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RACIAL HEALTH EQUITY:
EMBRACING A DECOLONIAL,
ANTI-RACIST PRACTICE

RESOURCES AND REFLECTION QUESTIONS

Thank you for your interest in on-demand webinars from the Public Health Training for Equitable
Systems Change (PHESC) series. To further your learning BEFORE and AFTER the webinar, we have
compiled a list of related readings and reflection questions.
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Canadian Public Health
Association. (2018). Racism
and Public Health: Position
Statement. Retrieved from
https://cpha.ca/racism-andpublic-health.

RACISM

and Public Health

P O S I T I O N S TAT E M E N T
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KEY PUBLIC HEALTH
RESOURCES FOR ANTIRACISM ACTION:
A CURATED LIST

Experiences of racism are widely recognized to have a negative impact on the health outcomes of Indigenous and
racialized peoples. As a result, racism is a key, stand-alone determinant of health and well-being.
In response to this reality, we at the National Collaborating Centre for Determinants of Health (NCCDH) have created
a list of tools and resources that public health practitioners can use to understand and act against structural racism.
These resources explore concepts that are described in Let’s Talk: Racism and health equity.
This curated reading list points to key resources to support anti-racist action by health practitioners in the Canadian
context. Resources are organized under four broad themes: building capacity, taking action, case examples and tools
to support planning and implementation.

BUILDING CAPACITY
Public health systems and organizations need to build capacity to analyze and act on the
structural forces that drive racial inequities. The resources below support this goal.

Going Public

Levels of Racism: A Theoretic Framework
and a Gardener’s Tale
A B S T R A C T
The author presents a theoretic
framework for understanding racism on
3 levels: institutionalized, personally mediated, and internalized. This framework
is useful for raising new hypotheses
about the basis of race-associated differences in health outcomes, as well as
for designing effective interventions to
eliminate those differences.
She then presents an allegory about
a gardener with 2 flower boxes, rich and
poor soil, and red and pink flowers. This
allegory illustrates the relationship between the 3 levels of racism and may
guide our thinking about how to intervene to mitigate the impacts of racism
on health. It may also serve as a tool for
starting a national conversation on
racism. (Am J Public Health. 2000;90:
1212–1215)

cess to the goods, services, and opportunities
of society by race. Institutionalized racism is
normative, sometimes legalized, and often manifests as inherited disadvantage. It is structural,
having been codified in our institutions of custom, practice, and law, so there need not be an
identifiable perpetrator. Indeed, institutionalized racism is often evident as inaction in the
face of need.
Institutionalized racism manifests itself
both in material conditions and in access to
power. With regard to material conditions, examples include differential access to quality
education, sound housing, gainful employment,
appropriate medical facilities, and a clean environment. With regard to access to power, examples include differential access to information (including one’s own history), resources
(including wealth and organizational infrastructure), and voice (including voting rights,
representation in government, and control of
the media). It is important to note that the association between socioeconomic status and
race in the United States has its origins in discrete historical events but persists because of
contemporary structural factors that perpetuate
those historical injustices. In other words, it is
because of institutionalized racism that there is
an association between socioeconomic status
and race in this country.
Personally mediated racism is defined as
prejudice and discrimination, where prejudice
means differential assumptions about the abilities, motives, and intentions of others accord-

Levels of Racism
I have developed a framework for understanding racism on 3 levels: institutionalized,
personally mediated, and internalized. This
framework is useful for raising new hypotheses about the basis of race-associated differences in health outcomes, as well as for designing effective interventions to eliminate
those differences. In this framework, institutionalized racism is defined as differential ac1212

Sinai Health System. (2013,
November 11). Are you an ALLY?
Being an Ally to Racialized
People [video file]. Retrieved
from www.youtube.com/
watch?v=WpEs2GK3V4A&t=3s

American Journal of Public Health

Levels of racism:

ThisarticlebyDr.CamaraJonesandrelatedvideodescribe

A theoretic framework

atheoreticalframeworkregardingthreelevelsofracism:

and a gardener’s tale

institutionalized,personallymediated(interpersonal)and

Camara Phyllis Jones, MD, MPH, PhD
Race-associated differences in health outcomes are routinely documented in this country, yet for the most part they remain poorly
explained. Indeed, rather than vigorously exploring the basis of the differences, many scientists either adjust for race or restrict their
studies to one racial group.1 Ignoring the etiologic clues embedded in group differences
impedes the advance of scientific knowledge,
limits efforts at primary prevention, and perpetuates ideas of biologically determined differences between the races.
The variable race is only a rough proxy
for socioeconomic status, culture, and genes,
but it precisely captures the social classification
of people in a race-conscious society such as
the United States. The race noted on a health
form is the same race noted by a sales clerk, a
police officer, or a judge, and this racial classification has a profound impact on daily life
experience in this country. That is, the variable
“race” is not a biological construct that reflects
innate differences,2–4 but a social construct that
precisely captures the impacts of racism.
For this reason, some investigators now
hypothesize that race-associated differences in
health outcomes are in fact due to the effects of
racism.5,6 In light of the Department of Health
and Human Services’ Initiative to Eliminate
Racial and Ethnic Disparities in Health by the
Year 2010,7,8 it is important to be able to examine the potential effects of racism in causing
race-associated differences in health outcomes.

internalized.Usinganallegoryaboutagardenerwithtwo

JonesCP.AmJPublic
Health.2000;90:1212–1215.
Relatedvideo:
Allegoriesonraceandracism
CamaraJones.[2014].

flowerboxes,bothrichandpoorsoilandredandpinkflowers,
theauthorillustratestherelationshipbetweenthethreelevels
ofracism.Thisframeworkisusefulasaguidefordesigning
effectiveinterventionstoeliminaterace-basedinequitiesin
healthandsocialoutcomes.

The author is currently with the Department of Health
and Social Behavior, Department of Epidemiology,
and the Division of Public Health Practice, Harvard
School of Public Health, Boston, Mass. She will soon
begin working with the Centers for Disease Control and Prevention, Atlanta, Ga.
Requests for reprints should be sent to Camara
Phyllis Jones, MD, MPH, PhD, Centers for Disease
Control and Prevention, 4770 Buford Hwy, MS K45,
Atlanta, GA 30341.
This article was accepted April 12, 2000.
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Rethinking the
Definition of
Institutional Racism
Dr. Kwame McKenzie

McKenzie, K. (2017). Rethinking
the Definition of Institutional
Racism. Toronto, ON: Wellesley
Institute. Retrieved from:
www.wellesleyinstitute.com/
publications/rethinking-thedefinition-of-institutionalracism
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w194–w198.
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River, NJ: Pearson Education; 1997.
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Critical Race Theory, Race Equity, and Public
Health: Toward Antiracism Praxis
Racial scholars argue that
racism produces rates of
morbidity, mortality, and
overall well-being that vary
depending on socially assigned race. Eliminating racism is therefore central to
achieving health equity, but
this requires new paradigms
that are responsive to structural racism’s contemporary
influence on health, health
inequities, and research.
Critical Race Theory is an
emerging transdisciplinary,
race-equity methodology
that originated in legal
studies and is grounded
in social justice. Critical Race
Theory’s tools for conducting research and practice
are intended to elucidate
contemporary racial phenomena, expand the vocabulary with which to discuss
complex racial concepts, and
challenge racial hierarchies.
We introduce Critical Race
Theory to the public health
community, highlight key
Critical Race Theory characteristics (race consciousness,
emphases on contemporary
societal dynamics and socially marginalized groups,
and praxis between research and practice) and describe Critical Race Theory’s
contribution to a study on racism and HIV testing among
African Americans. (Am J
Public Health. 2010;100:
S30–S35. doi:10.2105/AJPH.
2009.171058)

Chandra L. Ford, PhD, and Collins O. Airhihenbuwa, PhD

ALTHOUGH RACE REMAINS
salient to public health in a variety
of ways, the field’s theoretical and
methodological conventions inadequately address the complexity
with which structural racism influences both health and the production of knowledge about populations, health, and health
disparities. Many projects lack
clarity about the nature of racial
stratification. They conceptualize,
measure, and analyze race- and
racism-related factors using tools
better suited for studying other
risk factors. Although structural
forces drive inequities, research
and interventions disproportionately emphasize individual and
interpersonal mechanisms. Additionally, overconfidence in the
objectivity of research can blind
investigators to the inadvertent
influence of a priori assumptions
on research.
Race as a category denoting
skin color was first used to classify human bodies by Francois
Bernier, a French physician.1 The
notion of racial groupings was introduced in Carolus Linnaeus’s
Natural History in 1735 and subsequently advanced by many
others.1 Both Linnaeus’s concept
of race and the subsequent racial
groupings devalued and degraded
those classified as non-European.2
Linnaeus’s classification became
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the foundation on which many
countries, including the United
States, based their racial policies.
Later, racialized policies gained
‘‘scientific’’ affirmation in the work
of scholars such as Josiah Nott,
whose publications reinforcing
White supremacy appeared in
1843 in such respected journals as
the American Journal of the Medical Sciences.
Prevailing notions about race
shaped early scientific research,
but because investigators were not
critical about their relationships to
their racialized social contexts,
they were unable to perceive the
insidious influence of racism in
their work. The contributions of
minorities who might have challenged underlying assumptions
were largely excluded. Their exclusion buttressed artificially high
levels of confidence among researchers about the import and
validity of racial findings. Against
this backdrop, progressive
scholars, many of them racial or
ethnic minorities, began to scrutinize knowledge production processes and the implications for
minority communities. By the late
20th century, they had begun
developing new frameworks such
as Critical Race Theory to explicitly account for the influences of
racism on both outcomes and research processes.

Gilmore defines racism as ‘‘the
state-sanctioned and/or extralegal production and exploitation
of group-differentiated vulnerability to premature death.’’3(p247)
This definition suggests that
health for all cannot be achieved
if structural racism persists.
Eliminating racism, therefore, is
part and parcel to achieving the
objectives of public health. Table
1 provides definitions of public
health and of the Critical Race
Theory concepts discussed in this
commentary.
Critical Race Theory offers the
field of public health a new paradigm for investigating the root
causes of health disparities. Based
on race equity and social justice
principles, Critical Race Theory
encourages the development of
solutions that bridge gaps in
health, housing, employment,
and other factors that condition
living.
The newly developed Public
Health Critical Race Framework
adapts Critical Race Theory for
public health research and practice (Ford CL and Airhihenbuwa
CO, unpublished paper, 2009).
Our aim here, however, is to
introduce Critical Race Theory
to the multidisciplinary field of
public health and, more specifically, to researchers of health disparities and health equity. We also

American Journal of Public Health | Supplement 1, 2010, Vol 100, No. S1

Ford, C. L. & Airhihenbuwa, C. O.
(2010). Critical race theory, race
equity, and public health: Toward
antiracism praxis. American
Journal of Public Health, 100
(Suppl 1), p. S30-S35.

National Collaborating Centre
for Aboriginal Health. (no
date). Aboriginal racism in
Canada. Retrieved from:
www.nccah-ccnsa.ca/419/
Aboriginal_Racism_in_
Canada_.nccah
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REFLECTION QUESTIONS
1. How can understanding racism & colonialism
make you a more impactful public health actor?
2. How can your organization’s commitment to
health equity better include racial equity goals?

3. How can your organization create
spaces that encourage staff to challenge
and examine racism within public health
practice and society?
4. What actions can your organization implement
to reduce racism?
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