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its discretion to permit importa-
tion of BCG licensed abroad, if 
available, as it does for other 
 generic drugs that are in short 
supply in the United States. For ex-
ample, in response to a shortage 
of a topical treatment for cutane-
ous lesions in patients with AIDS-
related Kaposi’s sarcoma, in Jan-
uary 2017, the FDA allowed the 
sale of a generic product already 
approved for use in Europe. Fur-
thermore, direct investment in 
domestic manufacturing capacity 
can help address generic-drug 
shortages. The federal government 
could offer tax credits or prefer-
ential lending to offset the cost 
of upgrading aging generic-drug 
production plants and to encour-
age the development of new man-
ufacturing capacity by competi-
tors, particularly for products that 
are prone to shortages. Such a 
strategy would recognize such 
drugs as a vital public resource 
and could be part of a broader 
national investment in infra-
structure.

Finally, payment reforms could 
further stabilize the market for 
generic injectable agents. A pro-
posed revision of Medicare Part B 
reimbursement, which would pay 
prescribers a f lat fee instead of 
the current average sales price 

plus 6%, could have increased 
the profitability of generics (al-
though finalization of this rule 
appears unlikely in the current 
political climate). For other pub-
lic goods with high fixed costs, 
such as utilities and roads, fed-
eral and municipal governments 
typically enter into long-term con-
tracts and can offer subsidies to 
ensure redundant capacity, as they 
do in certain electricity markets. 
Federal purchasers could jointly 
procure a minimum quantity of 
generic injectable drugs, with the 
possibility of contract extensions 
for participating manufacturers if 
performance-based indicators tied 
to quality and supply reliability 
are maintained.

Several of these proposals 
would involve greater baseline 
expenditures by the federal gov-
ernment on generic prescription 
drugs. However, these outlays 
would be balanced by avoidance 
of the substantial financial and 
health costs borne by patients 
and payers during drug shortages. 
The experience with BCG high-
lights the vulnerability of the U.S. 
drug supply and suggests that 
disruptions in the production of 
an important generic drug can 
have a cascading effect, includ-
ing price increases and shortages 

of alternative chemotherapeutic 
agents. Drug shortages and drug 
prices remain urgent public health 
crises in need of resolution.
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Lessons from Standing Rock — Of Water, Racism,  
and Solidarity
David Goldberg, M.D.  

“I heard you were in Standing 
Rock.” So began a visit with 

Mr. Y., and we leaned in toward 
one another.

In the past, I’d felt off balance 
with Mr. Y., who often seemed to 
push me away. “Why can’t you 

just fix this?” he asked, referring 
to his diabetes. Mr. Y. is a tradi-
tional Navajo, or Diné. In the Diné 
culture, medicine men and medi-
cine women sense and name the 
source of their patients’ dishar-
mony in the world — perhaps a 

lightning strike, an accidental of-
fense to nature, or contact with 
the spirit world. Ceremony restores 
harmony and balance, often over 
several days and nights. The med-
icine man or medicine woman 
guides the patient’s clan and 
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loved ones in deploying healing 
songs, herbs, fire, and prayers. 
The practice reflects a radically 
different relationship to health 
and tempo of healing from my 
chronic disease management ap-
proach of incremental adjustments 
over multiple visits.

“Where did this come from? 
My grandparents did not have di-
abetes. Now everyone has diabe-
tes.” Mr. Y. said. “Did the white 
man give it to us?”

It’s a haunting question. Food 
and food sovereignty are recurrent 
themes in the relationship be-
tween the Diné and the U.S. gov-
ernment. The struggle started with 
the scorched earth policy, a weap-
on of pacification, that in 1863 
destroyed the Diné’s cultivated 
fields and orchards. This led to 
years of hunger and deprivation 
during the Long Walk, the forced 
military relocation of the Diné 
from their ancestral lands during 
the period 1864–1868. It continued 
with a federally enforced livestock 
reduction in the 1930s, prompted 
by concerns about drought and 
overgrazing, which undermined 
the matrilineal Diné culture and 
subsistence of many families.1 That 
was probably an early step on the 
path to a Diné food economy 
based on inexpensive, highly pro-
cessed, store-bought foods. Today, 
the town of Chinle, where I work, 
houses a Coca-Cola bottling plant, 
while some households lack run-
ning water. Why should Mr. Y. 
trust non-Diné medicine and doc-
tors? Why would he not consider 
the ugly possibility that the very 
system that may have caused his 
diabetes now benefits by entan-
gling him in a web of demands 
to maintain his health? In a his-
tory marked by cultural domina-
tion, how do I uphold my pledge 
to “do no harm”?

Having followed the events at 
Standing Rock, North Dakota, I 
was drawn to go there during 
Thanksgiving week — amazed 
by the unlikely fact that a tribe 
suffering from poverty and health 
disparities2 could take such a 
principled, powerful stand, galva-
nizing attention for environmen-
tal justice and the perfidy of 
continued carbon exploitation. I 
thought experiencing Standing 
Rock, and perhaps contributing, 
could teach me something about 
caring for the Diné in Chinle.

At Standing Rock, I was im-
mersed in an intentional Native 
American community, the Oceti 
Sakowin encampment. Camp ori-
entations, morning prayers around 
the sacred fire, and training on 
nonviolent direct action organized 
by the Indigenous Peoples Power 
Project offered constant remind-
ers that this is a ceremonial en-
campment, that guests must re-
spect the principles elaborated by 
the Sioux tribe, and that violence 
of thought, action, or speech is 
not tolerated. Though referred to 
in media reports as protesters, we 
were to consider ourselves water 
protectors. We were reminded to 
have reverence for the earth and 
one another, including law en-
forcement, the Army Corps of 
Engineers, and the governor.

Along the dirt road into Oceti 
Sakowin, there were flags of doz-
ens of tribes. The tribes’ solidar-
ity infused daily activities. There 
was free, nutritious food served 
at several kitchens, clothing avail-
able for all, and offerings of warm 
places to sleep. Strangers shared 
stories, and old hands at winter 
offered tips to people from warm-
er climates. We greeted one an-
other as we waited in the cold for 
a latrine.

I volunteered in the medical 

area, which was in disarray when 
I arrived. There had been a dem-
onstration the night before at the 
site of the blockade of the road 
between Standing Rock and Bis-
marck. The blockade punished 
water protectors and the reserva-
tion by making transport to terti-
ary care and grocery stores more 
difficult. Participants in the dem-
onstration were hit by pepper 
spray, rubber bullets, and water 
cannons — after sunset, when 
temperatures fall quickly. All but 
the most severely wounded were 
brought back to the camp; those 
exposed to pepper spray were 
disrobed, sponge-bathed with cool, 
soapy water, dressed in clean 
clothes, and warmed. Their inju-
ries, respiratory symptoms, and 
distress were then more carefully 
assessed. Some were transported 
to hospitals, while others were 
attended to locally. The kitchens 
opened at night to make soup for 
everyone who needed warming. 
Piles of wet, contaminated clothes 
lay beside one tent — we weren’t 
to touch them unless appropri-
ately gloved and garbed.

As I worked with other volun-
teers to restore order to the med-
ical area — cleaning the clinical 
area and restocking donated sup-
plies — an experienced emer-
gency medical technician told us 
how well the volunteers had 
worked the night before. It was, 
he said, as good as disaster re-
sponse gets. He spoke about his 
great respect for law enforcement 
and his disappointment in the 
unnecessary violence of the local 
police. I thought about how po-
lice brutality is one of the more 
dramatic and tragic manifesta-
tions of institutional racism.3

The Standing Rock movement 
is about both environmental jus-
tice and racism: it aims to pro-
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tect Native American lands, reduce 
exploitation of carbon-based en-
ergy to slow climate change, and 
defend access to safe water for a 
vulnerable community.4 It’s an 
opportunity to bring a spirit of 
inquiry and justice to bear on 
our understanding of the history 
of the Americas and their indig-
enous peoples, a way to address 
historical trauma without reinforc-
ing victimhood, one effort in the 
struggle against racism.

Medicine has a proud history 
of water protection. Generations 
of medical students have learned 
how John Snow traced a London 
cholera epidemic to a single water 
source and removed a pump han-
dle, disrupting transmission and 
countering the theory that “mias-
ma” caused cholera. Recently, 
pediatrician Mona Hanna-Attisha 
joined the ranks of water protec-
tors by identifying a public health 
emergency in Flint, Michigan, 
when she identified elevated blood 
lead levels in children after the 
city’s source of drinking water 
was switched from Lake Huron 
to the Flint River.5

The effort at Standing Rock 
joins this public health tradition, 
but its power to protect the Mis-
souri River comes from commu-
nity and solidarity, built on prin-
cipled commitment. I returned to 
Chinle affected by these lessons 
from Standing Rock.

I told Mr. Y. about my experi-
ences in North Dakota, and we 
reflected on Standing Rock’s 

meaning for each of us. Then we 
turned our attention to managing 
his diabetes, agreeing on some 
adjustments. We said good-bye 
warmly.

Perhaps my going to Standing 
Rock simply gave me “street 
credibility” with Mr. Y., changing 
our old dynamic. But given the 
differences between us with re-
spect to culture, life experience, 
demands of daily life, and his-
torical forces, I think the more 
powerful change was an internal 
one for me.

Cultural-competence training 
sessions in which I’ve participated 
have emphasized how language, 
gesture, culture, and health be-
liefs vary and influence therapeu-
tic relationships. I don’t remem-
ber trainers urging me to learn 
history, understand political strug-
gles for human rights and social 
justice, or act in solidarity with 
my patients’ communities. Doing 
so may not be easy: it may chal-
lenge our very understanding of 
truth and our sense of right and 
wrong. But it may deepen our 
understanding of and engagement 
with the communities we serve, 
beginning to blur the boundaries 
between “theirs” and “ours.” And 
that may benefit us, the commu-
nity, and patient care.

I cringe knowing that the 
Oceti Sakowin encampment is 
gone, oil will f low through the 
pipeline, and there are signs of 
spring arriving early. Yet I believe 
my experience at Standing Rock 

expanded my capacity to listen 
intently to Mr. Y. and communi-
cate with respect and compassion. 
I have a greater desire to stand 
with him without being pushed 
away, to allow the exam room to 
become more like the ceremonial 
space of the Oceti Sakowin en-
campment, where we are bound 
together, transformed, and chal-
lenged to work together with in-
tegrity. We have trust to build; I 
aim to do my part.

The views expressed in this article are 
those of the author and do not represent 
those of the Chinle Service Unit or the Indian 
Health Service.

Disclosure forms provided by the author 
are available at NEJM.org.

From the Chinle Comprehensive Health 
Care Facility, Chinle, AZ. 

This article was updated on April 13, 2017, 
at NEJM.org.
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