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IntroductIon 

 Scholarship linking exposure to 
racism with multiple morbidities 
and premature mortality has rapidly 
expanded since the 1990s, such that 
racism is now widely recognized 
as a fundamental cause of disease.1 
While much literature examines the 
influence of interpersonal discrimi-
nation on health, scholars are now 
attempting to better capture how 
racism operates structurally – with-
in and across macro-level systems 
– to shape morbidity and mortal-
ity. Structural racism, however, is 
a complex construct that operates 
through many institutions across 
multiple domains, evolves over time, 
and manifests differently across ra-
cial and ethnic groups. The inher-

ent complexity of structural racism 
makes operationalization difficult. 
 A few empirical studies have 
linked structural racism to stress, 
physical morbidity, and psycho-
logical well-being.2 Most of these 
studies used a single domain (eg, 
racial residential segregation) to 
operationalize structural racism 
within a Black/White racial hier-
archical frame. Efforts to quantify 
the impact of structural racism on 
health are commendable. However, 
continuing to empirically study 
structural racism and health with-
out first refining the construct in a 
theoretically grounded, racially and 
ethnically inclusive way will gener-
ate a body of scholarship that does 
not systematically capture the broad 
historical and contemporary im-
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pacts of structural racism on health 
in the United States. To address this 
challenge, we developed a theoreti-
cally grounded framework that il-
luminates core mutually reinforcing 
domains of structural racism that 
have stratified opportunities for 
health in the United States. We cat-
alog instances of structural discrim-

structure life chances for health 
among racial and ethnic groups. 
 In the following sections, we 
first describe the United States’ ra-
cialized social system that shapes 
racial and ethnic health dispari-
ties. Second, we introduce our 
framework and describe its utility. 
Third, we discuss the framework’s 
implications for empirical studies. 
Fourth, we reiterate the impor-
tance of comprehensive operation-
alization of structural racism in 
future health disparities research.

Background 

 Race is the social categoriza-
tion of people into different groups 
based on real (eg, phenotypic char-
acteristics) or imagined attributes. 
Similarly, ethnicity is the social cat-
egorization of people into groups 
based on common attitudes, beliefs, 
religion, language, and/or cultural 
“lifestyle.”3 Neither race nor ethnic-
ity are grounded in actual biological 
distinctions, and both are histori-
cally and contextually fluid. Race 
and ethnicity are fundamental or-
ganizing principles of racialized so-
cieties with important social conse-
quences for individuals. Racialized 
societies are economically, socio-
politically, culturally, and ideologi-
cally structured around a hierarchy 
of “races,” with the dominant race 
possessing more power, resources, 
and opportunities than subordinate 
racial groups.4,5 While the domi-
nant racial group is incentivized to 
maintain the established order, sub-
ordinate racial groups are motivated 
to transform (or improve their posi-

tion within) the hierarchy.5 Racism 
is an ideology the dominant group 
employs to justify the assignment 
and reinforcement of other groups’ 
positions within a racial hierarchy. 
Racism can manifest through racial 
discrimination – exclusion or un-
just treatment of groups of people 
on the basis of race or ethnicity. In 
the United States (and the greater 
Euro-Western world), the ideo-
logical belief that non-Whites are 
inferior to Whites shaped the cre-
ation and maintenance of racial-
ized norms, and justified physical, 
emotional, and cultural violence, 
as well as domination and exploi-
tation of non-White peoples.6

 While racism functions across 
and within the micro, meso, and 
macro levels of society, structural 
racism is the “most important way 
in which racism shapes health.”4,p.107 

Structural racism is a constella-
tion of macro-level systems, social 
forces, institutions, ideologies, and 
interactive processes that generate 
and reinforce inequities among ra-
cial and ethnic groups.7 These com-
ponents are integrated, reciprocally 
influence each other across multiple 
domains, and evolve in function 
and form over time.8 Structural rac-
ism can manifest through structural 
discrimination – institutional prac-
tices and policies that explicitly or 
implicitly differentially impact, or 
harm, non-dominant groups.9,10 To-
gether, these components generate 
health disparities by differentially 
constraining the life chances and 
choices available to racial and eth-
nic groups, as well as the flexible re-
sources necessary for the prevention, 
detection, and treatment of disease.1

…we developed a 
theoretically grounded 

framework that 
illuminates core mutually 

reinforcing domains of 
structural racism that have 

stratified opportunities 
for health in the United 

States.

ination that were particularly con-
straining (or advantageous) to the 
health of racial and ethnic groups 
from the late 1400s to present. 
We then apply this framework to 
American Indians or Alaska Natives 
(AI/AN), detailing unique, period-
specific policies, laws, and events 
to illustrate how these domains 
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 A binary (White/Black) sche-
ma has historically dominated the 
framing of racial stratification in 
the United States,6 but other groups 
have resided in the United States 
since its pre-conception (ie, AI/
AN). The United States’ racial struc-
ture has also continuously evolved 
across waves of immigration (eg, 
incorporation of Chinese and Japa-
nese immigrants as Asian Ameri-
cans). Through intermarriage and 
close social proximity to those al-
ready categorized as White or Black, 
some groups assimilated into these 
pre-established racial categories 
over time11; other pan-ethnic groups 
were incorporated as new races fall-
ing somewhere in between.12 The 
racial hierarchy will continuously 
shift as the United States becomes 
more diverse. Some predict this hi-
erarchy will evolve from a bi-racial 
to a tri-racial system of  Whites, 
honorary Whites (eg, light-skinned 
Asians), and collective Blacks (eg, 
dark-skinned Latinxes).13 While 
we acknowledge the evolving con-
ceptualization of racial and ethnic 
groups in the United States, here 
we utilize the US Office of Manage-
ment and Budget (OMB)’s racial 
and ethnic groups formalized in the 
decennial Census: White, Black or 
African American, American Indian 
or Alaska Native, Asian, Native Ha-
waiian or Other Pacific Islander, and 
Hispanic/Latinx as a pan-ethnicity. 
 Much of the empirical work on 
structural racism, and the opera-
tionalization of structural racism it-
self, is also oriented around a White/
Black racial frame. This framing ig-
nores how racist processes structure 
the lives and health of other racial-

ized groups. Moreover, the multi-
systemic nature of structural rac-
ism makes it insidious for health. 
While empirically examining a 
single domain of structural racism 
(eg, residential segregation) is ben-
eficial, labeling that single domain 
as structural racism downplays the 
existence and treacherous impact 
of the broader racial system at play. 
 Whites have remained the domi-
nant racial group in the United 
States despite the continuous evo-
lution of the definition of race, 
the form of structural racism, and 
racialization processes. Structural 
racism catalyzed initial health dis-
advantages among non-Whites 
across several mutually reinforc-
ing domains (eg, housing market, 
labor market, education system). 
These disadvantages compounded 
through generations, fostering du-
rable racial and ethnic disparities in 
morbidity and mortality observed 
today. This, and the limited opera-
tionalization of structural racism in 
health scholarship to date, necessi-
tates a more comprehensive strat-
egy for operationalizing structural 
racism in minority health research 
that facilitates thinking across the 
unique socio-historical experiences 
of all US racial and ethnic groups. 

a Framework For 
operatIonalIzIng 
the construct oF 
structural racIsm 

 We introduce a theoretically 
grounded framework that illu-
minates how racism has operated 
structurally to stratify opportuni-

ties for health across US racial and 
ethnic groups. We illuminate core 
mutually reinforcing domains of 
structural racism by cataloging in-
stances of structural discrimination 
that were particularly constraining 
(or advantageous) to the health of 
racial and ethnic groups from the 
late 1400s to present (Figure 1).
 To develop this framework, we 
searched the Web of Science da-
tabase between 29 November and 
4 December 2019 for literature 
describing historical or political 
events with structurally racist im-
plications, or federal or state poli-
cies illustrative of structural racism. 
Our searches generated scholarship 
focused on the period from 1970 to 
present. Therefore, we conducted a 
hand search of academic books de-
scribing the history of each OMB 
racial and ethnic group. We extract-
ed policies, laws, and events with 
implications for health and wellbe-
ing for inclusion in our framework. 
Guided by Bailey and colleagues,14 
we categorized these policies and 
events into eight mutually reinforc-
ing domains of structural racism: 
civil and political rights (includ-
ing voting rights and citizenship); 
land / housing (including neigh-
borhoods); education; jobs / ben-
efits / wealth; justice system; health 
(including health care); migration 
and movement (including immigra-
tion, forced removal, and limited 
mobility); and racial climate. Each 
of these domains work together to 
differentially constrain access to 
health-protective material resourc-
es (eg, nutritious food, clean wa-
ter, safe shelter), flexible resources 
(ie, money, knowledge, power, 
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Year American Indian / 
Alaska Nativeb Whiteb, c African American / 

Black Hispanic / Latinxd Asiand Native Hawaiian / 
d

1500

Tribal 
Independence 
(1492-1787)

C, L, H, R

European Rule 
(1500-1776)

C, L, M, W, R

Slavery 
(1526-1865)

C, L, E, M, W, J, H, R

Colonization of 
Latin America 
(1500-1800)

C, L, E, W, R

Asians in Early 
Americas 

(1600-1840)

C, L, W, H, M, R

Local Polynesian 
Independence 
(1500-1778)

L, W, H, M

1600

1700

Early Independence 
(1776-1865)

C, L, E, W, J, M, R European-American 
Colonization 
(1778-1898)

C, L, E, W, H, M

Treaty 
(1787-1828)

C, L, H

1800

West” & Re-
Colonization 
(1800-1900)

C, L, E, W, M, R

Relocation /  
Removal 

(1828-1887)

C, L, E, W, J, M, R
Asian Migration & 

Exclusion 
(1840-1939)

C, E, L, W, H, M, R

Reconstruction & 
Gilded Age 

(1865-1918)

C, L, E, W, M, R

Reconstruction (1863-
1877)

C, E, W, J, H, R

Jim Crow 
(1876-1965) & Civil 

Rights Movement 
(1954-1968)

C, L, E, M, W, J, H, R

Allotment & 
Assimilation
(1887-1934)

C, L, W, M, R
(1898-1945)

C, L, W, H, M

1900

Migration 
(1900-1930)

C, E, M, R

WWI – WWII 
(1918-1945)

C, L, E, W, M, R

Reorganization & 
Termination 
(1934-1968)

C, L, E, J, H

Repatriation & 
Revival 

(1930-1960)

C, E, W, H, M, R

Cold War 
(1946-1980)

C, L, E, H, W

WWII & Post-War 
Era 

(1939-1965)

C, E, L, W, J, H, M, R

Cold War 
(1945-1991)

C, L, E, H, M

Chicano Civil 
Rights Movement 

(1960-1975)

C, L, E, M, R

Immigration Reform 
& Cold War Politics 

(1965-1980)

C, E, L, W, H, M, R

Self-Determination 
(1968-)

C, L, E, J, H, M

Colorblindness 
(1970-)

C, L, E, W, H, J, R

Racialization & 
Illegality 
(1975-)

C, L, E, W, J, 
M, R

Reagan Era 
(1980-)

L, W, J, H

Transnationalism 
(1980-)

C, E, L, W, J, H, M, R
2000

Towards a New 
Independence 

(1991-)

C, L, E

Figure 1. Framework for operationalizing structural racism for health research in the United States
 a. Enactment or enforcement of racist policy, laws, events, or norms regarding: C, Civil / Political Rights; L, Land / Housing / Neighborhoods; E, Education; W, Jobs / Benefits / 
Wealth; J, Justice System; H, Health; M, Migration and Movement; and R, Racial Climate. 
b. See Figure 2 for additional details for American Indians / Alaskan Natives and Whites. 
c. Importantly, the domains listed for Whites primarily represent a structural advantage. Although several European ethnic immigrant groups (eg, Irish, Polish, Jewish, German, 
etc.) experienced discrimination and unfair treatment upon arrival to the United States, their eventual racialization into the White racial group enabled them to access benefits 
associated with whiteness earlier than non-White groups. 
d. Domains of structural racism differentially affected various ethnic subgroups within and across these eras.
.
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prestige, social networks, free-
dom)1 and valued societal oppor-
tunities, resulting in disparate life 
chances and health-related choices 
across racial and ethnic groups. 
 Broadly, scholars can employ 
this framework as a starting point 
when operationalizing structural 
racism to identify existing gaps in 
our knowledge of structural rac-
ism and health. For example, the 
health impacts of the Justice Sys-
tem (J) post-1980 are currently bet-
ter documented among Blacks or 
African Americans and Hispanic/
Latinxes than among Asians. Our 
framework can also facilitate devel-
opment or identification of period-
relevant, group-specific measures of 
structural racism. For example, a 
scholar studying the health impacts 
of school segregation (E) on Blacks 
or African Americans and Hispanic/
Latinxes from the late 1800s-1960s 
could measure segregation using 
the number of exclusionary poli-
cies based on race or language, re-
spectively, enacted in that period. 
Moreover, our framework can help 
situate findings within greater so-
cio-historical contexts. An analysis 
of references to COVID-19 as the 
“China Virus” by political lead-
ers, for example, should mention 
the “perpetual foreigner myth,” an 
idea that emerged as early as the 
1890s and gained prominence in 
the 1960s (R). Finally, our frame-
work can inform study design. To 
understand the psychological con-
sequences of atomic bomb test-
ing during the Cold War, scholars 
could, for example, extract data 
from hospital records and con-
duct in-depth interviews with Pa-

cific Islander forced migrants and 
their descendants (M, L). Scholars 
can use this framework to exam-
ine one or more policies within a 
single domain in a single period, 
one or more policies in a single do-
main across periods, several policies 
across multiple domains in a single 
period, or how change in one do-
main has had intergenerational im-
plications. Moreover, scholars can 
include multiple racial and ethnic 
groups to identify patterns of struc-
tural racism that impacted health 
within and across populations.
 While outlining all of the struc-
turally racist policies, laws, and 
events for each racial and ethnic 
group in Figure 1 is beyond the 
scope of this article, we illustrate the 
utility of our framework by apply-
ing it to AI/AN as compared with 
Whites (Figure 2). We expanded 
each era of racism for AI/AN, list-
ing period-specific structural poli-
cies and events across each of the 
eight domains. We then use Figure 
2 to enrich our understanding of the 
COVID-19 health crisis currently 
unfolding in the Navajo Nation. 
 Systemic racism underlies the 
high COVID-19 transmission and 
mortality observed on the Navajo 
reservation. To make way for White 
settlers, the US Cavalry forcefully 
relocated the Diné (Navajo) from 
their traditional homelands in Ari-
zona to internment camps in New 
Mexico from 1863-1866; thousands 
died during this “Long Walk” (M). 
The 1868 Treaty of Fort Sumner (L) 
adversely impacted the physical and 
mental health of the Navajo through 
losses of traditional ecological 
knowledge, food and trade systems, 

and wealth, and forced the Navajo 
to rely on the US government for 
food and other resources15 with im-
plications that continue to reverber-
ate today. The 1938 Mineral Devel-
opment Act (W), which enabled the 
leasing of reservation land for min-
ing, increased residents’ exposure 
to toxins and exacerbated wealth 
inequality within and outside of 
the reservation. Simultaneously, the 
1930s Livestock Reduction Pro-
gram (W) limited traditional famil-
ial wealth by reducing the number 
of livestock a family could own.15 
 Structural racism enacted 
across generations in the form of 
forced migration, lost traditional 
knowledge, and wealth extraction 
increased the Navajo’s vulnerability 
to COVID-19. Today, a significant 
proportion of reservation residents 
live in food deserts and lack water, 
electricity, and broadband (W). 
Structural racism begets poverty,1 

which has made COVID-19 
prevention strategies (eg, frequent 
hand-washing, sheltering in 
place, remote work/schooling) a 
challenge for the Navajo, while 
traditional multigenerational 
households render social distancing 
impractical.16 Structural racism 
restricts access to resources necessary 
to avoid disease.1 Historically poor 
access to nutritious food contributed 
to high prevalence of diabetes, heart 
disease, and kidney disease (H) in 
the Navajo population, increasing 
the risk of death from COVID-19.17 
Moreover, the underfunded and 
understaffed Indian Health Service 
(H), combined with distrust of 
medical and public health systems 
among the Navajo (H, R) have 
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American 
Indian / 

Alaska Native

Tribal Independence
 (1492-1787)

Treaty
 (1787-1828)

Relocation / 
Removal

 (1828-1887)

Allotment and 
Assimilation
 (1887-1934)

Reorganization & 
Termination 
(1934-1968)

Self-determination
 (1968-present)

C
iv

il 
/ 

Po
lit

ic
al

 
R

ig
ht

s (
C

) American Indians 
account for 1/4 

of all slaves in the 
Carolinas.13

Trust Relationship17; 
beginning of the pan-

Indigenous movement6; 
16

1866 Civil Rights 
Act excludes 

American Indians.16

American Indian 
Religious Freedom 

Act16; Indian 
Citizenship Act.16

National Congress of 
American Indians16; 

1953 Termination Act 
results in more than 
100 Nations being 

terminated by 1960.16

Indian Civil Rights 
Act16; Trail of Broken 

Treaties16; UN Study on 
Treaties Completed16; UN 

Declaration on Rights 
of Indigenous Peoples16; 
Wounded Knee siege.16

La
nd

 / 
H

ou
si

ng
 

(L
)

Doctrine of 
Discovery15; land 
appropriation16; 

westward migration 
by settlers16; Treaty of 

Paris.15

2 million sq. mi. of land 
pass from Native to 

US ownership16; 1785 
Land Ordinance16; 1803 

Louisiana Purchase16

Treaty of Guadalupe 
Hidalgo.16

Indian 
Reorganization 
Act16; General 

Allotment Act16; 
New Deal.16

Indian Relocation 
Act16; Indian Claims 

Commission and 
Indian Claims Court 

Established.16

Indian Housing Act19; 
Standing Rock.20

Ed
uc

at
io

n
(E

) Boarding school 
period extends from 

1830-1970s.14

Desegregation of 
public schools16; 

National Indian Youth 
Council.16

Native American Languages 
Act21; National Collegiate 

Athletic Association mascot 
ban.22 

Jo
bs

, 

W
ea

lt
h 

(W
)

Government-
supported 

extermination of 
16

Mass slaughter 
of Navajo sheep 

and goats by 
government.16

Ju
st

ic
e 

Sy
st

em
 

(J
)

Hanging of 38 
Dakota men, 

remains the largest 
mass hanging in US 

history.16

Public Law 280 passed 
in Congress.16

Native American Graves 
Repatriation Act16; Indian 

Child Welfare Act.25

H
ea

lt
h 

(H
)

90% reduction of 
Native population 

following European 
contact.16

Trust Relationship 
required government 
provision of health 
services to tribes.17

Indian Health Services 
formed.17

Indian Self-Determination 
and Education Assistance 
Act23; Indian Healthcare 

Improvement Act.24

M
ig

ra
ti

on
 &

 
M

ov
em

en
t 

(M
)

Jackson’s Final 
Solution16; Indian 

Removal Act16; 
Cherokee Trail of 

Tears16; Navajo Long 
Walk16; California 

gold rush.18

Battle of Wounded 
Knee.16

Intertribal occupation of 
Alcatraz Island.16

R
ac

ia
l C

lim
at

e 
(R

)

Frontier Wars and 
bounties leads to the 
privatization of war16; 

supports White 
supremacy.13

Indian Country term 
is coined to refer 

to enemy territory 
and is still used 

today16; Sand Creek 
Massacre.16

Initiation of blood 
quantum policies 
stemming from 

eugenics and 
concepts of racial 

purity.17

W
hi

te

European Rule 
(1500-1776): Euro 

nationality based 
citizenship (C),26 
appropriation of 

Indigenous land (L),26 
indentures for Atlantic 

passage (W, M),26 
Whites enriched by 

slavery (W).26

Early Independence 
(1776-1865): Free 
Whites eligible for 
citizenship (C),26 

continued appropriation 
of Indigenous land (L),26 
universities exclude non-
Whites (E),26 enrichment 
from slavery (W),26 Bill of 
Rights (J, C),26 European 

immigration (M).26

Reconstruction & 
Gilded Age 

(1865-1918):  
Confederate vets 
pardoned (C),26 
White backlash 
protects political 

& economic power 
in South (C, W),26 

Industrial age grows 
White wealth (W).26

WWI – WWII 
(1918-1945): 

White women’s 
26 

New Deal federal 
programs privilege 
Whites in housing, 

education, and 
wealth creation 

(W, L, E).27

Cold War 
(1946-1980): 
Federal gov’t 

underwrites White 
suburbs (L),27 high-

quality schools 
(E),27 Medicare and 

Medicaid (H),26 
immigration from 
northern Europe 
preferred (M).26

Reagan Era
(1980-): 

Whites recover fastest from 
Great Recession (L, W),28 
War on Drugs enforces 

residential segregation and 
under-prosecutes Whites (J, 
L),29 Whites wealthier (W)12 

and healthier (H)12 than 
other groups.

Figure 2. Operationalization of structural racism for health of American Indians / Alaska Natives (vs Whites)
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contributed to low COVID-19 
testing rates and insufficient 
treatment for those who contract 
COVID-19 on the reservation. 
Employing our framework to 
analyze the impact of COVID-19 on 
the Navajo reservation reveals that 
high COVID-19 transmission and 
mortality on the Navajo reservation 
is not by chance; centuries of 
structural racism created the 
conditions for COVID-19 to thrive. 

Framework ImplIcatIons 
For empIrIcal study

 The underlying motivation for 
this work is to encourage health 
scholars to improve operational-
ization of structural racism by:

1) acknowledging the 
domain(s) under study 
as part of a broader 
multi-dimensional sys-
tem of structural racism; 

2) expanding scholarship to 
include non-White and non-
Black racialized groups; and 

3) assessing structural rac-
ism in specific context for 
all racial and/or ethnic 
group(s) under study. This 
approach can guide de-
velopment of a literature 
that illuminates similari-
ties and differences in the 
development of structural 
heath (dis)advantage be-
tween racial and ethnic 
groups across generations. 

We list additional impli-
cations of this framework 
for empirical study below: 

1) Social constructs (eg, ed-
ucation, wealth, neighbor-
hoods, etc.) may not operate 
equivalently as health-relat-
ed exposures across racial 
and ethnic groups and may 
therefore warrant different 
operationalizations. More-
over, different racial and 
ethnic groups have differ-
ent historical-evolutionary 
timelines. For example, the 
temporal gap between the 
provision of legal protec-
tions and social programs 
first to Whites and then to 
non-White groups (Figure 
1) represents a “structural 
advantage.” Scholars should 
explicitly study favorable 
morbidity and mortality 
outcomes observed among 
White individuals, families, 
and communities in con-
trast to non-White groups 
through this lens. Quanti-
tative scholars should also 
consider whether between-
group and/or race-stratified 
statistical models are most 
appropriate when studying 
structural racism and health. 

2) This framework also 
provides a starting point 
for qualitative and mixed-
methods scholars interested 
in broadening our knowl-
edge of the historical and 
sociocultural determinants 
of population health. For 

example, reproductive 
health scholars could tri-
angulate analyses of his-
torical documents with 
the collection and analy-
ses of in-depth interviews 
and quantitative surveys 
to empirically link high 
maternal mortality among 
Black or African American 
women to the era of slavery.

3) Scholars’ ability to em-
pirically apply this frame-
work rests on the quality of 
available data. Collecting 
data on race and ethnic-
ity as a single ethno-racial 
variable (eg, “White/Black/
Hispanic/Other”) can mask 
important heterogeneity in 
the effects of racist laws, 
policies, and norms on the 
health of racial and ethnic 
groups. When possible, 
data collectors should ask 
separate questions for race, 
ethnicity, nativity, and year 
of immigration, and be at-
tentive to the differential 
health impacts of structural 
racism based on the inter-
sections of these ethno-ra-
cial variables (eg, third-gen-
eration Chinese Americans 
vs first-generation Hmong 
Americans). Those conduct-
ing secondary data analysis 
should note the limitations 
of single ethno-racial vari-
ables in their analyses and 
interpretation of results.

4) We encourage scholars to 
frame contemporary health 
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disparities as the cumula-
tive impact of centuries of 
systemic exclusion from 
legal protections, and re-
stricted access to opportu-
nities and resources that 
are protective of health. We 
also encourage health schol-
ars to explicitly acknowl-
edge that White supremacy 
exists and contributes to 
the health advantages ob-
served among Whites in the 
framing of their research.

5) While this framework is 
specific to structural rac-
ism and race structures, it 
interacts with other axes of 
oppression such as gender, 
class, sexuality, and disabili-
ty.3 Thus, the health impacts 
of structurally racist laws, 
policies, and norms likely 
vary within racial and eth-
nic groups (eg, Black Latinx 
men and women vs White 
Latinx men and women). 
Intersectional approaches 
should aid future empiri-
cal work on the health im-
pacts of structural racism.  

6) Health scholars should 
consider structural racism 
as not just the enactment 
of policies, laws, and norms 
that systematically disad-
vantage one racial group 
over another, but also 
the failure to implement 
and enforce laws, poli-
cies, and norms that miti-
gate and/or reverse racist 
harms enacted in the past. 

Limitations
 This framework is not without 
limitations. First, we organized our 
literature search and framework 
around the US OMB standards for 
data on race and ethnicity, which 
commonly guide racial and ethnic 
data collection in the United States. 
These categories, however, can mask 
important disparities within groups 
and exclude oppressed racialized 
groups (eg, Middle Eastern Ameri-
cans). Moreover, we refer to the 
Indigenous people of the unceded 
territory of the continental United 
States and Alaska as American In-
dian or Alaska Native (AI/AN), in 
keeping with the OMB convention. 
However, whenever possible, Indig-
enous peoples should be referred to 
by specific tribes. The “AI/AN” cat-
egory encompasses more than 570 
federally recognized tribes, state 
recognized tribes, and unrecognized 
tribes. The unique geographic, his-
torical, and sociopolitical experi-
ences of these tribes are impossible 
to illuminate in a single figure; 
therefore, Figure 2 presents policies 
and events that impacted AI/AN as 
a whole. Researchers studying spe-
cific tribal nations are encouraged 
to use the framework to also iden-
tify tribe-specific events and poli-
cies. Similarly, the listed domains of 
structural racism in Figure 1 do not 
equally apply to all ethnicities with-
in the Black or African American, 
Hispanic/Latinx, Asian, or Native 
Hawaiian/Pacific Islander groups. 
International politics, immigra-
tion, and changing forms of the 
racial hierarchy within and across 
eras resulted in differential effects of 
structurally racist policies on ethnic 

subgroups. Scholars interested in 
how structural racism affects these 
groups should consider the hetero-
geneity within the US OMB racial 
and ethnic categories. Second, the 
eight domains of structural racism 
identified here may not hold the 
same meaning for all racial and eth-
nic groups. For example, while AI/

Carefully considering the 
experiences of different 

racial and ethnic 
populations across time is 

important for generating a 
literature that captures the 
varying effects of structural 

racism on health both 
historically and today.

AN were forced to relocate, free 
movement of Blacks or African 
Americans was severely restricted 
during the periods of slavery and 
Jim Crow. Third, the policies, laws, 
and norms captured in Figure 2 are 
not necessarily the sole structur-
ally racist factors operating during 
those periods. Fourth, we noted a 
general lack of published literature 
regarding the effects of structural 
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racism on Asian Americans, Na-
tive Pacific Islanders, and Native 
Hawaiians. This gap merits fur-
ther population-specific research. 

conclusIon 

 We outline a framework for op-
erationalizing structural racism as 
it relates to health disparities re-
search in the United States. Care-
fully considering the experiences of 
different racial and ethnic popula-
tions across time is important for 
generating a literature that captures 
the varying effects of structural rac-
ism on health both historically and 
today. The framework presented 
here should help future scholars 
across disciplines identify and ques-
tion important laws, policies, and 
norms that have differentially con-
strained opportunities for health 
across racial and ethnic groups. 
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