department of Health 
and Human Services in 1985, and 
they remain persistent and cost-
ly. In 2022 alone, health dispari-
ties cost the United States $320 
billion in excess medical spend-
ing and lost productivity. The 
figure is projected to increase to 
$1 trillion by 2040 because of 
demographic shifts and rising per 
capita costs.2 Health disparities are 
not random; they are predictable 
outcomes of policies, practices, 
and decisions about where, how, 
and in whom society invests re-
sources. When segments of the 
population are excluded from the 
benefits of health care’s triple aim 
— better experience, improved 
health, and lower costs — the 
health of the entire population 
suffers. For example, during the 
Covid-19 pandemic, rural areas of 
the United States with fewer medi-

cal professionals and health care 
facilities had substantially lower 
vaccination rates than nonrural 
areas. These access disparities led 
to lower vaccination coverage 
and higher Covid-19 transmission 
rates, resulting in higher overall 
mortality.3

Ultimately, within health care, 
health equity is the goal; DEI is 
a strategy for achieving that goal. 
Recent federal actions conflate DEI 
and health equity, placing both at 
risk. Examples include the remov-
al of public health websites and 
data sets that track population 
health disparities; removal of guid-
ance on diversity in clinical trials; 
disbanding of critical health equity 
advisory committees; withdrawal 
of funding from low-income coun-
tries; termination of millions of 
dollars in research grants, includ-
ing those focused on environmen-
tal justice health disparities and 
minoritized populations and those 
focused on training of groups 
that are underrepresented in the 
science workforce; and massive 
layoffs at health-related federal 
agencies. These sweeping actions 
are dismantling the infrastructure 
needed to eliminate health dispari-
ties and improve patient outcomes.

Equity is not only one of the 
six domains of health care quality, 
as defined by the National Acade-
my of Medicine — it is also a 
cross-cutting domain that bolsters 
all the others. Equity-focused QI 
often involves tailoring interven-
tions to marginalized groups that 
experience disparities. For exam-
ple, tailored interventions for Black 
birthing people aim to reduce 
long-standing racial disparities in 
maternal mortality. Yet such initia-
tives may now be deemed unlaw-
ful if they’re perceived as “prefer-
encing” a protected group, as 
defined by race, sex, or national 
origin, among others.
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An alternative approach — de-
signing general QI interventions 
in hopes that they disproportion-
ately benefit at-risk groups — may 
avert legal scrutiny but often fails 
to eliminate disparities and may 
even exacerbate them.4

The assault on DEI and health 
equity has caused underrecog-
nized psychological harm to cli-
nicians and scientists. Anti-DEI 
directives have led to abrupt ter-
mination of research grants, dis-
mantling of the federal research 
infrastructure, self-censorship to 
avoid flagging of “target words” 
in research proposals and papers, 
and loss of funding to academic 
and other nonprofit organizations. 
The loss of research funding, 

which pays for critical infrastruc-
ture within academic institutions, 
has heightened pressure on care 
delivery systems to cover budget 
shortfalls with increased clinical 
revenue. To compensate, health 
systems are reducing staff and 
growing lucrative clinical services 
while limiting care and services for 
uninsured and underinsured pa-
tients. Scientists, particularly those 
conducing health equity research, 
are being pressured to pivot their 
research agendas, write more 
grants, and increase clinical work 
to maintain salary support — de-

mands that increase instability 
during a time when many are 
working to build their careers and 
progress through the academic 
ranks.

The frenetic pace of these 
changes and the speed at which 
universities have scrambled to mit-
igate financial risks are fueling 
fear, burnout, and uncertainty, 
especially among early-career cli-
nicians and scientists. Reframing 
a research program to comply 
with shifting political mandates 
requires more than replacing 
f lagged terms such as “dispari-
ties,” “equity,” or “women.” It re-
quires time to reflect and recon-
ceptualize research questions and 
approaches.

For clinician–scientists who 
may themselves identify with the 
communities in which they con-
duct research or provide clinical 
care, the harm is amplified. Many 
of them are experiencing a pro-
found sense of moral injury and 
grief. They cycle through denial, 
anger, bargaining, and depression 
— trying to resist acceptance, yet 
feeling powerless to do so. Ac-
cepting the regressive ideologies 
and practices of the current ad-
ministration feels like a betrayal of 
the very communities their work 
aims to uplift.

How should the health care 
and scientific community respond? 
Clinicians and researchers work-
ing to achieve health equity must 
clearly communicate the goals 
and evidence for DEI as a strategy 
to advance health equity, which 
benefits everyone. DEI initiatives 
should be intentionally designed 
to effect meaningful changes in 
outcomes, not just meet process 
metrics (e.g., participation rates 
or numbers of trainings). These 
changes should be measured and 
tracked, and strategies should be 
adjusted to ensure accountability. 
We must highlight the danger to 
the health of the nation of defund-
ing and divesting from health eq-
uity and DEI research, programs, 
and offices.

Academic leaders must also be 
sensitive to the psychological toll 
on faculty, staff, clinicians, and 
trainees navigating the current en-
vironment — many of whom are 
experiencing a profound sense of 
loss — and seek creative ways to 
support them.

Institutions and individuals 
committed to science, freedom, 
and justice must vehemently resist 
efforts to censor scientific inqui-
ry, revise history, and erect bar-
riers to health and opportunity. 
The stakes for science, medicine, 
and the nation’s health are simply 
too high for us to stand by and 
watch the destruction.
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My Brother’s Keeper

My Brother’s Keeper
Joshua A. Budhu, M.D., M.P.H.1​​

My eldest brother, Ravi, died 
on Father’s Day 2008, while 

handcuffed to a hospital bed. In-
tubated and chemically sedated, 
he had lain immobile for 6 days 
and ultimately developed multiple 
deep venous thromboses that re-
sulted in a massive saddle pulmo-
nary embolism. Initially, I blamed 
the doctors, nurses, hospital, and 
police officers. But though they 
directly contributed, they were 
only part of the problem. Iatro-
genic injuries aside, Ravi was 
caught in a system that worked 
against him at every turn.

He was born in Guyana, South 
America, a former British colony 
that had gained independence in 
1966. For the first few decades 
after that, the country was beset 
by political and economic tur-
moil, which led to a mass exodus. 
My parents immigrated to New 
York in the early 1980s, becom-
ing part of the Guyanese diaspo-
ra. Ravi came to the United States 
when he was 6 years old and at-
tended local public schools. A 
child of the 1970s and ’80s, he 
came of age as personal comput-
ers and, later, Internet access were 
becoming commonplace. After 
graduating from high school, he 
immediately went to work, by-
passing a college degree to imme-
diately start supporting himself 
and our family. Ravi eventually 

started his own information tech-
nology company that provided 
real-time stock quotes. Initially 
promising, the company hit rough 
times when the tech bubble burst, 
and began struggling financially 
by the early 2000s.

My brother saw his dreams 
vanish — investor money dried 
up, and so did his. Without a 
college education or vocational 
training to fall back on, Ravi felt 
he had to give everything to try 
and save his company. But in the 
end, he was the one who needed 
saving. Ravi fell deep into debt, 
despite moving back in with my 
parents and taking other mea-
sures to save money. Depressed, 
he became addicted to alcohol, co-
caine, and fast food, which com-
pounded his financial and health 
problems.

On a warm summer night in 
June 2008, Ravi was driving under 
the influence and hit a parked 
car. Fortunately, no one else was 
injured, but he sustained a few 
superficial cuts and abrasions. 
When he was in police custody, 
he was taken to a public hospital 
for treatment. It was meant to be 
a short stay, but he never left.

The day after admission, he 
developed a fever. As my family 
and I sat at his bedside, I asked 
to speak with a doctor, but no 
one ever came. A nurse told us 

that Ravi “had a drinking prob-
lem,” hinting, as I only later re-
alized, that he was most likely 
experiencing alcohol withdrawal. 
They oversedated him, and on 
day 3 my parents received a call 
that the doctors wanted permis-
sion to “give him medicine through 
his neck.” Later that day, he was 
intubated and had a central line 
placed. The medical team reas-
sured us that it was a temporary 
setback.

My parents were at Ravi’s side 
every day, which required visiting 
the local police precinct each 
morning to receive clearance for 
visitation rights. He was never ar-
raigned and remained in police 
custody during his hospital stay. 
My parents stayed with him under 
the watchful supervision of two 
police officers, stationed there to 
prevent my handcuffed, intubat-
ed, sedated brother from escap-
ing. More than once, the officers 
asked my parents and other visi-
tors to leave, citing “regulations.” 
On Father’s Day, day 6 of his 
hospitalization, my parents had 
decided to spend the morning at 
home with my other siblings and 
me, intending to visit Ravi in the 
afternoon. But we received a call 
asking us to come back in — he 
wasn’t doing well. After being held 
up at the police precinct for an 
hour for paperwork, we made our 
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