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ROBIN PIERCE
 

Bias in Technological Innovation in Healthcare: Pursuing commitment to changed 
practice
 

Technological innovation in healthcare has long been a force to be reckoned with, though 

often driven by private interests, wields considerable influence on patient care. From the 

introduction of to the recent push of AI into the healthcare domain, technol

seen to hold the secret to improved outcomes and increased longevity. While the benefits 

of tech innovation have resulted in improved outcomes of multiple sorts, the degree to 

which technology confers benefits is not experienced equally acros

disparities along racial lines have been documented for decades, and despite the relentless 

evidence of health disparities, these disparities persist. Given the reliance on technology in 

healthcare, close examination of the role of te

inequities in the provision of healthcare is essential. This is perhaps even more pronounced 

in the digital age when so much of the clinical experience is becoming digitized. This 

expanded digitization in healthc

to and perpetuating inequities. As healthcare adopts ever more technological resources in 

the effort to improve health outcomes, the need for scrutiny also intensifies. Yet, the extent 

to which 

always completely clear. Looking toward solutions, this paper briefly examines the 

phenomenon of bias in technological innovation in healthcare from the perspective of 

path
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The disparity between black and white people in COVID
 

The numbers related to the pandemic are huge. At the beginning of February there are 

more than 105,000,000 coronavirus cases and more than 2,300,000 related deaths. When 

we compare the number of deaths about COVID

good

19 would be the 19th cause of death and in Brazil would be the second cause of death when 

this cause is compared with data from The Global Burden of Disease (2017). Besides

government response, the disparity between black and white people also contributes to 

differences in death numbers. Although there are plenty of works saying about the 

necessity of data and special care tagged to black people, there are difficulties t
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does not provide such information with respect a COVID

show information about race/color in their epidemiological bulletins. Even with a lack of 

information, a study showed that pardo and black Brazilians hospitalized with COVID

1.45 times risk of mortality of white people.  It

was the second most important risk factor for death, even before all comorbidities. In the 

US, the COVID Tracking Project launched The COVID Racial Data Tracker which advocates 

for, collects, publishes, and ana

Although all states reported data about race and ethnicity, some states, like Texas, report 

this information for only 3% of cases. The COVID Racial Data Tracker also shows black 

people have died a

 

 

 

INÊ
 

Therapeutic navigations and assisted reproduction technologies in Mozambique
 

Departing from the research experience of preparing and doing fieldwork, on therapeutic 

navigations of Mozambican women in 

Maputo, my intention with this paper is to question historical colonial legacies and the 

circulation of global assisted reproduction technologies (ARTs) by focusing on the particular 

aspect of gender 

theoretical framework concerned with the ontological choreographies that take place 

throughout ART treatments, and with the manifestation of particular ideas, beliefs and 

practices co

articulated in the discussion of therapeutic navigations of people trying to have children 

through ARTs, within landscapes paved by particular by historical, political, and socio

cultur

South Africa). I wish to discuss inclusionary and exclusionary local and global dynamics 

concerned with reproductive choice, access to ARTs, and ideas about reproduction and 

female fertility: What kind of rationales about race underly discourses about fertility and 

infertility in Mozambique, how do these compare to other regions? What are the everyday 

life intricacies, and the therapeutic and bioethical dilemmas permeating the r

between demographic assessments of (high) fertility and biographic aspirations to have 

children? What are the desires of Mozambican women who can access ARTs, what options 

do they have and consider? How do everyday practices change or reproduce

legacies, and how do they help us to unpack these? Rather than drawing any direct 

conclusions from these questions, my intention is to talk and reflect about them 

collaboratively. How can research contribute to this discussion, and what anthropol

cross

racism and technology today?
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notion that racial and ethnic minorities are inferior to Whites. This presentation discusses 

how the continued misuse of race in medicine and the id

group, which reinforces this racial hierarchy, are examples of racism in medicine that harm 
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CLAUDIO LORENZO 
 

Racism in Health Care
 

I intend to analyze racism in health care based on concepts of race and racism produced by 

contemporary black

institutional and inter

determinant in health. After that, I will present a brief overview of race

inequalities, and I will discuss its impact on institutions, health practices and inter

subjective relationships in healthcare. I will refer to real examples for this, such as the 

assistance to young black people with sickle cell anemia, or obstetric violenc

women. Moreover, I will address the importance of public policies to combat racism, filling 

in health data based on the race

health professionals. Finally, I will analyze the impact o

health of the black population, and the Brazilian political context of explicit racism and the 

dismantling of social programs and policies, as well as the harmful political alignment to the 

current government of important soc

the Federal Council of Medicine.
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Bioethics and mysthanasia: A cruel face of human indignity
 

Human Health, being analyzed in a bioethical point of view, can be considered as an 

intangible heritage of humanity, considering that it needs to be protected and recognized 

as an inalienable asset, respected in beliefs, values and traditions, receiving al

necessary conditions for its maintenance and perpetuation of the species for future 

generations. Considering that the human being is inserted in a society, it is the role of the 

Democratic State of Law, to promote all the conditions that promote huma

them is the access to decent education, health, safety, work, leisure, among other rights 

already legally established in the country’s federal Constitution. The denial of these 

constitutionally defined and ratified rights in the 1988 feder

that is: it is the deprivation of access in a dignified way, of the system that was legally 

elaborated by popular participation for human protection and that without this protection 

system, the citizen will have their bio

the vast majority of times in early, unassisted, undignified and inhuman deaths. It is in this 

scenario that mysthanasia is installed. Mysthanasia is a term of Greek origin used to give 
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I intend to analyze racism in health care based on concepts of race and racism produced by 

thought, and taking into account three levels of racism: structural, 

relational. Based on the Brazilian reality, I will approach racism as a 

determinant in health. After that, I will present a brief overview of race

equalities, and I will discuss its impact on institutions, health practices and inter

subjective relationships in healthcare. I will refer to real examples for this, such as the 

assistance to young black people with sickle cell anemia, or obstetric violenc

women. Moreover, I will address the importance of public policies to combat racism, filling 

in health data based on the race-color item, and anti

health professionals. Finally, I will analyze the impact o

health of the black population, and the Brazilian political context of explicit racism and the 

dismantling of social programs and policies, as well as the harmful political alignment to the 

current government of important social organizations with influence in health practices like 

the Federal Council of Medicine. 
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people are often not seen in their dignity as human beings of rights and respect. Most of the 

people in Brazil's prison system are black, poor and with little formal education. Peo

die in queues waiting for a vacancy in the ICUs, the vast majority are vulnerable people by 

social condition, by skin color, by lack of formal education.  Today many patients admitted 

to public hospitals are not properly treated because the state s

conditions for dignified professionals so that they can provide the most appropriate care 
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