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Abstract

Racism is an established health determinant across the world. In this 3-part series, we argue that a 

disregard of how racism manifests in pain research practices perpetuates pain inequities and slows 

Address reprint requests to Calia A. Morais, PhD, Department of Medicine, Division of Hematology and Oncology, The University of 
Alabama at Birmingham, Birmingham, Alabama. caliamorais@uabmc.edu. 

Special note: The Journal of Pain presents the following trilogy of Focus Articles, in which the authors argue that a disregard for 
how racism manifests in pain research perpetuates pain inequities and also slows the progression of the field. The authors discuss how 
an antiracism pain research framework can be incorporated across the continuum of pain research. This series advocates for a shared 
commitment toward an antiracism framework in pain research.

The authors have no conflicts of interest to disclose.

Supplementary data
Supplementary data related to this article can be found at https://doi.org/10.1016/j.jpain.2022.01.009.

HHS Public Access
Author manuscript
J Pain. Author manuscript; available in PMC 2022 September 14.

Published in final edited form as:
J Pain. 2022 June ; 23(6): 878–892. doi:10.1016/j.jpain.2022.01.009.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://doi.org/10.1016/j.jpain.2022.01.009


the progression of the field. Our goal in part-1 is to provide a historical and theoretical background 

of racism as a foundation for understanding how an antiracism pain research framework - which 

focuses on the impact of racism, rather than “race,” on pain outcomes - can be incorporated across 

the continuum of pain research. We also describe cultural humility as a lifelong self-awareness 

process critical to ending generalizations and successfully applying antiracism research practices 

through the pain research continuum. In part-2 of the series, we describe research designs 

that perpetuate racism and provide reframes. Finally, in part-3, we emphasize the implications 

of an antiracism framework for research dissemination, community-engagement practices and 

diversity in research teams. Through this series, we invite the pain research community to share 

our commitment to the active process of antiracism, which involves both self-examination and 

re-evaluation of research practices shifting our collective work towards eliminating racialized 

injustices in our approach to pain research.
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In the past year, there has been a growing consensus regarding the need for health 

practitioners and researchers to actively stand against racism to overtly acknowledge, 

address, and ameliorate the effects of racism on health and well-being.16,24,52,77 This 

movement and growing concern has been motivated by events in the United States (US), 

including the murder of George Floyd, ongoing police brutality against Black, Brown, 

and Indigenous communities, a stark increase in hate crimes against Asian American 

communities, and the systematic impact of the COVID-19 pandemic on the health and 

well-being of racialized groups.3,93 We will use the term “racialized groups” throughout 

this series, instead of acronyms or groupings such as “racial minorities” or Black and/or 

Indigenous and/or People of Color (BIPOC), to specifically acknowledge that these identity 

categories are socially and politically constructed labels imputed to individuals as a way 

of creating social hierarchies.42 In doing so, the dominant group in a specific society 

connotes hierarchical valuations of worth (often emphasizing phenotypical and cultural 

differences).8,84,86,87 The recent events highlighted above are the product of centuries of 

systematic injustices and oppression affecting racialized groups that bring our attention once 

again to the urgent need to advance racial justice.49

The process of racialization (Table 1 for definition) is dynamic and attached to status 

and unequal power between groups, thereby highlighting experiences of oppression.84,95 

Racialization is not static because it involves changing practices that link racialized 

meanings to people based on what the dominant group finds valuable. This source of 

oppression occurs in many countries. In most cases, this oppression is caused by deeper 

racist histories experienced by specific groups as a result of colonization and post-colonial 

social relations among its members. For example, in the US, immigrants from European 

ethnic groups (eg, Irish, Ashkenazy Jewish, Greek, Italian, and Eastern European) were all 

at some time considered “non-White” by White people in power and thus were subject to 

the process of racialization. However, once the dominant group reclassified individuals from 
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these nationalities as “White” in the 20th century, they became less marginalized and gained 

more power and privileges of Whiteness.48

The advantages of being White and the marginalization of dark-skinned individuals is 

observed worldwide. For instance, because of colorism, many individuals from Asian 

cultures are exposed to caste-discriminatory exclusion and ethnocentric prejudice.12,99 In 

Latin America, skin-color prejudice is observed when there is a preference for partners with 

light skin tones and more European phenotypes (ie, “mejorando la raza” or “improving the 

“race”); thus, within-group oppression is again driven by the power and status associated 

with Whiteness.1,23 It is also worth noting that specific categories can change, and their 

content and implications vary by time and place. Hence, these examples are insufficient 

to illustrate the ongoing multidimensional practices that attach racialized meaning to 

people and the heterogeneity of experiences with racism and prejudice affecting racialized 

communities.

At the forefront, racism has been identified as the fundamental root cause of racialized 

health inequities, often the primary reason underlying uneven access to care,6,107 differences 

in quality of care,65,94 and an array of health factors, including disparities in pain 

outcomes.2,70,79,101 Hence, unequal allocation of power and resources among other systems 

of oppression limits the opportunities to achieve optimal health by all individuals. 

For pain researchers, addressing justice for racialized groups means identifying and 

confronting racism to achieve equal care for all individuals living with pain. Each pain 

investigator - not just those primarily focused on pain disparities - can become personally 

accountable for addressing the inequitable experiences caused by racism that lead to 

racialized pain disparities. As discussed in greater detail below, racism reflects a system 

of deep-seated inequities created by social structures, policies and practices. Racism also 

encompasses overt antagonism, prejudice, and discrimination against racialized individuals 

or groups,22,38,67,84 as well as the more subtle reactive states of uneasiness, discomfort and 

fear, which can motivate an unwillingness to acknowledge prejudiced attitudes and beliefs 

within oneself.7,102

The Role of Pain Researchers in Advancing Justice for Racialized Groups

Research plays a powerful role in underscoring how racism manifests in pain outcomes 

and ultimately impact individuals’ livelihoods. For example, many research studies, case 

reports, and reviews have identified the impact of racism (often documented as implicit bias, 

stereotypes, myths, etc.) on pain management.19,53,54,76,79,81,105 A 2016 study conducted 

in the US documented the presence of false beliefs (eg, Black people have thicker 

skin with fewer nerve endings and feel less pain) among medical trainees that echo 

narratives used throughout US history as justification for painful abuse during and after 

slavery.54 There is also evidence that pain-specific biases,5 independent of more general 

attitudes and beliefs about racialized groups, contribute to racialized disparities in pain 

treatment. Experimentally, implicit visual or verbal cues revealing a patient’s “race” result 

in differential detection of or belief in a person’s pain.75,80,85 It is widely documented that 

racist cultural stereotypes contribute to differences in pain tolerance based on racialized 

identity.74,100,105 Provider bias is also a frequently examined determinant of inequitable 
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pain treatment.41,53,83 In fact, underdiagnosis and undertreatment of pain are prominent for 

racialized individuals in clinical and experimental settings. For example, a 2012 systematic 

review and meta-analysis found that Black individuals were less likely to receive an opioid 

prescription than Non-Hispanic White (NHW) individuals for the same type of pain.78

Patients suffering from chronic pain are already more likely to be stigmatized, marginalized, 

and experience psychosocial sequelae secondary to their pain condition.29,45,73,76,79 People 

from racialized groups with chronic pain face additional injustice76; not only experiencing a 

greater burden of pain and disability, but also inadequate pain treatment despite the greater 

need.18,45,51 Such inequity is exemplified in sickle cell disease, an inherited blood disorder. 

Sickle cell disease is an example of racialized condition due to its higher prevalence 

among people whose ancestors were from sub-Saharan Africa, India, Saudi Arabia and 

Mediterranean countries and the differential treatment experienced by this population. 

Undoubtedly, sickle cell disease pain (ie, vaso-occlusive) episodes are painful, but research 

in the US has demonstrated that patients with sickle cell disease experience invalidation by 

medical professionals,18,62 wait 50% longer to be seen by physicians than patients with long 

bone fractures,51 and report experiencing high levels of racialized discrimination.50,73,104 

Furthermore, sickle cell disease research receives less than half of the federal funds per 

patient compared to cystic fibrosis - a similarly rare chronic disease with a high prevalence 

of people of Northern European descent.37These findings underscore the urgent need to 

develop new research paradigms that account for the noxious impact of racism and its 

correlates to advance pain care for racialized individuals.

In pain science, our commitment to interrogating racism in how our research 

is conceptualized, conducted, reported, reviewed, and disseminated is a collective 

responsibility that is fundamental to improving the pain care of all individuals. This also 

means recognizing the importance of engaging people with lived experiences of racism and 

pain, as well as advocates, community members, and practitioners to be more effective at 

identifying knowledge gaps. Furthermore, the collaborative approach will allow us to truly 

interrogate the multidimensionality of pain and its associated outcomes in both pre-clinical 

and human-participant research. The significant benefits of partnering with community 

members have been widely documented and recognized. For example, at the national level 

in the US, the N.I.H. Heal Community Partner Committee (HCPS), composed of patients, 

advocates, patient liaisons and family members of those living with pain, foster dialogue 

in shaping community-responsive research priorities. Over the years, the implementation 

of these models into pain research has been rapidly growing, including as a recommended 

approach to increase the inclusion and engagement of understudied and diverse populations 

into pain research.61 For many who conduct pain research, an antiracism stance that includes 

the input and advocacy of patients should also be considered a measure of “good science” 

and an ethical responsibility as enforced by our respective disciplines (eg, APA Ethics Code, 

AMA Ethics Code).22,67

Antiracism Framework

Our 3-paper series titled “Confronting Racism in Pain Research” is informed by the efforts 

of the Antiracism CoaliTION in Pain Research (ACTION-PR; also informally known 
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as the Pain Justice League), a group of pain researchers (co-authors in the series) with 

expertise in pain inequities, clinical pain research, basic science, and translational research 

who envisioned a need for change in pain research to address racism. Our group’s full 

efforts in generating this series are discussed below under “A Call to Action: Introducing 

an Antiracism Approach to Pain Research.” We use a 3-part series format, rather than a 

single paper, to comprehensively review the entrenched history of racism in the field of 

pain, highlight how the ACTION-PR developed, promote guides for antiracism practices 

in pre-clinical and human-participants research, and discuss the persistent inequities in the 

conduct of research and the academy. Given the complexities of the topic, a 3-part series is 

arguably too short.

Across our series, we utilize an antiracism framework, which seeks to identify, challenge, 

and act to eliminate racism, and we have adapted it specifically for pain research. Within 

this framework, the equal humanity yet unequal effects of racism on racialized groups 

is capitalized, which helps investigators remain cognizant of health equity throughout 

the research process and acknowledges that racism is the reason for health inequities 

across racialized groups.24,39,65,94 As noted previously, even well-meaning individuals 

can perpetuate racism when there is a lack of critical self-awareness and understanding 

of racialization,32,102 including how anti-Black attitudes (types of racism towards Black 

individuals) manifest across the world. Thus, authors, reviewers, editors, and consumers 

of research findings, must proactively reflect on ways that racism can pervade ideologies, 

behaviors, and scholarship, especially as it pertains to studying the lived experiences of 

racialized individuals and our documentation and dissemination of findings (see Hood et al., 

this issue, for a more detailed explanation).56

By utilizing an antiracism framework, we can begin to interrogate and recognize the many 

forms of racism and non-racism (ie, passive opposition of racism without active change 

in the attitudes or behaviors) that show up in our work (from attitudes to behaviors and 

practices). In doing so, we can begin to create change and attempt new approaches that 

move beyond conducting studies that enroll mostly middle-class and White participants to 

understand pain inequities “to a more inclusive research agenda that helps us understand the 

role of racism in the pain experience”. For example, in pre-clinical studies, researchers could 

employ assays that measure psychosocial aspects of pain or develop behavioral models to 

illustrate social indicators contributing to pain inequities (see Letzen et al., this issue, for 

application of an antiracism framework to pre-clinical and translational research designs).68 

Throughout the series, we will attempt to illustrate how an antiracism framework is applied 

across pain research. Although we are far from having all the answers, it is our intention for 

every researcher to consider how our guides could be applied to their work.

To start, in part-1 of the series, we will review historical events and definitions to understand 

how “race” is constructed, leads to racism, and generates health disparities, including pain-

related outcomes. Then, to acknowledge how racism occurs, contributes to justified medical 

mistrust, and consequently perpetuates obstacles to equal opportunity and justice, we will 

describe Critical Race Theory (CRT)38 and its implications for our proposed antiracism 

framework in pain research. Finally, we will share information about the ACTION-PR’s 

efforts that lead to this series and describe the importance of cultural humility, which is the 
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lifelong process of self-exploration and willingness to learn from people who have different 

experiences from our own and to recognize and address our own biases. Lastly, the included 

positionality statement illustrates how the author’s identities and experiences shaped the 

writing of the series and the limitations encountered by the ACTION-PR in learning and 

introducing an antiracism framework in pain research.

As seen in Figure 1, the proposed framework supports cultural humility as the foundation 

for applying an antiracism framework in pain research. Through self-reflection at every 

stage of the research process, we can begin to question, learn, and examine our current 

approaches. As a result, we call on all pain researchers to disrupt old ways of thinking and 

apply these concepts as they question racism and/or non-racism and create opportunities for 

action. We also recognize that our urging will not result in change without first preparing 

all readers with the foundational knowledge and understanding of the theories explaining 

the sociopolitical construct of “race” and racism that have been appreciated in fields beyond 

biomedical research (ie, cultural anthropology).46 Building on this knowledge, we have 

included a list of key terms in Table 1 to illustrate how an antiracism framework can be 

applied to the common underlying framework in the field of pain (ie, non-racism) as well 

as language in scientific narratives that are commonly used in our research to advance the 

field. Although we cannot include every term in the literature or the numerous factors that 

contribute to pain inequities, we have focused on racism as the root problem that must 

be addressed to help dismantle and rebuild our research approaches that were created in 

structurally unjust systems and methods to improve current practice; therefore, we have 

reiterated these concepts and definitions across the 3-paper series.

In the remaining papers, the primary goal is to propose how the field of pain might 

incorporate antiracism in our research and promote solutions by facilitating critical thought 

that addresses specific aspects of the research process. Part 2 of this series discusses the 

tension between science and pre-clinical basic science and antiracism reframes for these 

design choices with options for investigators to consider. Finally, Part 3 of the series calls for 

a shared commitment from pain scientists to diversify our research environments (eg, teams, 

departments, institutions), engage racialized groups in pain research by shifting towards a 

more community-based research process, and change our recruitment and retention methods 

to improve diversity in our samples and increase the generalizability of findings. Alongside 

these changes, Part 3 also proposes a significant shift in our dissemination methods, 

including the language and terminology used, how we interpret and distribute our findings 

outside traditional silos with involvement from community members.

We want to emphasize that this series is a critical step towards addressing inequities and 

disparities in pain. As noted above, it does not include all of the answers to eliminate 

racialized pain inequities, and the information discussed should not be applied in a 

“one size fits all” manner. Innovative approaches to pain science and clinical practice 

would be more impactful if all stakeholders in the field of pain, not just researchers 

focused on pain inequities, accept shared responsibility and commit to antiracism in their 

actions wherever possible. Given the current inequities, change must begin immediately, 

and our series proposes how this change can start. However, we understand that these 

changes in research praxis will continue to evolve as we learn new information and as 
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researchers gain the necessary skills to prioritize antiracism, cultural humility and ongoing 

education. By initiating and sustaining discussions within the pain research community 

(particularly centering on the lived and pain experiences of racialized individuals-including 

the perspective of racialized investigators), we can steadily shift the impact of our collective 

work to benefit all communities.

Racialization, “Race”, and Racism

The Meaning of “race”

As described above, racialization is the dynamic, sociopolitical process by which “racial” 

categories are assigned to groups of people.86,95 Depending on the point in history 

and society in question, different groups of people might be racialized differently 

from today88,89 [for an anthropologic history, see Smedley & Smedley].95 “Race” was 

sociopolitically constructed as a physico-biological concept that categorizes people based on 

overt physical features, such as skin color, nose shape/size, and skull size. These features 

were used to distinguish individuals by the geographic origin of their ancestors, resulting 

in the racialization of individuals, for example, as Black and/or African American in 

the United States, British Asian in the United Kingdom, and American Indian or Alaska 

Native in North America. However, despite this conceptualization, to be clear, there is 

no genetic basis of “race.” As W.E.B. Du Bois argued over 100 years ago, “race” is not 

a biological entity or an explanation for categorizing discrete groups into “Whites” or 

“Blacks” to understand disparities in health outcomes; instead, he advanced the notion that is 

a sociocultural (sometimes historical and political) factor conceptualized to give a dominant 

group (typically, people racialized as White) a privileged position in social standing.43 

Thus, contemporary investigators view “race” as a social construct.4,96 Causing most harm, 

the utilization of these social classifications as biological variables perpetuates racism. For 

example, despite acknowledging that human genetic variations do not constitute biological 

differences across “races,”69,95 the use of “race” as a categorization to understand human 

bio-diversity remains; thereby encouraging the false belief that “race” is a genetic category 

and adding to the perpetuation of negative stereotypes and racial inferiority across groups. 

However, “race” is a concept with social meaning, and contemporary investigators should 

clearly define and conceptualize “race” as a sociopolitical construction that may profoundly 

impact the pain experience of racialized individuals.4,96

“Race” and ethnicity are often ignored, underreported, or left unexplored in pain research. 

When “race is reported, it is commonly controlled for, or alternatively, used in pain research 

to assess pain disparities. Participants in the US are commonly asked to select their “race” 

based on federally recognized categories established by the US Office of Management and 

Budget (OMB): White, Black or African American, American Indian or Alaska Native, 

Asian, Native Hawaiian, and Pacific Islander, and Some Other “race.” In addition to these 

federal “racial” categories that are sociopolitically constructed and imposed into specific 

groups, sociological evidence suggests that Middle Eastern and/or North African and 

Hispanic and/or Latinx individuals – particularly those who do not have phenotypic features 

traditionally associated with European or African ancestry – are uniquely racialized in US 

society.13
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“Race” and ethnicity are separate from genetic ancestry, which is the set of genealogical 

paths through which an individual’s genome has been inherited.72 Unlike “race” that has 

no biological significance but predominantly categorizes individuals based on phenotypic 

characteristics for hegemony, genetic ancestry focuses on understanding how genetic drift, 

migration, and natural selection affect the unfolding of an individual’s history and reflects 

the fact that human variation is linked to the geographical origins of their ancestors. 

Ethnicity, on the other hand, reflects a multidimensional construct of phenotypic features, 

geographic origin, and sociocultural factors (eg, norms, customs, beliefs, and traditions) 

among individuals who may or may not share common ancestry.82 This conflation of 

“race” and ancestry is exemplified in the misguided conceptualization of sickle cell disease 

as a “Black disease.” Sickle cell trait (inheritance of 1 sickle cell gene from parents) is 

protective from some strains of malaria,103 a potentially deadly mosquito-borne infectious 

disease endemic to sub-Saharan Africa. This malaria resistance means more people in sub-

Saharan Africa have sickle cell trait, and although sickle cell disease is a recessive disorder 

where, without treatment, most people do not make it out of childhood, the sickle allele 

remains in the population. This is the distinction between ancestry (ie, having origins from 

one place where sickle cell trait was protective) versus “race” (people from sub-Saharan 

African have darker skin color and are racialized as Black). In pain research, the practice 

of grouping individuals into a “non-White” or “other race” category perpetuates racism 

by oversimplifying diversity, discrediting or dismissing how an individual identifies and 

implying that Whiteness is the societal norm.

Forms of Racism

Many definitions of racism have been suggested, all centering around unfairness, unequal 

power, and oppression and/or dominance among groups of people.10,17–24 In their 

seminal work, Clark and colleagues defined racism as “the beliefs, attitudes, institutional 

arrangements, and acts that tend to denigrate individuals or groups because of phenotypic 

characteristics or ethnic group affiliation.”25 In other words, racism is a racial hierarchy that 

deems racialized groups inferior (and White people as superior), supported by institutional 

practices and societal norms. As mentioned above, this hierarchy occurs globally (because 

of racialized categories or colorism) and leads to unfair distribution of power, resources, 

opportunities, and privileges based on ethnic, racialized identity, religious, or sociocultural 

differences. Such privileges include rights and opportunities, economic rewards, and 

psychological protection through a political alliance with institutional power and law 

enforcement.43

Racism spans structural (systemic or institutional), interpersonal, and intrapersonal 

(internalized) levels.10 Conceptually, structural racism refers “to the normalization and 

legitimization of an array of dynamics-, historical, cultural, institutional and interpersonal 

– that routinely advantage White people in many parts of the world while producing 

cumulative and chronic adverse outcomes for people of color.”24 Structural racism 

leads to processes, policies, and practices that maintain racial hierarchy and produce 

health inequities.10,24 Among individuals, interpersonal racism can manifest as interracial 

(between individuals of 2 different groups) or intra-racial (between people of the same 

racialized group) racism.10 These interpersonal forms of racism are the most obvious and 
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acknowledged type of racism. However, internalized racism – defined as the internalization 

of racist stereotypes, norms, values, ideas, and behaviors perpetuated by the White dominant 

society to support racism – is one of the major effects of racism.31 Like systemic racism, 

internalized racism is not readily seen; racialized individuals can unconsciously support and 

get rewarded for supporting White hegemony.31,60 Irrespective of the level of occurrence, 

racism is perpetuated by unfairness, dominance, repression, stereotypes, prejudices, and 

discriminatory behaviors, all of which contribute to racialized disparities in pain outcomes 

(see Letzen et al., this issue, and Hood et al., this issue, in the series for examples).56,68 

Employing an antiracism framework in pain research will enable us to acknowledge the 

impact of racism and change discriminatory practices that promote inequities in pain care.

The Impact of Racism

The primary reason for focusing on racism as the root cause of health disparities is that 

racism or the perception of environmental stimuli as racist causes tremendous physiological 

and psychological stress, known to affect disease risk. In addition to direct and overt 

effects, racism also causes inequities in upstream factors that further exacerbate health 

disparities, such as the impact of racism socioeconomic, environmental, demographic, 

behavioral, existing (patho)-physiological, and coping mechanisms. One mechanism by 

which racism can affect health outcomes is epigenetics. In fact, epigenetics modifications 

are the mechanisms by which environmental stimuli (including political, sociocultural, 

economic) influence biological function by regulating gene expression without altering the 

DNA sequence.4,34 This means that “the social and political world is incorporated into the 

muscles, hormones, fluids, tissues, and chemicals of human bodies” and passed on from 

generation to generation.34 These differential expressions of genes may represent underlying 

mechanisms that cause and sustain racialized disparities in pain.4

The significant impact of racialized discrimination in the experience of pain and pain 

treatment are well documented.96 Further, racialized discrimination is a risk factor for pain 

and opioid misuse.4 Studies documenting the impact of discrimination typically compare 

racialized group(s), primarily those self-reporting as Black or African American, to White 

participants. Although these comparisons are useful to better understand disparities and 

inequities, most, likely inadvertently, have placed a value system on racialized identity and 

neglect to measure or describe the proximal mediators, relevant structural or social factors, 

systems, policies and practices that may influence outcomes9,19,33,63,66,79,81,83,97 See Letzen 

et al., this issue, for further review.59 Moreover, the variability in how racialization affects 

each group (ie, colorism, antiblack attitudes) is overlooked, and subsequently, the intra-

group variability in the pain experience goes unnoticed. For instance, Black Americans are 

not genetically identical and do not share the same lived experiences yet are frequently 

categorized in pain research into a singular group without respect of genetic and social 

variability. That racialization missed the implications of the unique lived experiences of 

darker skin (relative to lighter skin) or US-born (relative to being born in Africa) African 

Americans.

The impact of racism is perhaps most profoundly understood by considering the 

mistreatment of racialized individuals in medical research. Medical practice is entrenched 
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with exploitation, marginalization, oppression, violence, and involuntary experimentation 

of Black people. From the exhumation of buried Black bodies for dissection, involuntary 

collection and storage of body parts, to painful experimentation without anesthesia and 

involuntary sterilization, medical mistreatment has violated the public trust in medical and 

academic research and demonstrated a singular devaluing of Black bodies.92

In the “Tuskegee Study of Untreated Syphilis in the Negro Male,” which began in 1932 

in the US, Black men were deceived about their diagnosis and deprived of the standard of 

care (life-saving penicillin treatments for syphilis), which resulted in additional infections 

and death of family members. This violation was perpetrated by investigators but also 

by many other authority figures who were complicit in this atrocity, including the Center 

for Disease Control and Prevention (CDC), American Medical Association, and National 

Medical Association, who endorsed the study.90 We can often think of the Tuskegee study 

as historical, from a bygone era without ethical safeguards in the research community.64 

However, it is critical to understand that this study continued well after the establishment of 

the Nuremberg Code and the Declaration of Helsinki – both requiring informed consent and 

justice, which continued to be violated in the ongoing Tuskegee study.

Another example of the disregard for the autonomy and agency of Black people in 

medical research is the story of Henrietta Lacks, an African-American woman in the US 

whose cervical cancer cells were collected, analyzed, cultured, and distributed without 

consent. These cervical cancer HeLa cells (HeLa from the first 2 letters of her first 

and last name) were the first human cells to be cultured for use in medical research.71 

The Lacks family was not made aware of the line’s existence until 1975, whilst others 

profited both financially and professionally from their sale and distribution.58 Apologies and 

remuneration for these injustices were slow and hard won. Ultimately, mistreatment from 

medical providers, institutions, and government organizations have done significant harm to 

healthcare utilization and research participation by Black communities.

Modern medicine continues to exploit knowledge gained through unethical means. Between 

1990 and 1994, members of the Havasupai Tribe provided blood samples to examine 

the genetic link to diabetes as part of a study led by researchers at the Arizona State 

University in the US. A lawsuit was filed upon discovery that DNA samples were also 

used to examine genetic links with mental health disorders, ethnic migration, and population 

inbreeding, taboo topics in the Havasupai tribe. Such evidence of the deliberate misuse 

of genetic samples undermines trust in medical researchers, particularly among Indigenous 

communities who value DNA as deep cultural connections.40 Failure to properly assess 

whether the population of focus understands the study goals can cause extreme harm 

to a community and raises issues regarding the respect of cultural views and scientific 

discovery.26

Multiple studies have found that this justified, deep-seated mistrust of research and 

experiences of discrimination that lower participation in research continues to be 

reinforced by current healthcare system encounters.27,36 Lower involvement in research 

by marginalized, racialized communities decreases the generalizability of findings and 

perpetuates pain disparities. As explained in the third paper of the series,56 the perception 
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that racialized individuals are not willing to engage in research studies or that they 

are hard to recruit could be significantly challenged and successfully eliminated by 

employing culturally-responsive research practices, including partnering with stakeholders 

and community organizations to rebuild trust and communicate our shared goal around 

improving understanding of the pain experience and pain outcomes in racialized groups.

Critical Race Theory and Public Health

Critical Race Theory (CRT) is a rich scholarly tradition and social philosophy focused on 

the impacts of racialization and structural racism in perpetuating a caste system that assigns 

non-Whites groups to the lowest tiers.39 CRT originated from legal scholars and puts forth 

the concept that racism is influenced and created more by societal structures and cultural 

assumptions than by individual “bad apples.” Key tenets of CRT include recognition that 

1) “race” is socially constructed and significant, but not biologically real, 2) racism is 

a manifestation of embedded and intentional structural institutions and practices, as well 

as systemic racism, and 3) the systemic nature of racism is responsible for maintaining 

inequities. Further, it highlights the importance of building awareness of one’s levels of 

privilege and valuing the lived experiences of people within socially marginalized groups to 

create equity (ie, centering the margins).38 Importantly, CRT asserts that ignoring racialized 

identity does not represent “neutrality” but instead perpetuates the existing racial hierarchy 

(racism).

Ford and Airhihenbuwa (2010) called for public health scholars to adopt antiracism research 

practices grounded in CRT (a model called Public Health Critical Race praxis; PHCR) 

to promote health equity.38 They explained that consciousness about racialized identities 

– rather than colorblindness – in research is necessary for understanding how health 

constructs and mechanisms might apply to some groups but not others.38 Additionally, 

they emphasized that researchers should remain attentive to health equity at every stage 

of the research process. Finally, they encouraged researchers to center scientific practices 

around marginalized groups’ perspectives, rather than the usual practice of centering on 

privileged groups’ perspectives. Based on CRT and PHCR praxis, as well as recent scholarly 

work,39 the ACTION-PR drafted potential “guiding principles” to introduce an antiracism 

framework specific to pain research.

A Call to Action: Introducing an Antiracism Approach to Pain Research

In the summer and fall of 2020, scholars from many fields released position statements for 

taking an antiracism stance in their respective disciplines.16,24,30 The ACTION-PR wanted 

to approach the call for antiracism in the field of pain by first bringing together colleagues 

for discussion on these issues, rather than simply imposing our views to create change. 

First, the ACTION-PR was formed in September 2020 and worked together to develop 

guidelines for antiracism practices in pain research practice, based on CRT, PHCR, and 

recommendations from other fields.15,30 Next, we invited colleagues to come together and 

engage in group reflection on ways that racism might be operating in our field of pain 

science and discuss the ideas proposed in our original “guiding principles” in a think 

tank. Colleagues with their area of research or clinical expertise working with racialized 

communities and who might be interested in contributing to this think tank were contacted 
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and told they could invite additional colleagues who might be interested. The majority of 

researchers contacted were previous members of the Pain and Disparities Special Interest 

Group of the now dissolved American Pain Society (APS).

The goal of these think tanks was to come together as a community of pain disparities 

researchers and policymakers to brainstorm ways of improving the quality of how we 

conduct our work.’ It was not to yield generalizable knowledge about pain researchers’ 

perspectives on antiracism. We informed our colleagues that the purpose of these discussions 

was to brainstorm ways to improve how we conduct our work and get feedback on 

our draft of “guiding principles” for antiracism in pain research (see Supplement A for 

discussion questions and proposed draft). We provided discussion questions to help facilitate 

conversations; however, our colleagues were told they could provide feedback or discuss 

topics related to racism and/or antiracism in pain research that they had beyond our 

discussion questions.

We used smaller think tanks of 5 to 7 individuals to facilitate brainstorming, with ACTION-

PR members as facilitators. In total, 39 colleagues joined the virtual think tanks on either 

October 27, 2020, or November 6, 2020) that lasted 2 hours each. Researchers who wanted 

to share their feedback on the “guiding principles” document but could not attend either 

meeting were offered the option of meeting separately with the ACTION-PR or providing 

feedback in written form. All attendees were notified that they would be acknowledged, 

if they liked, for their role in shaping the ACTION-PR’s effort. The Acknowledgments 

section in each paper includes the colleagues who provided written approval to be named 

in the series. In December 2020, members of the ACTION-PR (AMH, CAM, JEL and 

LCC) presented a symposium on these efforts at the US Association for the Study of Pain 

(USASP) inaugural meeting. This event was recorded and can be viewed at the USASP 

website (https://www.usasp.org/december-9-11-2020-past).

Since these think tanks, the ACTION-PR has continued to discuss the development of our 

framework. The content of this series is based heavily on these subsequent discussions 

among ACTION-PR members, our literature reviews in preparing this series, and the 

important feedback from peer reviewers. Overall, this series draws on literature from public 

health, nursing, and statistics as well as literature outside of traditional biomedical fields, 

including medical anthropology, critical race studies, history, and sociology. The feedback 

from the think tanks, however, importantly helped our shared approach to disseminate a call 

for antiracism in pain research (as discussed below).

Shared Commitments to Antiracism in Pain Research

Through our think tanks, clear support for establishing an antiracism framework in pain 

research emerged; however, our colleagues had varying opinions on how this goal might 

be achieved. Based on the diversity of opinions shared in the think tanks, we have shifted 

from describing our call to action as “guiding principles” since it imposes one approach 

to study design, analyses, interpretations, and dissemination to a shared commitment for 

antiracism that holds the field (including ACTION-PR) accountable for individual and 

collective learning. As mentioned earlier, we do not propose having all the answers with 

this series and encourage research teams to consider our suggestions and apply them as 
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most appropriate for their work. This series is a starting point and is offered as a “living 

document” that will continue to evolve as research on these approaches occurs and new 

recommendations emerge. In that vein, we strongly encourage continued conversations 

among researchers, clinicians, policy-makers, patients, and advocates to achieve justice for 

racialized groups in the field of pain.

As depicted in Figure 1, antiracism in pain research is grounded in cultural humility and 

often begins with antiracism education and self-reflect on biases and assumptions that 

influence the conceptualization of research questions to understand how various aspects 

of identity intersect and affect the pain experience (ie, “how systemic racism influences 

pain outcomes?”). Researchers can enhance this approach through partnerships and co-

production with local community advisory boards and stakeholders to develop and review 

study questions, assist with the research design, and help with best recruitment practices 

and strategies. For example, a researcher using an antiracism framework might investigate 

the effects of racism and differences in the lived experiences rather than racialized group 

differences in pain. During data collection, the researcher may increase the diversity of the 

sample (ensuring that the sample reflects the population the research is intended for) to 

improve the generalizability of the findings. Additionally, the researcher may ensure that 

the instruments used in data collection are culturally appropriate and have been validated 

in a diverse sample. During the analysis phase, the antiracism framework calls to move 

beyond group comparisons and instead explore within-group heterogeneity to elucidate 

mechanisms contributing to observed group differences. Finally, at the dissemination phase, 

researchers applying an antiracism framework would document areas of parity, refrain from 

blaming racialized groups for their experiences, and hold oppressive forces accountable (ie, 

systematic racism, power distribution). During this process, researchers should also consider 

how their research might impact a patient living with pain and how the narrative may affect 

racialized groups. The aforementioned practices are not universal for all study designs; yet, 

they illustrated the many opportunities in the process in which researchers could implement 

an antiracism research framework (see Letzen et al.,56 this issue, and Hood et al.,68 this 

issue, for a more comprehensive review of research designs, analysis and disseminations 

examples).

We advocate the need to re-convene a diverse group of pain research experts (spanning 

clinical and basic science) regularly, such as every 5 years or as feasible based on geographic 

location and research needs to review and update proposed practices and meet in no 

less than every 10 years to consider significant revisions. The regular evaluation will 

help determine the impact of antiracism on pain inequities and begin to inform future 

pain policies. Ultimately, collaborative efforts, ongoing reflection, and communication 

across all areas of pain research are vital to evaluate how implementing the antiracism 

framework in pain research promotes pain equity and good scientific practice. Focused 

research findings and shared testimonies are a critical channel by which the current 

approaches to antiracism research will gain support from the pain science community for 

future implementation. Moving forward, it will be essential to identify core components 

and specific recommendations that could be used to inform national policies to promote 

equitable pain care.
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Antiracism pain praxis holds researchers, educators, and clinicians accountable for active 

antiracism training throughout their careers to combat potential biases, misbeliefs, and 

comfort in privileged positions that perpetuate pain inequities. Antiracism is the critical 

stance because it is not enough to take a more passive “non-racist” approach; antiracism 

is a prerequisite for pain research that will effectively apply across humans. As eloquently 

detailed by Ghoshal et al, it is essential that a willful, organized, and multi-faceted approach 

that combines policy, opportunities for racialized scholars in and health equity roles, 

and individualized approach to pain assessment and treatment41 Further, a “paradigmatic 

revision in the models under which pain care professionals are trained,” including 

mandatory annual training and initiatives at every level to increase the number of 

minoritized students in medical school and other health professions,52,77 will be critical 

to move towards delivery of equitable pain care. As would be expected, the optimal type 

of training will vary based on the target for intervention (ie, individual-level, organizational-

level)11; yet, it is important to acknowledge that at the core of many of these interventions 

lies bringing awareness to biases, which is the starting place for changing attitudes and 

behaviors that perpetuate ideologies and practices.21,44,47 As discussed in more detail in 

Part 2, subjectivity and advocacy in science have long been sources of biases, yet they 

are inherent in science in many ways. For instance, subjectivity is embedded in the choice 

of who is included and valued on the research team, study design, and dissemination of 

findings, and research funding priorities and the training of future researchers in our field 

are shaped by advocacy related to how best meet the needs of individuals with pain. Thus, 

acknowledging subjectivity – rather than denying its existence – can help us be aware of our 

choices and provide needed context to the pain science arena.

A foundational shift in the pain field is our call for individual investigators to develop 

cultural humility. As described in more detail below, cultural humility is a fundamental 

process of self-reflection and humbleness that allows us to interrogate and mitigate racism 

while applying antiracism practices successfully.

Cultural Humility: A Foundation for Antiracism Pain Research

Understanding how various aspects of racialized individuals’ lived experiences intersect 

and influence pain is vital for moving the field of pain research away from 

conceptualizations that perpetuate structural, institutional, interpersonal, and intrapersonal 

racism in understanding and treating pain. However, appreciating the context of others’ 

lives carries with it the expectation that one is aware and reflective of one’s background 

and the inherent limitations one’s individual experiences imposes on the capacity for 

understanding the lived experiences of others. The stance that building cultural knowledge 

about others requires self-knowledge and self-reflection is foundational to the concept of 

cultural humility.

Cultural humility was first articulated in the clinical care context as “a lifelong 

process of self-reflection and self-critique whereby the individual not only learns about 

another’s culture but starts with an examination of their own beliefs and cultural 

identities.98,106“ Building on the foundation of self-knowledge, cultural humility also 

involves acknowledging one’s own biases and forms of privilege, as well as acting to 
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redress the power imbalances that disadvantage racialized and minoritized individuals and 

populations.57,106

Until recently, a term that has been used more widely than cultural humility and has 

received significant uptake in organizational and clinical settings (eg, universities, hospitals, 

etc.) is cultural competence. In comparing cultural humility to cultural competence, Yeager 

and Bauer-Wu assert that cultural competence is measured against knowledge about the 

‘other’ with less emphasis on self-awareness since the goal is to learn about the other 

person’s culture rather than reflect on one’s background.98 However, without the critical 

self-reflection that is part of cultural humility, it can be difficult to bring into conscious 

awareness one’s motivations for maintaining a status quo that confers privilege rather than 

working for change.

To start, privilege refers to an ”unearned power that is only easily or readily available to 

some people simply as a result of their social (or racialized) group membership.98” Privilege 

provides advantages that are often invisible to those who are privileged but describing the 

components of privilege can bring these advantages into conscious awareness for those 

who are engaged in reflective practice. At its core, privilege encompasses dominance, 

identification, and centeredness conferred by society to some, resulting in a self-sustaining 

hierarchy to the advantage of the few and disadvantage of the many.106 Dominance positions 

those with privilege as leaders by default. Identification positions those with privilege as 

the norm against which others are compared. Finally, centeredness positions those with 

privilege at the center of positive attention (eg, hero role), leaving the non-privileged to be 

largely marginalized and only centered or visible in the context of negative attention (eg, 

crime, poverty).35 Cultural humility can help change how one wields privilege by building 

the capacity to operate against self-interest and become other-oriented regarding addressing 

power imbalances.35

Consistent with the stance of Yeager and Bauer-Wu (2013), this paper also asserts that 

cultural humility is critical not just for the clinical context in which the concept was 

first applied but also for pain research.35 Cultural humility is imperative for closing the 

research gap between the predominantly White pain research community and racialized 

groups who are underrepresented as researchers and research participants.14 Without it, we 

are left ill-equipped to understand and learn from those who are different from ourselves, 

across all the cultural identities borne out of or shaped by the social constructs of “race” 

and ethnicity, the very identities positioned in hierarchies that determine how pain is 

experienced, and the extent to which it will be appropriately assessed and treated.57,59,106 In 

the pain field, increasing training in cultural humility will facilitate a greater understanding 

of the pain experience across racialized groups and create an environment conducive for 

antiracism in research practices. One way to practice cultural humility is to practice self-

reflection by exploring our biases, recognizing personal privilege and engaging in ongoing 

self-evaluation.14,20,61

Positionality Statement

For many years, qualitative researchers have used positionality statements to inform readers 

of the authors’ social positions, lived experiences, and training backgrounds as these 
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identities affect the conceptualization, design, assessment, and interpretation of research 

findings.28,55 More recently, some quantitative journals have adopted a similar stance.91 In 

keeping with this stance and its foundation in cultural humility, we include a positionality 

statement below to describe the personal and professional lenses through which the authors 

view the field of pain research. It is from this collection of perspectives that this series was 

written. Importantly, the following is just 1 way a positionality statement can be shared. 

The information provided includes identities that each author put forward as salient in their 

approach to this series.

The ACTION-PR is a diverse group of investigators that shares the values of social justice 

and equity in pain care as well as research that focuses on pain disparities. Each author 

would like to acknowledge the following aspects of their identity that they think informed 

their work on this series. C.A.M. is a first-generation immigrant from Peru, a first-generation 

college graduate trained in clinical psychology, is a pain inequities researcher, and is 

perceived as Hispanic in the US. E.N.A. is an immigrant African American male and 

PhD prepared Certified Registered Nurse Anesthetist perceived as Black in the US. S. 

Q. B. is an African American woman, millennial, born and raised in the deep South in 

a predominantly Black community, third-generation college graduate, nurse scientist, and 

Christian. C.M.C. is a White, first-generation college graduate, pain researcher and clinical 

psychologist. L.C.C. is a Black woman born and raised in the American South, trained in 

clinical health psychology. B. R. G. is a White man born and raised in the rural Midwest 

US., a first-generation college graduate, and a clinical health psychologist by training. 

A.M.H. is a dual British and American citizen Black woman trained in clinical psychology 

whose grandparents emigrated from Jamaica to the UK as part of the Windrush generation. 

M.R.J. is trained in health behavior, community health sciences, and social epidemiology. 

She is a White cisgender woman raised in a working-class family in the midwestern U.S. 

and is the granddaughter of immigrants from Montenegro in southeastern Europe. J.E.L. 

completed her training in clinical psychology, is the daughter of Jewish immigrants from 

Argentina, identifies as Argentine American, and is perceived as white in the US. V.A.M. is 

a diversity scientist with interdisciplinary training and a research focus on pain disparities. 

The child of an immigrant from India raised in a multicultural and mixed-racial family 

in Texas, she identifies as multiracial but is perceived as white in the US. E.N.M. is US 

born and self-identifies as a cisgender Black woman. She has interdisciplinary training as a 

clinical and translational scientist, is a licensed physical therapist, and has a research focus 

on obesity-related pain inequities.

The ACTION-PR would like to note 2 areas that particularly influence the conceptualization 

and interpretation of this Confronting Racism series. First, we have all completed our 

research training and currently conduct research in WEIRD countries, which means we do 

not have authors with a first-hand experience perspective of currently living and working in 

the Global South. Second, the ACTION-PR includes 1 translational researcher, 10 clinical 

researchers, and 1 collaborator in Part 2 who is an expert in pre-clinical pain models. 

Therefore, the critical perspectives from a diverse group of pre-clinical and translational 

pain researchers are not included. Finally, the ACTION-PR members have research efforts 

dedicated to understanding the mechanisms and solutions for racialized pain inequities 

with varied years of experience, methodologies, and levels of expertise that complement 

Morais et al. Page 16

J Pain. Author manuscript; available in PMC 2022 September 14.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



each other’s knowledge. We have various degrees of expertise in antiracism, but our 

collective scholarship is newer to this area relative to our other areas of research. As such, 

the ACTION-PR is actively seeking to continue 1) learning from scholars from various 

disciplines dedicating their careers to critical race theory and antiracism, 2) developing 

our cultural humility, 3) reflecting on our research practices, and 4) using these combined 

practices to advocate for research methods that will advance pain equity.

Closing Statement

In this paper, we assert that addressing racism within pain research requires an antiracism 

framework to dismantle racist practices and policies to pursue greater racial equality and 

social justice for racialized groups. Although the effects of racism on pain have started to 

be examined in the context of pain science,29 there remains a critical gap in knowledge 

and skills to stop the perpetuation of racism and develop multi-system change. In general, 

applying an antiracism approach to pain research encourages us to open new avenues of 

inquiry by considering issues of power, privilege, racism, and other forms of oppression to 

help solve long-standing social problems that exacerbate the pain experience and inadequate 

pain. The think tank organized by the ACTION-PR and ongoing communication among 

our coauthors has led to the call for a shared commitment for antiracism in pain research, 

including the urgent need to promote antiracism in pain education. We were also encouraged 

by the overwhelming support to continue collaborative efforts to assess the ongoing impact 

of the current recommendations and inform future changes. In the 2 subsequent papers 

of this series, we discuss strategies that will help create a shift toward antiracism in pain 

research strategies. We invite the reader to reflect on their work and adopt these suggestions 

to counter and remove any unintentional bias in their research. In doing so, we hope that 

our multidisciplinary, multidimensional field of pain science will demonstrate accountability 

leading to substantial changes in our current research practices.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Perspective:

We call on the pain community to dismantle racism in our research practices. As the 

first paper of the 3-part series, we introduce dimensions of racism and its effect on 

pain inequities. We also describe the imperative role of cultural humility in adopting 

antiracism pain research practices.
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Figure 1. 
Shared commitments for antiracism in pain research.

Morais et al. Page 24

J Pain. Author manuscript; available in PMC 2022 September 14.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Morais et al. Page 25

Ta
b

le
 1

.

E
xp

la
na

tio
ns

 o
f 

C
om

m
on

 L
an

gu
ag

e 
C

ho
ic

es
 in

 S
ci

en
tif

ic
 N

ar
ra

tiv
es

 a
nd

 a
 C

om
m

on
ly

 U
se

d 
U

nd
er

ly
in

g 
R

es
ea

rc
h 

Fr
am

ew
or

k 
in

 P
ai

n 
R

es
ea

rc
h 

W
ith

 

Pr
op

os
ed

 S
hi

ft
s 

B
as

ed
 o

n 
an

 A
nt

ir
ac

is
m

 F
ra

m
ew

or
k

C
O

M
M

O
N

 A
P

P
R

O
A

C
H

P
R

O
P

O
SE

D
 S

H
IF

T
*

R
A

T
IO

N
A

L
E

 F
O

R
 S

H
IF

T

K
E

Y
 T

E
R

M
D

E
F

IN
IT

IO
N

K
E

Y
 T

E
R

M
D

E
F

IN
IT

IO
N

C
om

m
on

 U
nd

er
ly

in
g 

R
es

ea
rc

h 
Fr

am
ew

or
k

N
on

-R
ac

is
m

T
he

 p
as

si
ve

 r
ej

ec
tio

n,
 o

pp
os

iti
on

, 
an

d 
di

sa
ss

oc
ia

tio
n 

fr
om

 b
eh

av
io

rs
, 

di
sc

ou
rs

es
, a

nd
 id

eo
lo

gi
es

 th
at

 a
re

 
co

ns
id

er
ed

 r
ac

is
t

A
nt

ir
ac

is
m

T
he

 a
ct

iv
e 

pr
oc

es
s 

of
 e

lim
in

at
in

g 
ra

ci
sm

 
by

 c
ha

ng
in

g 
sy

st
em

s,
 o

rg
an

iz
at

io
na

l s
tr

uc
tu

re
s,

 
po

lic
ie

s 
an

d 
pr

ac
tic

es
, a

nd
 a

tti
tu

de
s,

 s
o 

th
at

 p
ow

er
 

is
 r

ed
is

tr
ib

ut
ed

 a
nd

 s
ha

re
d 

eq
ui

ta
bl

y

C
al

ls
 o

n 
in

ve
st

ig
at

or
s 

to
 a

ct
iv

el
y 

bu
ild

 c
ul

tu
ra

l h
um

ili
ty

, 
se

lf
-r

ef
le

ct
 o

n 
st

ud
y 

de
si

gn
 c

ho
ic

es
, a

nd
 e

ng
ag

e 
in

 p
ow

er
-

sh
ar

in
g 

an
d 

ot
he

r 
be

ha
vi

or
s 

th
at

 w
ill

 b
ri

ng
 th

e 
fi

el
d 

of
 

pa
in

 c
lo

se
r 

to
 ju

st
ic

e 
fo

r 
ra

ci
al

iz
ed

 g
ro

up
s

C
om

m
on

 L
an

gu
ag

e 
C

ho
ic

es
 in

 S
ci

en
tif

ic
 N

ar
ra

tiv
es

R
ac

e/
R

ac
ia

l
So

ci
al

 c
la

ss
if

ic
at

io
n 

of
 in

di
vi

du
al

s 
ba

se
d 

on
 a

 m
ix

 o
f 

ph
ys

ic
al

 f
ea

tu
re

s 
(e

g,
 s

ki
n 

to
ne

 a
nd

 h
ai

r 
te

xt
ur

e)

R
ac

ia
liz

ed
 id

en
tit

y 
or

 r
ac

ia
liz

ed
 g

ro
up

 
id

en
tit

y 
w

he
n 

re
fe

rr
in

g 
to

 r
ac

ia
liz

ed
 g

ro
up

s;
 

“R
ac

e”
 (

in
 q

uo
ta

tio
ns

) 
w

he
n 

re
fe

rr
in

g 
to

 
W

hi
te

 p
eo

pl
e 

or
 th

e 
ge

ne
ra

l c
on

st
ru

ct

A
 s

oc
ia

l p
ro

ce
ss

 b
y 

w
hi

ch
 r

ac
ia

liz
ed

 m
ea

ni
ng

 is
 

as
cr

ib
ed

 to
 a

 g
ro

up
 o

f 
in

di
vi

du
al

s 
th

at
 p

re
vi

ou
sl

y 
di

d 
no

t i
de

nt
if

y 
as

 s
uc

h;
 h

is
to

ri
ca

lly
, W

hi
te

 
E

ur
op

ea
ns

 r
ac

ia
liz

ed
 in

di
vi

du
al

s 
w

ho
 d

id
 n

ot
 h

av
e 

si
m

ila
r 

ph
ys

ic
al

 f
ea

tu
re

s 
to

 th
ei

r 
ow

n,
 le

ad
in

g 
to

 “
ot

he
ri

ng
” 

an
d 

di
ff

er
en

tia
l t

re
at

m
en

t; 
be

ca
us

e 
W

hi
te

 p
eo

pl
e 

in
iti

at
ed

 th
e 

pr
oc

es
s 

of
 r

ac
ia

liz
at

io
n,

 
in

 o
ur

 s
er

ie
s,

 w
e 

do
 n

ot
 r

ef
er

 to
 W

hi
te

 p
eo

pl
e 

as
 

be
in

g 
ra

ci
al

iz
ed

In
di

ca
te

s 
th

e 
ac

tio
n 

of
 W

hi
te

 E
ur

op
ea

n 
so

ci
et

al
 a

nd
 

st
ru

ct
ur

al
 in

fl
ue

nc
es

 in
 c

re
at

in
g 

an
d 

pe
rp

et
ua

tin
g 

ra
ci

al
iz

ed
 g

ro
up

s 
an

d 
hi

er
ar

ch
ie

s 
ba

se
d 

on
 th

os
e 

gr
ou

ps
 

(i
e,

 a
ck

no
w

le
dg

es
 th

e 
so

ci
op

ol
iti

ca
l p

ro
ce

ss
) 

ra
th

er
 th

an
 

im
pl

yi
ng

 d
is

tin
ct

 c
la

ss
es

 o
f 

pe
op

le
 (

ie
, m

ig
ht

 b
e 

in
fe

rr
ed

 
as

 b
io

lo
gi

ca
lly

 b
as

ed
);

 W
e 

us
e 

qu
ot

at
io

n 
m

ar
ks

 a
ro

un
d 

th
e 

te
rm

 “
ra

ce
” 

w
he

re
 r

el
ev

an
t t

o 
co

nn
ot

e 
th

at
 it

 is
 a

 
so

ci
al

ly
 c

on
st

ru
ct

ed
, d

yn
am

ic
 p

he
no

m
en

on

M
in

or
ity

A
 d

is
tin

ct
 g

ro
up

 th
at

 c
oe

xi
st

s 
w

ith
, 

bu
t i

s 
su

bo
rd

in
at

e 
to

, a
 m

or
e 

do
m

in
an

t g
ro

up

M
in

or
iti

ze
d

G
ro

up
(s

) 
in

 s
oc

ie
ty

 th
at

 a
re

 d
ef

in
ed

 a
s 

“m
in

or
iti

es
” 

by
 a

 d
om

in
an

t g
ro

up
W

hi
le

 u
se

d 
by

 s
om

e 
to

 d
en

ot
e 

m
in

or
ity

 p
er

ce
nt

ag
e 

of
 th

e 
po

pu
la

tio
n,

 th
is

 te
rm

 h
as

 ta
ke

n 
on

 c
on

no
ta

tio
n 

th
at

 th
at

 
ra

ci
al

iz
ed

 g
ro

up
s 

ar
e 

re
le

ga
te

d 
to

 a
 “

m
in

or
ity

” 
st

at
us

 b
y 

W
hi

te
 d

om
in

an
t s

oc
ie

ty

So
ci

al
 D

et
er

m
in

an
ts

 
of

 H
ea

lth
T

he
 c

on
di

tio
ns

 in
 th

e 
en

vi
ro

nm
en

ts
 

w
he

re
 p

eo
pl

e 
ar

e 
bo

rn
, l

iv
e,

 w
or

k,
 

pl
ay

, a
nd

 a
ge

 th
at

 a
ff

ec
t h

ea
lth

, 
fu

nc
tio

ni
ng

, a
nd

 q
ua

lit
y 

of
 li

fe
 

th
at

 u
lti

m
at

el
y 

le
ad

 to
 p

oo
r 

he
al

th
 

ou
tc

om
es

So
ci

al
 I

nd
ic

at
or

s 
of

 
H

ea
lth

A
n 

im
pe

rf
ec

t r
ep

la
ce

m
en

t t
er

m
 th

at
 s

ee
ks

 to
 

em
ph

as
iz

e 
so

ci
al

 f
ac

to
rs

 th
at

 c
on

tr
ib

ut
e 

to
 h

ea
lth

 
ou

tc
om

es
 w

hi
le

 m
ov

in
g 

aw
ay

 f
ro

m
 d

et
er

m
in

is
tic

 
la

ng
ua

ge
 (

se
e 

Sa
le

rn
o 

&
 B

og
ar

d,
 2

01
9)

In
di

ca
te

s 
th

at
 c

on
di

tio
ns

 a
re

 n
ot

 f
ix

ed
 a

nd
 c

an
 c

ha
ng

e 
ac

ro
ss

 th
e 

lif
es

pa
n,

 b
e 

su
rp

as
se

d 
be

ca
us

e 
of

 r
es

ili
en

ce
 

fa
ct

or
s,

 o
r 

ch
an

ge
 w

ith
 in

te
rv

en
tio

n

Pe
op

le
 o

f 
C

ol
or

, 
B

IP
O

C
, n

on
-W

hi
te

N
am

in
g 

co
nv

en
tio

ns
 ty

pi
ca

lly
 u

se
d 

to
 r

ef
er

 to
 r

ac
ia

liz
ed

 g
ro

up
s

U
se

 in
di

vi
du

al
s’

 
pr

ef
er

re
d 

id
en

tit
ie

s 
or

 
“r

ac
ia

liz
ed

 g
ro

up
(s

)”

Fo
r 

ex
am

pl
e,

 “
B

la
ck

” 
or

 “
A

fr
ic

an
 A

m
er

ic
an

” 
or

 “
Ja

m
ai

ca
n 

A
m

er
ic

an
” 

w
he

n 
re

fe
rr

in
g 

to
 a

 
pa

rt
ic

ul
ar

 id
en

tit
y;

 “
R

ac
ia

liz
ed

 g
ro

up
s”

 c
an

 b
e 

us
ed

 
w

he
n 

re
fe

rr
in

g 
to

 in
di

vi
du

al
s 

sp
an

ni
ng

 m
or

e 
th

an
 

on
e 

pa
n-

et
hn

ic
 c

at
eg

or
y

R
at

he
r 

th
an

 p
as

si
ve

ly
 c

lu
st

er
 p

an
-e

th
ni

c 
id

en
tit

ie
s 

– 
w

hi
ch

 e
ra

se
s 

th
ei

r 
he

te
ro

ge
ne

ity
 –

 u
si

ng
 in

di
vi

du
al

s’
 

pr
ef

er
re

d 
id

en
tit

y 
is

 a
 s

te
p 

to
w

ar
d 

re
co

gn
iz

in
g 

un
iq

ue
 

liv
ed

 e
xp

er
ie

nc
es

, a
nd

 u
si

ng
 “

ra
ci

al
iz

ed
” 

ac
tiv

el
y 

ac
kn

ow
le

dg
es

 th
e 

re
as

on
 f

or
 lu

m
pi

ng
 th

es
e 

gr
ou

ps
 

to
ge

th
er

A
bb

re
vi

at
io

n:
 B

IP
O

C
, B

la
ck

, I
nd

ig
en

ou
s,

 P
eo

pl
e 

of
 C

ol
or

.

* B
ec

au
se

 s
em

an
tic

 c
ha

ng
e 

oc
cu

rs
 c

on
tin

ua
lly

, t
he

 u
til

ity
 o

f 
th

es
e 

pr
op

os
ed

 s
hi

ft
s 

sh
ou

ld
 b

e 
cl

os
el

y 
m

on
ito

re
d 

ov
er

 ti
m

e.
 A

s 
ne

ed
ed

, n
ew

 te
rm

s 
th

at
 h

ol
d 

sy
st

em
s 

ac
co

un
ta

bl
e 

an
d 

va
lid

at
e 

th
e 

ex
pe

ri
en

ce
s 

of
 

ra
ci

al
iz

ed
 in

di
vi

du
al

s 
sh

ou
ld

 b
e 

us
ed

.

J Pain. Author manuscript; available in PMC 2022 September 14.


	Abstract
	The Role of Pain Researchers in Advancing Justice for Racialized Groups
	Antiracism Framework
	Racialization, “Race”, and Racism
	The Meaning of “race”
	Forms of Racism
	The Impact of Racism
	Critical Race Theory and Public Health
	A Call to Action: Introducing an Antiracism Approach to Pain Research
	Shared Commitments to Antiracism in Pain Research
	Cultural Humility: A Foundation for Antiracism Pain Research
	Positionality Statement
	Closing Statement

	References
	Figure 1.
	Table 1.

