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Why I Decided to participate in a COVID-19
Vaccine Trial – A Reminder that Diversity in
Medicine Cannot be an After-Thought
Tessa Haspil-Corgan, MD FACEP FAAEM

This work reminds me
daily
of why I went into
medicine: my ability to ease
a patient’s nerves by walking
them through a diagnosis in
their native tongue or even
by sharing their racial and
ethnic background.”
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COVID-19 pandemic
must not be forgotten; we must
remain vigilant and remember
that the importance of diversity
and access in the medical
community extends beyond the
news cycle.”
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he COVID-19 vaccine is here, providing us with a glimmer of hope, but this provides hope for only one pandemic. In the battle against deeply rooted racism,
COVID-19 has reminded us that medicine is not immune. Despite the over 44.5 million Americans who have received at least one dose, many in the Black community
are still hesitant to receive the vaccine.1 Reports indicate that Black Americans are
vaccinated at a lower rate than white Americans, nation-wide.2 Skepticism about the vaccine remains palpable and is the reason why as a Black physician I made the decision to participate in the Pfizer COVID19 trial.
As an Assistant Professor of Medicine at Florida International University, I have spent the past few
months teaching medical students over Zoom and practicing as one of the attending physicians in
our Neighborhood Health Education Learning Program (NHELP®). This program provides a proactive
step towards administering accessible primary care in underserved communities. This work reminds
me daily of why I went into medicine: my ability to ease a patient’s nerves by walking them through a
diagnosis in their native tongue or even by sharing their racial and ethnic background. The power of
these connections is all too often undervalued in medicine. Likewise, I fear that their significance is
underestimated in the rollout of the vaccine.
Many of my patients of color just do not trust the vaccine. The skepticism has roots in centuries of
unethical and harmful medical experimentation on Black Americans. The fear is not irrational but rather
a reminder that medicine has repeatedly failed underrepresented people. A recent article in the New
England Journal of Medicine indicated that, “although Black people make up 13% of the U.S. population,
they account for 21% of deaths from COVID-19 but only 3% of enrollees in vaccine trials.”3
As a result of these concerning disparities, presidents of four Historically Black Colleges and Universities
stated earlier this year that, “Black doctors are the best way to build trust in our communities. But they
need help. Without significant participation in clinical trials, there will be no proof that our patients should
trust the vaccine.”4 Conversations concerning diversity and equity in these trials ensued, with health care
workers and officials pushing for not only greater participation in the trials from communities of color, but
also clear procedures that would enhance trust,
such as providing access to health care for participants and pushing for rigorous informed consent
processes.
Yet, despite the prevalence of these conversations
in the development of the vaccine, I still encounter
patients that are adamantly against the vaccine.
This opposition exists despite the grief that weighs
on each of us who are members of the communities most devastatingly hit by COVID-19. Our
conversations are laden with longstanding grief – a
grief tied to how structural racism and medicine
have intersected for centuries predating the arrival
of COVID-19.
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The clinician in me wants to look at the data
– examine the efficacy rates, detail the steps
involved in Emergency Use Authorizations, and
explain the science behind the vaccine to my
patients. I want to use science to encourage
my patients’ trust in vaccination. However, I
know simply explaining the science cannot
automatically heal generations of heartbreak,
trauma, and distrust.
I am not naive enough to believe that my decision to be one of the 40,000 people in the
Pfizer trial will resolve this crisis of confidence.
I DO believe that my decision and my willingness to be vocal about it CAN have an impact.
We hear most frequently from clinicians, CEOs
and public health officials, all of whom, despite
their expertise, were not the ones who decided
to take an experimental drug. The decision
to participate in a trial is personal. I did so
because as a Black physician, I do not want
my advocacy for the vaccine to be lip service.
I have felt the waves that the pandemic has
sent through the system as a whole; highlighting inequities that have rocked each of us to
our core. Yet the vaccine roll-out reminds me
that I am only one person. There are limits to
how many people I can reach with my voice,
heart, and education to have a frank conversation about their justified fears concerning the
vaccine.
The frustration that comes with navigating the
medical community throughout the COVID-19
pandemic as a Black physician is a reminder
that diversity in medicine is often treated as an

of efforts such as the NHELP® program that
seek to redistribute resources and provide care
to under resourced communities.

afterthought. We aim to treat the symptoms but
not the root cause. Diversity and inclusion efforts, such as those implemented in the vaccine
trials only after the urging of Black physicians,
are merely Band-Aids on a festering wound. As
a mentor to many BIPOC pre-med students
and as a professor who focuses on the social
determinants of health, I cannot overstate the
importance of a more inclusive medical field.
The inequities highlighted by the COVID-19
pandemic must not be forgotten; we must
remain vigilant and remember that the importance of diversity and access in the medical
community extends beyond the news cycle.
Logically the question becomes how do
we begin to change a field that has continually failed Black and Brown communities?
Mentorship is key as demonstrated by the
work of Dr. Dale Okorodudu, MD, who founded
Black Men in Whites Coats. Good mentorship
can go a long way to diversifying the medical
community. It is clear that diversity in medicine
has positive impacts on providing quality patient
care and ensuring that underserved populations have access to such care. Mentorship is
a necessity, but the burden cannot all fall on
Black physicians who represent 5% of physicians in the U.S. We need the medical community to dedicate resources to ensure that young
students in our public-school systems have
access to quality STEM education, to prioritize
holistic evaluations of students that recognize
longstanding inequities in admissions, to require courses and fund research that focuses
on social inequities, and to broaden the scope

As a physician, I believe in the good that medicine can and does bring to our society. However,
medicine is not absolved from its role in perpetuating racial health disparities. COVID-19 is
a reminder that we need to be more proactive
in redesigning our health systems to account
for centuries of racialized violence, oppression,
and inequity. Let us extend the conversation
beyond mentorship and tackle this issue from
all angles, from future physician education
to socially inclusive medical practices and
research.  
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Flinging a Spotted Arm
Joshua Mirkin, MD; Daniel Simpson, DO;
Erica Harris, MD

The patient’s rash, in the setting of HIV, was
immediately suspicious for secondary syphilis. In
the morning, the patient’s RPR and FTA-ABS were
positive. The patient had no recollection of a
chancre and thought he had the pictured rash for a
long time. Infectious disease saw the patient in the
morning and felt this was residual
hyperpigmentation from a previous rash associated
with secondary syphilis. Because the rash was no
longer pink or violaceous, typical of secondary
syphilis, he was deemed to currently not be
infectious. Because the patient did not know when
he was infected or started having the rash, he was
treated as late latent syphilis with 3 weekly doses of
penicillin G benzathine.

CC: shortness of breath
48-year-old man history of hypertension and HIV,
unknown CD4 count, brought in by EMS for
shortness of breath. Patient states that he became
short of breath just prior to arrival. Patient is awake
and alert, but confused and has difficulty answering
many questions.
As an IV is being placed, the patient apologizes that
his arm keeps on moving. He states that he is short
of breath because he has not been able to stop his
arm from moving for 3 hours.

Physical Exam

Because of the patient’s unmanaged HIV and
syphilis, we had a broad differential for the cause of
the patient’s hemiballismus. The patient denied any
personal or family history of epilepsy. Because of
his history of HIV we considered the possibility of
seizures caused by an intracranial infection such
as, toxoplasma, cryptococcus, and herpes
encephalitis. Other potential causes included CNS
lymphoma and progressive multifocal
leukoencephalopathy. We also considered that the
patient’s altered mental status and involuntary
motions could be due to neurosyphilis.

Vitals: BP 114/71 HR 92 RR 20 T 36.9C
General: oriented to person and place, NAD
CV: nl s1s2, RRR, no MRG
Resp: tachypneic, CTAB
Abd: SNDNT
Neuro: intermittent flinging of right upper extremity,
CN II-XII intact, normal strength and sensation.

Labs
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POC Glucose >600
VBG pH 7.60, pCO2 21, HCO3 20.6, BE 1.0
CBC: WBC 5.21, Hgb 12.9, Hct 40.5, Plt 41
BMP: Na 116, K 4.1, Cl 78, CO2 19, BUN 14,
Cr 0.8, Glu 1,397
Osmolality 327

Questions
1. What is the differential diagnosis of the rash?
2. Why is the patient flinging his right arm?

Answers
1. Secondary syphilis, pityriasis rosea, lichen
planus, guttate psoriasis, rocky mountain
spotted fever
2. The patient was clinically diagnosed with
hyperglycemic hemiballismus syndrome, but we
were suspicious for partial seizures.

Department of Emergency Medicine
Albert Einstein Medical Center
Philadelphia, PA
Case Discussion

History of Present Illness

Pearls
• Patients with fading or hyperpigmentation
after the rash of secondary syphilis may
need a longer course of treatment (3 doses
versus 1 dose of penicillin G benzathine)
than those with an active, violaceous rash.
• Keep a wide differential for those with
syphilis or HIV and neurological symptoms.

Early in the ED course, the patient was newly
diagnosed with diabetes and found to be in a
hyperosmolar hyperglycemic state. The patient’s
mental status and hemiballismus improved with IV
hydration. CT of his head was unremarkable. At the
time of admission, he was fully oriented and
hemiballismus had ceased. When the patient was
signed out to the ICU, we discussed that if the
patient continued to have hemiballismus, change in
mental status, or seizure-like activity, the above
differential should be explored. Ultimately, none of
these symptoms returned and he was clinically
diagnosed with hyperglycemic hemiballismus
syndrome. If an MRI is done there is often
hyperintensity of the contralateral basal ganglia,
most commonly of the putamen.
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