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Introduction 

Racial Inequities, Health 
Equity, and Structural Racism
	 While investments in medical, 
social, and behavioral research have 
advanced population health, these 
benefits have not been equitably dis-
tributed.1 Health inequities are so-
cially constructed and unjust differ-
ences in health and well-being across 
groups; racial/ethnic inequities have 
been persistent and striking for many 
historically marginalized racial/eth-
nic groups in the United States (eg, 
African American/Black, Latinx, His-
panic, American Indian, Alaska Na-
tive, Native Hawaiian or other Pacific 
Islanders, Asian Americans), with 
greater morbidity and mortality con-
sistently observed for many disease 
outcomes, even after adjusting for 
socioeconomic status (SES).2-4 While 
racial and ethnic health inequities are 
not new, COVID-19 and recent rec-

ognition of police brutality and vio-
lence have amplified the existence of 
such longstanding inequities in com-
munities of color and have brought 
global attention to these inequities 
as public health and societal crises.5  
	 Causes of racial/ethnic health in-
equities are complex, multi-level, and 
rooted in social and structural deter-
minants.6 Increasingly, research and 
public health efforts have focused 
on the role of social determinants of 
health (SDOH) (eg, the conditions 
in which people are born, grow, live, 
work, and play, including SES, edu-
cation, physical environment, hous-
ing, employment, social networks, 
health care access) in shaping patterns 
of health and disease.6,7 Despite this 
focus on SDOH, the role of racism – 
as a structured system of oppression 
that shapes the inequitable distribu-
tion of SDOH, opportunities, power, 
and resources – has not always been 
explicit. There is a growing scholar-
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ship that examines racism as one of 
the fundamental causes that under-
lies social inequality and operates at 
multiple levels to create and reinforce 
health inequities.2,4,8 Most research 
on racism has focused on the health 
impact of discrimination as a psycho-
social stressor; specifically, individual 
discrimination has been defined as 
differential treatment through social 
institutions and by individuals that 
results in inequities in opportunities 
and resources.4,9,10 Other research 
has focused on cultural racism, or 

fundamental shifts in advancing pop-
ulation health equity (ie, providing a 
fair and just opportunity for everyone 
to be as healthy as possible, and remov-
ing social, structural, and economic 
obstacles to eliminate health inequi-
ties and their determinants), explicit 
attention to identifying, naming, and 
addressing embedded and interlock-
ing forms of racism at the structural 
and institutional levels is also critical.
	 Structural racism has been defined 
as “the totality of ways in which 
societies foster racial discrimination 
through mutually reinforcing systems 
of housing, education, employment, 
earnings, benefits, credit, media, 
health care, and criminal justice. These 
patterns and practices can reinforce 
discriminatory beliefs, values, and 
distribution of resources...”9 Structural 
racism operates at interconnected 
levels within and across macro-level 
systems, social institutions, norms, 
ideologies, power dynamics, and 
policies that are historically rooted, 
but deeply entrenched and adaptive, 
thereby creating and reinforcing 
racial inequities through multiple 
visible and invisible pathways 
across interacting sectors.9,11 While 
historical racial injustices like the 
Tuskegee study12 have built a legacy 
of mistrust, particularly related to 
health and medical care, ongoing 
attention to structural racism would 
advance understanding of the ways 
in which present-day structural 
inequities continue to shape health 
inequities. In this article, while we 
refer to structural racism specifically, 
we include institutional racism in 
this conceptualization. We recognize 
that institutional racism may focus 
on racism within specific domains 

or institutions while structural 
racism focuses on linkages across 
social institutions that shape 
and reinforce racial hierarchies.  

Implementation Science and 
Health Equity
	 Implementation science (IS) has 
emerged in the past decades to address 
the well-documented gap between re-
search and practice (eg, what is rou-
tinely delivered in real-world commu-
nity and clinical settings). IS provides 
frameworks, methods, and strategies 
to promote the routine adoption, 
implementation, and sustainabil-
ity of evidence-based interventions 
(EBIs), policies, programs, and treat-
ments (referred to collectively here as 
EBIs)13 across a range of real world 
clinical and community settings and 
diverse populations. The application 
of these methods and frameworks 
holds great promise to promote racial 
equity across settings and populations 
experiencing structural barriers to 
health. While much of the focus has 
been on cultural and settings-related 
adaptation of EBIs to reduce racial/
ethnic health disparities,13 the IS field 
has an explicit opportunity to ad-
vance equity by including structural 
racism as part of the broader context 
in which health inequities are embed-
ded, and to consider it a determinant 
of equitable implementation of EBIs 
and implementation strategies.14,15  
	 To move toward a social justice 
perspective to facilitate health equity 
requires explicit and methodological 
consideration of structural determi-
nants of health like structural racism, 
which are central to the experiences of 
many historically marginalized racial/
ethnic groups.7,8,16 In parallel with ob-

Despite this focus on the 
social determinants of 

health (SDOH), the role 
of racism – as a structured 
system of oppression that 
shapes the inequitable 
distribution of SDOH, 

opportunities, power, and 
resources – has not always 

been explicit.

the stereotypes, norms, and biases 
that devalue non-White populations, 
which may trigger internalized racism 
and facilitate biases in health care.10 
The various manifestations of racism 
all have important implications for 
health. However, to make sustained, 
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servational studies on the impact of 
structural racism on health, structural 
racism has potential implications for 
inequitable implementation (eg, in-
equitable adoption, use and sustain-
ability of EBIs) across diverse settings 
and populations. Research examin-
ing the role of structural racism on 
implementation is critical to ensuring 
IS does not inadvertently reinforce 
or exacerbate disparities by using ap-
proaches that do not reflect the fun-
damental determinants that shape in-
equities (eg, racism) or by conducting 
research that excludes less-resourced 
or disadvantaged settings/popula-
tions.14 In this article, we challenge 
the IS field to work closely with stake-

holders and research teams to actively 
consider structural racism in identify-
ing research questions, frameworks, 
methods, and strategies, and propose 
three key recommendations for the 
field (highlighted visually in Figure 1). 

Recommendation 1

Include structural racism in 
IS frameworks, models, and 
related measures for research 
focused on racial/ethnic health 
disparities and health equity
	 There is growing recognition that 
advancing health equity requires 
understanding of the multi-level 

(policy, community, organizational, 
provider, and individual) context in 
which health disparities are embed-
ded.6,17 Similarly, IS recognizes the 
role of dynamic, multi-level context 
in shaping the adoption, implemen-
tation, and sustainability of EBIs.13 
This perspective is reflected in the 
conceptualization of context (eg, in-
dividual, implementer, organization-
al, community, policy) in many IS 
frameworks.13 Despite this focus on 
context and inclusion of health eq-
uity in recent frameworks (eg, Tran-
screation Framework,17 Health Eq-
uity Implementation Framework18), 
explicit inclusion of structural rac-
ism has largely been missing in stud-
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Figure 1. Key recommendations for the Implementation Science field to actively consider structural racism in research 
questions, frameworks, methods, measures, and strategies for health equity studies.
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ies among racially/ethnically diverse 
populations within IS. Without in-
clusion of structural racism as part of 
context, the IS field is at risk of ex-
acerbating health disparities, inadver-
tently reinforcing racist practices and 
unequal power dynamics, and miss-
ing opportunities to dismantle rac-
ism in public health and health care. 
	 Structural racism, in the form of 
the legacy of residential segregation, 
has contributed to the inequitable 
health care quality and access to/use 
of EBIs across different settings, sys-
tems, and populations.9 Health care 
infrastructure, resources, and provid-
ers are inequitably distributed across 
neighborhoods and institutions by 
race.4,9 In combination with inter-
generational drag (ie, the racist expe-
riences, disadvantages, or historical 
traumas of one generation may be 
cumulative with implications for fu-
ture generations),11 structural racism 
can function as a contextual factor 
that may influence adoption, accept-
ability, appropriateness, fidelity, and 
equitable reach of the EBI as well as 
implementation and sustainability of 
EBIs across levels. Further, because 
structural racism is an ecologic ex-
posure that some benefit from and 
some are harmed by, it is important 
to acknowledge the resulting power 
dynamics that may be reinforced by 
structural racism and can threaten ac-
ceptability, implementation, and sus-
tainability of EBIs. As such, for health 
equity focused IS studies, we call for 
inclusion of structural racism as a de-
terminant in our IS frameworks and 
as a part of a contextual inquiry or 
formative/planning assessment to un-
derstand current and historical influ-
ences of racism on implementation.

	 While there has been initial con-
sideration and examples of tailoring 
of IS frameworks for historically mar-
ginalized groups,18,19 much remains 
to be done to explicitly include struc-
tural racism in these frameworks. 
The field can look to recent health 
equity focused frameworks (eg, Na-
tional Institute on Minority Health 
and Health Disparities [NIMHD] 
Research Framework20) that have 
included consideration of struc-
tural racism to inform IS research 
and practice. The Public Health 
Critical Race Praxis (PHCRP),16 
grounded in Critical Race Theory, 
provides an approach for research-
ers to systematically assess and ad-
dress racism-related factors that may 
inadvertently influence how research 
is conducted. Consistent with recent 
work,21 there is a call to researchers 
to continually assess any power dif-
ferentials between researchers and 
racial/ethnic minority communities. 
PHCRP encourages critical recogni-
tion and research team reflection that 
racism may underlay assumptions, 
methods and theories, and helps 
facilitate a race consciousness.2,16 
	 It is critical that we use metrics 
and measures that align with the in-
clusion of structural racism in our 
frameworks. Measurement of struc-
tural racism is contentious and com-
plex; given that most measures assess 
individual-level discrimination, there 
is more work needed on the devel-
opment and validation of measures 
to adequately quantify the extent to 
which structural racism exists within 
a community, particularly given that 
measurement may differ and depend 
on spatiotemporal scale, histori-
cal context, and the domain where 

it occurs.9,22 A growing number of 
measures use administrative data to 
operationalize structural racism rep-
resenting neighborhood segregation, 
political participation, and redlining/
housing discrimination (eg, State Rac-
ism Index),22,23 as well as self-report 
measures of perceptions of structural 
racism (eg, Perceived Structural Rac-
ism Scale)2,23 and institutional racism 
(eg, Major Experiences of Discrimi-
nation Scale, Perceived Racial Com-
position Scale that assess racism with-
in domains like housing, workplace). 
	 In the context of IS studies, ex-
isting measures of structural racism 
may be useful for selection of set-
tings and determining the need for 
resources or delivery of EBIs within 
communities and specific geographic 
areas with higher levels of structural 
racism. However, we also recognize 
there is a need for further develop-
ment, specification, and validation 
of pragmatic measures that are ap-
plicable in the context of IS studies 
and will likely require developing 
measures that capture relevant do-
mains of structural racism that re-
flect community context and other 
health care or institutional domains. 
	 Qualitative data collection may 
be useful in deepening understanding 
of structural racism and its impact 
on the lived experiences and daily 
lives of those impacted, within the 
context of a specific setting, histori-
cal context, and community. This in-
formation may help inform measure 
development in this area or identify 
mechanisms that reinforce racism and 
could be opportunities for develop-
ment and implementation of strat-
egies to directly dismantle racism.
	 Finally, enhancing measurement 
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of structural racism moving for-
ward is a priority, as this data will 
enable researchers to empirically 
examine the role of structural rac-
ism, inform where and how to in-
tervene, test potential mechanisms 
and impact on inequities, and de-
termine whether implementation 
of EBIs or implementation strate-
gies could reduce forms of racism. 

Recommendation 2

Use a multi-level approach 
for selecting, developing, 
adapting, and implementing 
EBIs and implementation 
strategies to address structural 
racism and impact health 
inequities
	 Not all EBIs have been developed 
for, or evaluated with, health equity 
in mind, or are representative of pop-
ulations or settings affected by his-
torical or ongoing structural racism.14 
Historically, many interventions have 
been developed at the individual-
level, which could potentially exac-
erbate health inequities, in contrast 
to multi-level or structural interven-
tions.6,7 To address health inequities 
and their root causes, including inter-
secting systems of structural racism, 
attention must be placed on the de-
velopment or adaptation, implemen-
tation, and evaluation of multi-level 
EBIs. In doing so, researchers must 
consider answers to these questions: 
1) At what level would EBIs, if imple-
mented effectively, explicitly reduce 
health inequities and promote health 
equity? 2) How do we consider/un-
derstand the operationalization of 
structural racism at each level? and 3) 

If implemented effectively, do we di-
rectly or indirectly address structural 
racism? Given the interlocking nature 
of racism and complexity of health 
inequities, asking these questions 
brings the field closer to addressing 
upstream social and structural fac-
tors to create sustainable change.4,6,20  
	 While the civil rights policies 
of the 1960s are prime examples of 
structural policies that improved 
health, socioeconomic opportuni-
ties and living conditions, in general, 
there has been a dearth of evidence 
for interventions focused on ad-
dressing racial/ethnic inequities, and 
structural racism in particular.4 Im-
plementation science plays a critical 
role in examination of policy imple-
mentation and rapid assessment to 
evaluate if policy goals are achieving 
equity. This work, while complex, is 
attainable, and comprehensive re-
views of explicit anti-racism efforts2 
and intersectoral interventions and 
policies4,9,24 show promise to reduce 
the burden of structural racism. 
	 We refer readers to these reviews 
and recommend the IS field may 
consider prioritizing them in future 
study. At the institutional level within 
health systems, interventions address-
ing forms of institutional racism are 
imperative. For example, Cykert and 
colleagues25 conducted a pragmatic 
quality improvement (QI) interven-
tion trial across five cancer centers 
(ACCURE: The Accountability for 
Cancer Care through Undoing Rac-
ism and Equity) to address differen-
tial decision-making by race that was 
occurring among clinicians. Informed 
by an academic-community partner-
ship, researchers found that a real-time 
EHR registry to signal unmet care/

missed appointments combined with 
race-specific measurement and clini-
cal feedback on cancer treatments, 
and nurse navigation, improved 
completion of treatment for all breast 
and lung cancer patients and reduced 
health disparities between Black and 
White patients.25 It is critical that, as 
the evidence-base for interventions to 
address structural racism and racial 
inequities grows, a database is pub-
licly available; a fitting place could 
be an online ecosystem for resources/
EBIs addressing racial inequities such 
as HDPulse by NIMHD (https://hd-
pulse.nimhd.nih.gov/). Future work 
can ensure equitable access to these 
resources and practitioner-ground-
ed approaches to reduce inequali-
ties in power and decision making.
	 Similar considerations apply 
when researchers identify strategies 
to implement EBIs in settings that 
experience health inequities. The 
field will need to examine if the ex-
isting taxonomy of implementation 
strategies should adapt or expand to 
include strategies oriented toward 
health equity outcomes and/or struc-
tural racism (eg, building equitable 
teams and trust; resource and power 
sharing; data visualization prac-
tices).13 Came & Griffith8 propose a 
framework to address public health 
inequities and inform the training 
and support of allies in applying an 
anti-racist framework (eg, engaging 
in institutional change and collec-
tive action), with five core elements 
(reflexive relational praxis, structural 
power analysis, socio-political edu-
cation, monitoring/evaluation, and 
systems change approaches). These 
approaches are examples of what 
could be tested as an implemen-
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tation strategy in future research. 
	 Browne et al 26 used multi-level 
implementation strategies at the staff 
and organizational levels (staff educa-
tion/training; organizational integra-
tion/tailoring, practice facilitation) to 
build capacity and support changes 
within primary care to enhance the 
provision of equity-oriented care 
in Canada (EQUIP; Research to 
Equip Primary Healthcare for Eq-
uity). Staff were trained on cultural 
safety to explicitly address power 
inequities, racism, and historical in-
justices. Implementation strategies 
that train clinicians and implement-
ers in structural competency and 
cultural safety to recognize forms of 
structural racism could also be ex-
plicitly tested in future IS studies.2,8 

	 Finally, it is important to note 
that training and education at the in-
stitutional level are not sufficient on 
their own to address structural rac-
ism; however, in light of power and 
resources that individuals hold with-
in institutions, including decision-
making to influence policy, we see 
anti-racism training and education 
as one important strategy that com-
prises a broader multi-level strategy.

Recommendation 3

Apply transdisciplinary and 
intersectoral collaborations 
and engagement as essential IS 
methods to address structural 
racism and promote health 
equity 
	 Given that structural racism is 
a trans-sector phenomenon, multi-
faceted, and affects and is affected by 
multiple socio-ecological levels, we 

recommend methods and approaches 
within IS that include intersectoral 
collaborations, community-engaged 
partnerships, and a transdisciplinary 
research lens. Methods may include 
rapid ethnography, academic/com-
munity partnerships, and policy-
maker engagement.13 Approaches 
emphasizing stakeholder partnership 
are essential to identifying and ad-

egies for dismantling racism and ad-
dressing racial inequities.27 CBPR 
involves systematic and shared mean-
ingful involvement of community 
in decision-making and determining 
priorities, bi-directional learning, ca-
pacity building, mutual benefit and 
trust, and necessitates the transparent 
and equitable distribution of power 
and resources.28 Meaningfully involv-
ing those who experience structural 
racism and inequities across all re-
search stages will increase relevance 
and acceptability of the EBIs and 
implementation strategies to ad-
dress structural determinants, and 
ultimately, facilitate the likelihood 
of equitable adoption, implementa-
tion, and sustainability.26 An excel-
lent example is the previously funded 
Community Partners in Care initia-
tive where, using CBPR and multi-
stakeholder coalitions, researchers 
and community partners broadened 
definitions of treatment to include 
structural factors such as homeless-
ness, unemployment, and incarcera-
tion for populations experiencing 
structural and health inequities.29

	 Within IS, a range of study designs 
may be useful for studying structural 
racism. Importantly, variable types of 
evidence are valued within IS, with 
recognition of the importance of 
both internal and external validity. 
To that end, traditional randomized 
controlled trials that focus on IS and 
equity may not be possible due to 
ethical, scientific (eg, contamination) 
or feasibility (eg, resource) concerns, 
and stepped wedge designs, inter-
rupted time series, and other alterna-
tive designs are increasingly used.13 
Pragmatic and hybrid effectiveness-
implementation trials may balance 

To progress toward 
achieving health equity, 

it is imperative that 
Implementation Science 

incorporates a focus 
on understanding and 
addressing structural 
racism as one of the 
fundamental drivers 
of social and health 

inequities.

dressing structural racism as well as 
increasing the likelihood that IS re-
search findings are impactful, equita-
bly delivered, and sustained over time. 
	 Community-based participatory 
research (CBPR) and authentic stake-
holder engagement and partnership 
are foundational to health equity re-
search and IS (eg, participatory im-
plementation science,13 Transcreation 
Framework17) and are potential strat-
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study of effectiveness in real-world 
contexts with limited resources, 
with a focus on external validity.13

	 To better capture intersectoral 
approaches to address health equity 
and structural racism, mixed-meth-
ods approaches may be beneficial.13 
Mixed-methods approaches that in-
clude qualitative inquiry are ideal 
for understanding dynamic, com-
plex processes and determinants 
across multi-level contexts13; they 
provide insight into the feasibility, 
appropriateness, and mechanisms 
of proposed EBIs and strategies, 
perspectives of those impacted by 
structural racism, and identify un-
intended consequences. Quantita-
tive approaches such as dynamic 
simulation modeling (eg, system 
dynamic modeling, agent-based 
modeling) can be used to capture 
complex interactions between de-
terminants of health inequities and 
inequitable implementation,7,14 in-
cluding structural racism. Modeling 
the impact of specific intervention 
and implementation strategies may 
help identify leverage points, costs, 
and prioritize programs/strategies 
in resource-limited settings.14 Adap-
tive approaches (eg, Multiphase 
Optimizing Strategy and Sequential 
Multiple Assignment Randomized 
Trial designs; MOST and SMART 
designs)14,30 and rapid cycle test-
ing can inform the variable impact 
and optimal delivery across settings/
populations, and prioritize strate-
gies on acceptability and feasibility.
	 Finally, a transdisciplinary re-
search lens can support measure de-
velopment and data infrastructure for 
a robust, continuous evaluation of 
health and social indicators impacted 

by structural racism. Identification 
of a shared data system that includes 
contextual and cost data will help in 
understanding the resources needed 
for implementation while also recog-
nizing the role of structural racism. 

Conclusion 

	 Ongoing research documents the 
pervasive nature of structural racism 
and its impact on health inequities31 

across multiple health and social sec-
tors. Yet opportunities to examine 
and address structural racism in other 
sectors, like immigration and incar-
ceration, remain. To progress toward 
achieving health equity, it is impera-
tive that Implementation Science 
incorporates a focus on understand-
ing and addressing structural racism 
as one of the fundamental drivers 
of social and health inequities. Al-
though this article focuses on racial/
ethnic inequities in the United States, 
we recognize intersectionality31 and 
that discrimination exists by many 
social dimensions (eg, geography, 
sexual orientation, disability, gen-
der, immigration, etc.) and globally. 
As such, we encourage IS researchers 
to also consider the impact of other 
forms of structural racism. Structural 
racism intersects with and shapes 
other manifestations of racism and 
discrimination (eg, individual, in-
ternalized, cultural discrimination)4; 
whenever possible, they should be 
studied in combination. We urge fel-
low researchers to consider and ex-
pand these recommendations while 
joining efforts to explicitly address 
structural racism and the threat it 
poses to health for all of society.
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