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Commentary

IntroductIon

 European colonization of the 
Americas more than 500 years ago led 
to a dramatic shift in populations and 
the establishment of new forms of so-
cietal governance. Economic develop-
ment was dependent on the genocide 
and oppression of the Indigenous 
populations of the Americas with 
resulting economic marginalization. 
The enslavement of people of African 
descent with subsequent forced mi-
gration of more than six million per-
sons created wealth for a privileged 
class in the American colonies and laid 
the foundation of the modern United 
States. Although legal slavery ended 
with the United States Civil War and 
the passage of the 13th Amendment 
to the Constitution, our country con-
tinues to struggle with this history. 
Inequality, lack of economic oppor-
tunity and poor health persist today 
broadly in American society defined 
both by social class as well as by race 
and ethnicity. As scientists, it is our 
responsibility to address how struc-
tural racism and discrimination af-
fect the causal pathways to health 
outcomes in these groups and to ex-
ecute interventions to mitigate and 
eliminate disparities where possible.
 Discrimination of individuals 

based on demographic characteristics 
is common and has been a pervasive 
component of human society. Dis-
crimination is almost always part of 
a power structure of how one group 
sustains dominance over other social 
groups. Racism refers to discrimina-
tory practices toward members of so-
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cially defined racial groups most often 
characterized by differences related to 
skin color and other phenotypical 
features, but also ancestry, such as the 
“one-drop rule.” White or lighter col-
or has been associated with being “su-
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perior” and having privilege and pow-
er. Darker skin was relegated to being 
an inferior servant class, and in the 
extreme American example, to slav-
ery. Skin color is not the only factor 
driving racism and discrimination as 
evidenced by the genocidal approach 
to American Indigenous populations 
by European colonial powers and the 
discrimination based on documenta-
tion status within wealthy countries. 

Early Research on Racism and 
Discrimination
 During the past 50 years, health 
researchers have developed many ef-
forts to quantify and describe how so-
cietal racism affects health outcomes. 
The evidence from population health 
data is compelling for African Ameri-
cans, American Indians, and Pacific 
Islanders and the lack of any complete 
explanation for these disparities based 
on known behavioral and biologi-
cal mechanisms has led to more in-
depth evaluation of societal factors.
 The initial efforts at studying rac-
ism and discrimination in health be-
gan with asking respondents about 
their personal experiences. Research 
based on the National Survey of 
Black Americans launched a series of 
studies that systematically addressed 
the role of everyday racist experiences 
with both mental health and physical 
function outcomes in longitudinal 
studies.1   Experimental data showed 
that exposure to blatant racist activi-
ties altered cardiovascular reactivity 
among African Americans.1 Aware-
ness of being treated unfairly in the 
past 30 days because of racial or eth-
nic background in stores, at work, 
entertainment venues, during police 
encounters or while seeking health 

care was reported by 53% of African 
Americans and 36% of Latinos in a 
survey conducted by the Kaiser Fam-
ily Foundation in 2015.2  Measures of 
interpersonal racism have been devel-
oped, widely used and accepted as re-
liable and valid in conducting popula-
tion health research. Experiences with 
racism and discrimination are best 
conceptualized as a form of chronic 
stress that is cumulative and contrib-
utes in the pathways to chronic dis-
eases as well as behavioral and men-
tal health conditions. The National 
Institutes of Health (NIH) endorse 
the Major Experiences and Everyday 
Discrimination Scales to be used by 
scientists as standardized measures 
(available in the PhenX Toolkit ver-
sion February 23, 2021, Ver 37.0., 
www.phenxtoolkit.org), which assess 
perceived unfair experiences based 
on race, ancestry or national origin, 
religion, gender, sexual orientation, 
and physical appearance and their 
frequency. There is extensive evidence 
to support the role of racism and 
discrimination on health. However, 
there is a growing societal recognition 
that racism and discrimination extend 
beyond the behavior of individuals.

Structural racISm and 
dIScrImInatIon

 Racism and discrimination are 
embedded in societal structures 
and linked inherently to power dif-
ferentials. Structural racism and 
discrimination form part of social, 
institutional, organizational, and 
governmental structures, processes, 
procedures, and practices that limit 
opportunities and resources to seg-

ments of the population on the ba-
sis of phenotypical characteristics. 
This construct is supported by his-
tory, culture and institutions as well 
as codified in policies that perpetuate 
inequity by promoting an ideology 
of inferiority. Although slavery was 
made illegal almost 160 years ago, 
American society organized a system 
that categorized and assigned value to 
groups of people on the basis of race. 
The Jim Crow laws in the South and 
the mass incarceration initiated in the 
1980s are the most blatant examples 
post-slavery, but the more elusive and 
effective practice of redlining led to 
systematic residential segregation in 
most urban centers in the United 
States.3 Marginalization of African 
Americans and subsequently of La-
tinos in America’s cities and rural ar-
eas led to the substantial wealth gap 
due to less buildup of family equity 
in property, poor access to quality 
education, limited economic oppor-
tunities, and increased challenges to 
public safety. Residential segregation 
has been the foundation of structural 
racism that has contributed to health 
disparities by race and socioeconomic 
status that has not been addressed. 
 In this issue of Ethnicity and Dis-
ease, the National Institute on Mi-
nority Health and Health Disparities 
(NIMHD) made a call for scientists 
to address the topic of structural 
racism and its effects on health. Le-
veraging the guidance provided in 
the NIMHD Research Framework,4 
health researchers need to routinely 
incorporate constructs and measure-
ment of structural racism and dis-
crimination across multiple domains 
and levels of influence. After limited 
progress over the past 30 years since 
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the Office of Minority Health Re-
search was established, this will be 
needed for reducing health dispari-
ties and achieving health equity for 
all. This special issue provides the 
field with some important contribu-
tions. Dennis et al5 presents a frame-
work in historical terms dating to 
the 15th century highlighting how 
Indigenous populations have been af-
fected. This perspective has implica-
tions for the Americas and provides 
a lens by which to unify the research 
approach to structural racism in the 
Western hemisphere. In the article 
by Gee et al,6 the interconnections 
among institutions and racialized 
rules that establish a hierarchy built 
on inequality and devaluing specific 
groups is made evident. It is an im-
portant step to accept that structural 
racism is not only about rules created 
by others, but also includes all per-
sons who are benefitting from these 
rules and work within these institu-
tions and organizations irrespective of 
their individual perspectives. Volpe et 
al point to the intensely racist com-
ponents of the online world where 
anonymous and random language 
can be extensively found that per-
petuate anti-Black messages.7 They 
propose a system by which online 
racism can be measured and how it 
may translate into health disparities. 
 Empirical work on wage theft and 
work-related injuries among Latino 
day laborers8 highlights the system-
atic disadvantage that marginalized 
population groups experience. Posi-
tive association of wage theft with 
risk of physical injuries was found in 
construction workers, but there was 
no association with mental health 
indicators. Although Latinas, in 

general, have no disparities in birth 
outcomes, concerns have been raised 
that fears of immigration enforce-
ment creates a structural barrier to 
health care for unauthorized immi-
grants and may lead to worse out-
comes.9 Place-based inequities driven 
by regulation of mortgage markets 
is one of the core drivers of residen-
tial segregation and structural rac-
ism, and evaluating associations with 
clinical syndromes in populations 
with health disparities represents a 
novel approach to the study of struc-
tural racism and discrimination.10  
 There is a need to move the field 
of research on structural racism and 
discrimination from observational 
and analytic studies to interventions. 
Understanding mechanisms is an im-
portant first step, and development 
of intervention components must be 
followed by careful testing. Qualita-
tive analyses of researcher field notes 
and semi-structured interviews with 
students and teachers across 10 ur-
ban schools illustrated the value of 
considering structural racism in an 
implementation research model.11 
Interventions to address organiza-
tional-level climate such as tolerance 
of abuse, harassment and micro-
aggressions, were evaluated with a 
multipronged initiative grounded in 
Public Health Critical Race praxis 
within the Bureau of Communi-
cable Disease at the New York City 
Department of Health and Mental 
Hygiene. Seven interventions were 
designed and implemented ranging 
from multimedia training to surveil-
lance and data equity.12 The absence 
of measures of social determinants 
of health, and the lack of an opera-
tional construct of structural racism 

within implementation science mod-
els are deficiencies that need to be 
addressed to advance health equity.13

 NIH-funded researchers have ex-
amined the effects of interpersonal 
racism and discrimination and found 
significant associations on mental 
health symptoms, substance use be-
havior, cardiovascular events and 
overall physical function.14 How-
ever, the consequences reflected in 
the coronavirus 2019 (COVID-19) 
pandemic are derived from the in-
grained practices, laws, policies, and 
social norms that define structural 
racism and discrimination and limits 
individual and community potential 
on a daily basis without overt per-
sonal events. Structural racism and 
discrimination exist to perpetuate 
the status quo, to create a culture of 
inferiority among “some” and elevate 
barriers to protect “others” in power. 
Most people who have not experi-
enced the cruel effects of structural 
racism have acclimated to it, toler-
ated it, and even benefited from it.

reSearch needed: 
domaInS wIthIn 
Structural racISm and 
dIScrImInatIon

 As a nation, we need to reverse 
practices and norms that have blocked 
people and entire communities from 
accessing what many of us take for 
granted: affordable housing, qual-
ity public education, access to health 
care, living wages, job and career op-
portunities, equal police protection, 
and the ability to live without fear of 
discrimination, harassment, and vio-
lence. Examples of domains in which 
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research on structural racism and 
discrimination may occur include, 
but are not limited to, three settings. 
 First, organizational-level cli-
mate or lack of cultural humility in 
the workplace such that hiring, pro-
motion, or disciplinary practices are 
affected by stigmatization and tol-
erance of harassment among other 
factors. This is of special relevance to 
academic research institutions funded 
in part by NIH and to the institu-
tions along the educational pathways. 
 Second, environmental and place-
based research on policies and prac-
tices that affect housing or lending 
practices, zoning laws, distribution 
of public transportation, mainte-
nance of green spaces, full-service 
grocery stores, health clinics, major 
thoroughfares, industrial or waste 
sites and targeted social market-
ing of harmful products is needed. 
 Finally, research examining so-
cietal policies and laws affecting 
criminal justice sentencing prac-
tices, land or water use rights, self-
governance or political representa-
tion for tribal communities and US 
territories, immigration and asylum 
policies and procedures, voter sup-
pression, religious and cultural dis-
crimination, and depiction or rep-
resentation in national media have 
the potential to advance the study of 
minority health and health dispari-
ties through multisector partnerships. 

concluSIon

 As a major funder of research and 
as an entity that influences policy and 
public health practices through scien-
tific discovery, NIH has a unique and 

important responsibility to identify 
and address structural racism and end 
racial inequities in health care and in 
the biomedical research enterprise. 
NIMHD is committed to lead the 
scientific efforts to develop, imple-
ment, and evaluate interventions 
to manage, reduce, and eliminate 
structural racism and discrimination.
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