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Abstract

Despite growing interest in the health-related consequences of racially discriminatory institutional policies and practices,
public health scholars have yet to reach a consensus on how to measure and analyze exposure to institutional racism. The
purpose of this paper is to provide an overview of the conceptualization, measurement, and analysis of institutional racism
in the context of quantitative research on minority health and health disparities in the United States. We begin by providing
definitions of key concepts (e.g., racialization, racism, racial inequity) and describing linkages between these ideas. Next,
we discuss the hypothesized mechanisms that link exposure to institutional racism with health. We then provide a framework
to advance empirical research on institutional racism and health, informed by a literature review that summarizes measures
and analytic approaches used in previous studies. The framework addresses six considerations: (1) policy identification, (2)
population of interest, (3) exposure measurement, (4) outcome measurement, (5) study design, and (6) analytic approach.
Research utilizing the proposed framework will help inform structural interventions to promote minority health and reduce
racial and ethnic health disparities.

Keywords Institutional racism - Structural racism - Measurement - Framework - Health disparities

to explore the ways in which institutional policies and
practices—both historic and contemporary—contribute to
minority health and health disparities [1, 2, 3, 4, 5, 6]. This
trend in public health scholarship reflects a broader societal
shift toward thinking about racism as a structural problem
rather than solely as an interpersonal phenomenon. The pur-
pose of this paper is to provide an overview of the conceptu-
alization, measurement, and analysis of institutional racism
in the context of quantitative research on minority health and
health disparities in the United States. Building on recent
papers calling for greater conceptual clarity, increased con-
sideration of historical context, and enhanced methodologic
rigor in this area of research [7, 8, 9, 10], we begin by pro-
viding definitions of key concepts, such as racialization, rac-
ism, and racial inequity, and explaining linkages between
these ideas. Next, we discuss the hypothesized mechanisms

While most prior research on racism and health has focused
on interpersonal racism, public health scholars have begun
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that link exposure to institutional racism with health. Finally,
we propose a framework to guide methodologic considera-
tions for future studies, informed by a literature review of
measures and analytic approaches used in prior research on
institutional racism and health.
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Fig. 1 Conceptual model linking racialization to racial inequity via ideological and actualized racism

Framing the Problem
Definitions and Conceptual Model

Although studies examining institutional racism as a deter-
minant of health have become increasingly common in recent
years for reviews, see 2, [11, 12, 13], conceptual ambiguity
remains widespread. Thus, we begin by defining relevant con-
cepts. First, racialization refers to the social construction of
racial categories, such as White, Black, Latino,' and Asian
[14, 15, 16]. While racial categories vary across place and
time, they are typically based on phenotypic characteristics,
such as skin color, eye shape, and hair texture, that reflect dif-
ferences in continental ancestry [17]. Importantly, phenotypic
differences are commonly believed to reflect other important
differences between the so-called races, including differences
in intelligence and morality [17]. Thus, in racialized social
systems, the process of racial differentiation is inextricably
intertwined with the process of racial stratification (i.e., the
hierarchical ranking of people according to race), which results
in differential access to power and other resources [18, 19].
We use the general term racism to refer to both the ideol-
ogy of racial superiority/inferiority (i.e., ideological rac-
ism, including internalized racismz), as well as the resulting
inequitable treatment of individuals according to race (i.e.,
actualized racism). We distinguish between two forms of
actualized racism: institutional and interpersonal. Institu-
tional racism refers to racially discriminatory policies and
practices® embedded in social institutions such as the gov-
ernment, the economy, the education system, the healthcare

! While the US government classifies Latino as an ethnic group
rather than a racial group, we include it in this list to acknowledge
that Latinos have been historically racialized as non-White through
legislation, immigration enforcement practices, and media framing.

2 Internalized racism is a specific type of ideological racism in which
members of stigmatized racial or ethnic groups accept negative ste-
reotypes about their own group.

3 In the post-Civil Rights era, institutional policies or practices are
considered racially discriminatory if they result in inequitable out-
comes by race, regardless of intent.

@ Springer

system, religious institutions, the family, and the media.
Institutional racism is said to be systemic [20] or structural
[2, 21] when it operates as a system across multiple intercon-
nected institutions. Interpersonal racism refers to discrimi-
natory treatment by race among individual actors. Finally,
racial inequity refers to inequitable, or unjust, outcomes by
race, including inequities in education, economic mobility,
and health outcomes. Relationships among these concepts
are shown in Fig. 1.

Racism and Health: Mechanisms

Racism may negatively impact health through both psy-
chosocial and material pathways. For example, the inter-
nalization of ideological racism could affect mental health
(e.g., depression, anxiety) by decreasing self-esteem among
members of stigmatized minority groups [22, 23], while
repeated exposure to acts or threats of interpersonal rac-
ism could affect mental and physical health by triggering
chronic activation of physiologic stress response systems
[24]. Institutional racism is hypothesized to negatively affect
health and well-being through material pathways by shaping
access to health-promoting resources [25, 26]. For example,
the institutional practice of redlining drove residential segre-
gation and depressed home values and homeownership rates
in minority neighborhoods [27]. By restricting where Black
families could live, redlining contributed to overcrowding,
which was then used as a rationale for demolishing homes
in Black communities to make way for interstate highways
[27]. Along with dividing minority communities, the high-
ways contributed to environmental injustice by increasing
air pollution [28]. Additionally, while not explicitly racist,
programs such as the GI Bill, which was designed to provide
resources such as higher education and mortgage lending to
those returning after World War II, had disparate impacts
by race because the program relied upon racist institutional
policies, including redlining and racially discriminatory
college admissions processes [27]. Though redlining is no
longer legal, residential segregation is firmly entrenched in
the United States and is a powerful determinant of access to
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Fig.2 Conceptual framework
to guide institutional racism and
health research
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a broad range of health-promoting resources, including edu-
cation, employment, housing, and healthcare [29]. In addi-
tion to its effects on material pathways, restricted access to
socially valued resources resulting from institutional racism
may further harm health through psychosocial mechanisms,
such as perceived injustice or feelings of hopelessness [30].

While redlining is the most often cited racially discrim-
inatory policy in health research, it is not the only racist
policy or set of policies that have affected non-White pop-
ulations in the USA. Other examples include the seizure
of American Indian lands [31], Reconstruction era Black
Codes/vagrancy laws [32], Jim Crow/American Apartheid
policies [33], failure of Congress to protect Black Ameri-
cans from lynching [34], exclusion of specific occupations
in the receipt of social security benefits [35], internment of
specific ethnic groups [36], the War on Drugs [32], removal
of desegregation orders in public education [37], and public
charge rules [38], among many others. It is important to
note that institutional policies, including some of those listed
above, are often enacted by individual agents of institutions,
such as judges, poll workers, and police officers, who may
or may not also engage in acts of interpersonal racism when
interacting with racial or ethnic minorities. Thus, while we
can distinguish between ideological, interpersonal, and insti-
tutional racism conceptually, they operate simultaneously
and interactively, making it difficult to disentangle the effects
of various forms of racism empirically.

Framework for Advancing Institutional
Racism and Health Research

In this section we discuss key considerations in advancing
institutional racism and health research. As shown in Fig. 2,
the framework outlines six conceptual and analytic consid-
erations when empirically examining questions on insti-
tutional racism and health: (1) institutional racism policy

~ P

Study Design

identification, (2) population of interest, (3) institutional
racism exposure measurement, (4) health outcome meas-
urement, (5) study design, and (6) analytic approach. This
framework aligns with research calling for a historical/con-
textual and theoretical link between historical racist policies
and contemporary health outcomes [7, 8, 9, 10, 39], strong
measurement of institutional racism [8, 9], and methodo-
logical approaches that can strengthen the causal evidence
base [9]. However, this framework builds on previous work
[9, 10] by incorporating and focusing on research methods
such as linking the network of policies that created a racially
disparate impact in resources, the exposure and outcome
measurement, matching the timing and geographic region
of the policy and outcome, and the design of the research.
This framework for the study of institutional racism allows
for modern racist policies (e.g., Muslim bans, modern voting
restrictions, attacks on “Critical Race Theory”) and changing
definitions of race (e.g., person of Hispanic/Latinx or Middle
Eastern nationalities forming new racial groups), and is broad
enough to incorporate research on any racial or ethnic group.

To inform our framework, we conducted a systematic
literature review, building on a recent review by Groos and
colleagues [12], to summarize and critically assess current
approaches to the measurement and analysis of institutional
racism in quantitative health research. The Groos et al.
review [12] includes articles published between January 1,
2007 and December 31, 2017. The authors searched PubMed
and EMBASE databases to identify studies that included
the terms “structural racism,” “systemic racism,” “institu-
tional racism,” and/or “institutionalized racism” in the title
or abstract.* Out of 255 abstracts identified in the search,
20 met the authors’ inclusion criteria: original research,

4 An important limitation of the search strategy, as noted by Groos
et al., is that papers must have included the terms structural racism,
systemic racism, institutional racism, or institutionalized racism in the
title or abstract. It is likely that many more health-related papers meas-
ured similar constructs but failed to label them using these key terms.

@ Springer
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conducted in the United States, explicitly measured an indi-
cator of structural racism, included a health-related outcome,
full-text available, and used quantitative methods. Given
growing interest in research on institutional racism in recent
years, we conducted an updated search using the methods
described in Groos et al. [12]. As shown in Figure S1, we
identified 36 additional papers published between January 1,
2018 and December 15, 2020 that met the authors’ inclusion
criteria. Table 1 summarizes the 20 papers included in the
Groos et al. [12] systematic review, as well as the 36 papers
from our updated search.

BN performed the initial review of each abstract to deter-
mine whether the paper met the Groos et al. [12] inclusion
criteria. Next, BN extracted information on the measures
used, domains examined, levels of measurement for expo-
sures and outcomes, racial and ethnic groups examined, ana-
lytic approaches, and links to policy. A second coauthor (T.A
or K A) then reviewed each paper to verify the accuracy of
the information. In the event of a disagreement, a third coau-
thor reviewed the paper, and all three coauthors involved in
the literature review met to make a final determination about
the information in Table 1.

Identifying Institutional Racism Policies

Making the links between policy and exposure measure-
ment explicit can help advance empirical research on insti-
tutional racism and health. First, the closer research is tied
to the harm of specific policies, including the enactment
and the enforcement of policies, the stronger the evidence
base for eliminating racist policies. Second, even if the
exposure measurement is not explicitly tied to a specific
policy, researchers can provide the past and present policy
context of an institutional racism measure. This is impor-
tant because, historically, institutional racism was enacted
through overtly racist policies that were later modified to
be covertly racist “color-blind” policies. Recently, scholars
have emphasized the importance of better understanding
and articulating the policy context in the measurement of
institutional racism. For example, Dennis et al. provide a
framework that details major periods of structural discrimi-
nation in the USA, including specific policies and domains
that have affected different racial/ethnic populations [10].
Hardeman et al. also highlight the importance of understand-
ing the historical context to better understand how structural
racism impacts health [8].

When policies can be measured directly, research-
ers can consider both the impact of the enactment of a
policy as well as the potential for differential enforce-
ment. For example, the Reagan Administration did not
adequately enforce all aspects of the Civil Rights Act,
such as employment discrimination [93], which may be
important to consider when examining the impact of the

@ Springer

policy over different time periods. However, we also rec-
ognize that it is not always possible to make direct links
between historic policies that have laid the foundation
for racial inequities, especially in cases when the legacy
of past policies is omnipresent and difficult to measure
or disentangle from concurrent policies. Nonetheless, by
strengthening the theoretical linkage between specific
policies and institutional racism exposure measurement in
our framing of the research and interpretation of results,
we can improve the quality of research.

In our literature review, few articles mentioned specific
policies that form their basis of exposure measurement, and
even fewer explicitly incorporated policies in their analy-
ses. For example, only 15 out of 39 papers that used area-
level indicators of institutional racism included more than
a cursory discussion of discriminatory policies or practices
related to the indicator(s), while 13 papers included a mini-
mal or generic discussion of policy, and 11 papers did not
discuss policy at all. Out of 18 papers that included at least
one individual- or family-level indicator of institutional rac-
ism, only four included a detailed discussion of discrimina-
tory policies or practices related to the indicator(s), while
two included a minimal or generic discussion of policy, and
12 did not discuss policy at all. It is noteworthy that three of
the four papers with detailed policy discussions were in the
immigration domain, where overtly discriminatory policies
remain legal. Only one paper that used individual- or fam-
ily-level indicators of institutional racism directly measured
exposure to a discriminatory policy [76].

Population of Interest

The population of interest should be well defined.
Researchers must decide whether to take a minority health
approach, in which people who identify as a specific
racial/ethnic group are the focus of the analysis [94], or to
compare differences in exposure to or effect of discrimi-
natory policies for different racial/ethnic groups. Studies
that include a single racial/ethnic group in the analytic
sample are appropriate when the focus is on understand-
ing the health effects of varied exposure to institutional
racism for racial or ethnic minorities or when the focus is
on identifying potential moderation in causal mechanisms
between institutional racism and health. These kinds of
analyses acknowledge that the experience of institutional
racism can vary within the same racial/ethnic group,
either in exposure or in moderating variables that miti-
gate its health effect. For instance, exposure to institu-
tional racism may vary by geographic location, such as
among Hispanic populations who reside in states that dif-
fer in their immigration enforcement policies. Research-
ers could also identify how coping strategies, such as
social support through extended family or “fictive kin”
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networks, mitigate the health risks of institutional racism
within Black Americans [95].

In contrast, studies on the extent to which differences in
exposure to or effect of discriminatory policies or practices
contribute to racial/ethnic health disparities require ana-
lytic samples with more than one racial/ethnic group. For
example, a multi-racial/ethnic population would be needed
to determine the differential impact of a specific crimi-
nal justice policy on health outcomes across racial/ethnic
groups. Multi-racial/ethnic populations are also needed to
test hypotheses on whether institutional racism can actu-
ally benefit Whites while being detrimental to racial/ethnic
minorities [65, 70, 89, 96].

In our literature review, we found that just over one third
of papers took a minority health approach, examining a sin-
gle racial/ethnic group, while approximately two thirds of
papers took a health disparities approach, examining two
or more racial/ethnic groups. Of the 21 papers that took a
minority health approach, 17 included Black respondents
only, three included Hispanic respondents only, and one
included Chinese American respondents only. Of the 35
papers that took a health disparities approach, 27 included
Black and White respondents, one included Black and
Hispanic respondents, and seven included multiple racial/
ethnic groups. Just 23 of the 35 papers that included more
than one racial/ethnic group examined effect modification
by race, which is important for understanding group dif-
ferences in vulnerability to institutional racism. While nei-
ther the minority health approach nor the health dispari-
ties approach is inherently superior, we recommend that
researchers employing a health disparities approach include
as many racial/ethnic groups as possible and examine effect
modification by race if the study is adequately powered to
test interactions.

Finally, whether studies focus on a single racial/eth-
nic group or multiple groups, to best define their popula-
tion of interest, researchers should also consider the tim-
ing and historic context of the research question (related
to the policy discussion above, and Timing of Exposure
Measurement, below). For example, policy impacts may
compound across an individual’s life course, resulting in
greater health impacts for older individuals, and may also
compound across generations, resulting in the intergen-
erational transmission of poor health, beginning at birth.
In addition, for specific racial/ethnic groups, immigration
wave and immigration generation may be important con-
siderations when defining the population of interest for a
given study.

Institutional Racism Exposure Measurement

Improving exposure measurement for institutional racism
is a key component of our framework. Below we consider

@ Springer

five elements to specify for measures: (1) single vs. multiple
domains, (2) area vs. individual level, (3) direct vs. proxy,
and (4) timing of measurement.

Single vs. Multiple Domains

Institutional racism is considered structural or systemic
when multiple institutions work together to produce and
sustain a racist system [2, 10, 20, 21, 97]. As such, research-
ers must first determine whether to examine the relationship
between one institutional domain, or multiple domains, and
health. To capture the systemic, largely latent (i.e., covert
and not directly observable) nature of structural racism,
researchers should consider ways to incorporate multiple
domains into their work.

The 56 papers from the literature review included meas-
ures of institutional racism in seven domains: criminal jus-
tice, economics and labor, education, healthcare, housing/
residential segregation, immigration, and political participa-
tion/representation. Just over half of the papers measured
institutional racism in a single domain, while slightly less
than half included measures across multiple domains—an
approach that is more consistent with the conceptualization
of institutional racism as a “race discrimination system”
that operates across many domains [20]. Housing-related
measures, including residential segregation, were the
most commonly used indicators of institutional racism (37
papers), followed by measures in economics and labor (22
papers), criminal justice (15 papers), education (13 papers),
healthcare (4), political participation/representation (4), and
immigration (3). We recommend that researchers focusing
on a single domain identify causal mechanisms within that
domain that impact health, while researchers examining
measures from multiple domains incorporate theoretical
and analytic approaches (e.g., latent models) that treat the
measures as part of a connected system as opposed to dis-
crete systems.

Complementary to focusing on a single or multiple
domains is determining whether a single or multiple indica-
tors will be used to represent a particular domain. Measure-
ment approaches that combine multiple indicators across
multiple domains have the potential to capture the systemic
nature of institutional racism [2, 20, 21] but may obscure
the effects of individual policies or practices that greatly
influence health. In our literature review, we found that 17
papers included a single indicator of institutional racism,
while 11 included multi-item scales assessing experiences of
discrimination within institutional settings, and 28 included
multiple indicators of institutional racism, either within a
single domain or across multiple domains. We recommend
using multiple indicators when trying to capture a more
comprehensive measure of institutional racism that may be
related to multiple historical policies, and thus difficult to
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isolate as a single policy measure (e.g., arrests, encounters,
and probations to measure institutional racism in the crimi-
nal justice system). A single indicator may be appropriate
when trying to isolate the effect of a specific policy or prac-
tice (e.g., presence/absence of a drug policy or drug-related
arrests after implementation of a drug policy).

Area-Level vs. Individual-Level Measures

The level of exposure measurement is also critical. Research-
ers may consider measurement at the area level (e.g., state or
Census tract) or individual level. In most cases, to capture
the structural nature of institutional racism, we recommend
using area-level exposure measures rather than individual-
level measures, such as experiences of discrimination in
institutional settings. There may be exceptions where the
individual-level exposure represents a structural policy, such
as immigration status for individuals from different coun-
tries, but these exceptions should consider the policies that
led to the individual-level status.

When considering area-level measures, the geographic
level of enactment or enforcement of the racially discrimi-
natory policy should ideally match the geographic level of
the exposure to minimize exposure misclassification. For
example, if exposure is operationalized as racial disparities
in police use of force, and policing policies regarding use
of force are primarily made at the district or city level, then
exposure should be measured at the district or city level
rather than the county or state level. Other specific policies,
such as voting rights restrictions, are often at the state level.

In our literature review, we found that 39 of the 56 papers
we reviewed included at least one area-level measure of
exposure to institutional racism, which is consistent with
the conceptualization of institutional racism as a macro-level
phenomenon. Area-level indicators in the housing/residen-
tial segregation domain included contemporary measures of
residential segregation, such as the index of dissimilarity,
the isolation index, and the index of concentration at the
extremes [45, 46, 47, 48, 52, 53, 54, 61, 63, 69, 70, 71, 72,
77,78, 79, 80, 84, 86, 90, 91, 92]; historical measures of
residential segregation based on Home Owner’s Loan Cor-
poration (HOLC) redlining maps [44, 60, 62]; and contem-
porary measures of mortgage discrimination and redlining
[49, 54, 67, 69, 70, 71, 92]. These measures were assessed
at a variety of geographic levels, including HOLC-defined
neighborhoods, Census tracts, zip codes, metropolitan areas,
counties, and states. Other area-level measures of institu-
tional racism included Black-White inequities in the domains
of economics and labor, criminal justice, education, and
political participation/representation [42, 43, 46, 47, 53,
58, 63, 72, 73, 74, 75, 85, 89, 91, 97, 98]. These measures
were assessed at the city, county, and state levels. In the
criminal justice domain, two recent studies used the number

of police killings of Black people in the county [51] and met-
ropolitan statistical area [59] as an indicator of institutional
racism. The measurement of area-level racism at different
geographic scales makes it challenging to compare results
across studies but may be justified based on theoretical or
policy considerations. Thus, we recommend that researchers
using area-level measures provide an explicit rationale for
the geographic level examined.

Seventeen of the papers we reviewed included at least one
individual-level measure of exposure to institutional racism.
Most of these studies asked respondents to report experi-
ences of discrimination in multiple institutional settings, such
as schools, workplaces, and the criminal justice system [40,
50, 55, 56, 57, 64, 68, 82, 83, 87, 99, 100]. One study asked
parents to report concerns about their children’s exposure to
racism in institutional settings [88], while two studies used
individual-level characteristics like income and access to
healthcare as indicators of exposure to institutional racism
[41, 85]. Studies in the immigration domain included indi-
vidual-level measures of immigration status [76] and reports
of sightings and interactions with immigration officials [81]
as indicators of exposure to institutional racism, while one
study measured fear of deportation at the family level [66].

We note that it is not possible at the individual level to
distinguish between experiences of institutional racism and
experiences of interpersonal racism that occur within an
institutional setting. For example, if an individual responds
“yes” to the question, “Were you ever treated unfairly dur-
ing the job hiring process because of your race?” it is hard
to determine to what extent this unfair treatment was due
to institutional policies/practices (e.g., institutional practice
of asking job candidates about their conviction history —
because non-Whites are disproportionately more likely to
have a conviction history compared to Whites, this practice
precludes non-Whites from having a fair chance at employ-
ment) versus interpersonal racism (e.g., an employer choos-
ing not to call back non-White applicants for a job interview
because of their subconscious bias that non-White persons
are less competent or less professional than White persons,
despite laws in place that make it illegal for an employer to
discriminate based on someone’s race/ethnicity). The distinc-
tion between experiences of institutional racism and experi-
ences of interpersonal racism that occur within an institu-
tional setting is important to make in order to sufficiently
address racism, which requires a multi-level approach. For
instance, within employment, efforts to address interpersonal
racism (e.g., anti-racism training for employers) may prevent
individual employers from discriminating against non-White
employees. However, without institutional policies in place
(e.g., an amendment to the Civil Rights Act that prevents
employers from discriminating against people with crimi-
nal records or requiring employers to delay a criminal back-
ground check until after an offer is made or addressing racism
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within the criminal justice system), non-White persons will
not have a fair chance at employment and will continue to
face institutional racism within employment and its subse-
quent health impacts. It is also not possible to determine the
extent to which an individual’s education or income is the
result of exposure to discriminatory policies or practices.
Thus, we recommend against using such measures to assess
exposure to institutional racism.

Direct vs. Proxy Measures

Another consideration is the use of direct or proxy meas-
ures of exposure to discriminatory policies or practices. In
some cases, direct measures of exposure to specific policies
may be preferable to strengthen the connection to a health
outcome. For proxy measures, researchers must clearly
articulate the conceptual link between institutional policies,
whether historic or contemporary, and the exposure meas-
urements. For example, a direct measure of a policy expo-
sure would be living in a state with restrictive voter ID laws,
whereas a proxy measure in the political participation/repre-
sentation domain could be the Black: White ratio of the pop-
ulation proportion who voted in the last presidential election.
In the immigration domain, a direct measure may be living
in a county where local law enforcement work closely with
immigration enforcement (e.g., Secure Communities [101]),
whereas a proxy measure could be fear of deportation.

In our literature review, we found that, with the exception of
three papers that used HOLC maps to measure exposure to a
specific racially discriminatory policy [44, 62, 102], the stud-
ies in Table 1 that used area-level indicators of institutional
racism relied on proxy measures, rather than direct measures
of exposure to discriminatory policies or practices. Given the
challenges inherent in measuring institutional racism in an era
of color-blind policies, researchers have increasingly come
to rely on measures of racial inequality in domains, such as
education or political participation/representation, as prox-
ies for exposure to institutional racism. Though rarely stated
explicitly, the rationale for this approach is that contemporary
racial inequalities are the result of discriminatory policies and
practices and, therefore, are a reasonable proxy for exposure
to the policies and practices themselves. Explicitly linking
policies to proxy measures is crucial to support the claim that
racial/ethnic inequalities in specific domains are due to insti-
tutional factors rather than individual choices. Recent work
by Agenor et al. provides a template for considering specific
state-level policies in different institutional domains, which
can be examined in future health studies [103].

Timing of Exposure Measurement

Lastly, researchers should consider the timing of their expo-
sure measures within the context of the disease processes
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for their health measures. Historic timing is critical in link-
ing exposure to health outcomes. As researchers, in order
to provide the strongest evidence for causal inference, we
must ensure that the timing of the policy precedes specific
health outcomes in ways that allow for any latency period
in disease progression [104]. For example, prior empirical
studies have incorporated administrative data on school
quality from the Jim Crow South and linked it with later
life cognitive functioning [105, 106]. The historic timing
of policies has further implications for measurement, as
more proximal events will be easier to measure directly. For
example, it may be easier to link recent immigration poli-
cies that vary across states in their design and implementa-
tion [107] to acute health outcomes (e.g., birth outcomes,
heart attacks) than to link older policies like the 1984
Immigration Reform and Control Act to chronic health
outcomes. It is useful to consider a few specific questions
when thinking about the timing of exposure measurement:
are contemporary exposure measure(s) appropriate to
adequately capture the link between policy and the health
outcome? Are historic measures during a particular period
of the life course more appropriate? And, accordingly, are
intergenerational measures needed to capture the relevant
exposures for specific health outcomes? For example, sen-
sitive periods, such as gestation, may require a particu-
lar timing for specific birth outcomes, as in research that
examines the timing of immigrant raids during different
trimesters of pregnancy on low birth weight [108].

Health Outcome Measurement

As in other areas of epidemiologic research, health out-
comes are best measured at the individual level. Area-level
health outcome data, analyzed in an ecologic framework,
can provide initial evidence on the extent to which insti-
tutional racism measures affect health, but cannot be used
to identify causal relationships [109]. Area-level health
outcome measurement may mask the influence of the
exposure on the health outcome for different racial/ethnic
minority populations, depending on the distribution of
race/ethnicity in a particular Census tract, state, or other
geographic area. Moreover, measuring health outcomes
at the individual level allows for an examination of effect
modification of the institutional racism-health relationship
by race/ethnicity, to help elucidate differences in the rela-
tionships across racial/ethnic populations.

Study Design
The study design will be determined by the type of data

a researcher has, as well as the level of exposure and out-
come measurement. Ecologic studies examine associations
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between area-level exposures and area-level outcome meas-
ures. Multi-level study designs can be used when the expo-
sure measurement is at the area level, and the outcome meas-
urement is at the individual level. Individual-level study
designs are needed when both the exposure and outcome are
measured at the individual level. Because institutional rac-
ism is a contextual phenomenon, the strongest study designs
will be multi-level in nature to enable researchers to estimate
the contextual effects of area-level institutional racism on
individual-level health.

Study designs may be purely observational or quasi-
experimental. Observational studies examine the relation-
ship between existing exposures and outcomes, based on
observed patterns within or between populations. When
longitudinal observational data are available, researchers
should take a counterfactual approach to isolate the impact
of structurally racist policies over time and as they operate
within and across domains to produce racial disparities in
health. For instance, causal mediation approaches that model
time-varying relationships between variables allow research-
ers to treat “race” as part of the time-varying reciprocal or
mutually reinforcing processes of racialization and racial
discrimination within and across various socioeconomic,
political, and cultural systems [110]. These approaches
also allow researchers to decompose racial health dispari-
ties into different types of cumulative life course effects of
institutional racism including unobserved racism (i.e., oper-
ating through unmeasured pathways), racial discrimination
(i.e., the effect of an underlying system that first racialized
individuals and then discriminated against them based on
those racial categories), and emergent discrimination (i.e.,
system-wide race discrimination arising from pervasive
racial disparities collectively across multiple domains). For
a detailed discussion of these approaches, see Graetz et al.
[110]. Quasi-experimental designs take advantage of an
intervention, such as a policy change, that disrupts the ongo-
ing pattern of health [111]. In quasi-experimental designs,
in contrast to experimental designs, the researcher does
not define the intervention. However, quasi-experimental
designs can enhance causal inference if adequate compari-
son groups can be identified to represent a counterfactual
comparison of what would have happened if the intervention
had not occurred [111]. Recent examples include evaluating
the impact of immigration raids or the 2017 Executive Order
of the travel ban targeting individuals from Muslim majority
countries [108, 112].

In our literature review, we found examples of multi-level,
ecologic, and individual-level study designs. Among papers
that included at least one area-level measure of institutional
racism, 22 were multi-level studies, while 17 were ecologic
studies. In both the multi-level and ecologic studies, insti-
tutional racism was measured at the group level (e.g., the
state-level Black:White ratio of felony disenfranchisement).

This is appropriate given that discriminatory policies and
practices are a property of institutions, not individuals. In the
ecologic studies, health outcomes were also measured at the
group level, despite being a property of individuals. The lack
of individual-level data necessary to control for confound-
ing can introduce bias when estimating the contextual effect
of institutional racism on health in ecologic studies [113].
Thus, we recommend that researchers use multi-level study
designs when possible. We also found 16 papers that meas-
ured exposures and outcomes at the individual level, and
one paper that measured exposure and outcome at the family
level. As discussed in detail above, we recommend against
measuring institutional racism at the individual level due to
challenges inherent in measuring a macro-level phenomenon
at the individual level.

Analytic Approaches

Finally, analytic approaches must incorporate the spe-
cific aspects of exposure and outcome measurement and
study design. An important decision point will be whether
to model indicators of institutional racism separately or
together; the former allows researchers to better identify
specific policies that matter for health, while the latter better
captures the systemic nature of multiple interconnected poli-
cies. If the latter approach is chosen, researchers must decide
if they want to pre-specify institutional racism domains of
interest (e.g., criminal justice, economics and labor) or use
data reduction techniques to generate profiles of institutional
racism. One approach for pre-specifying indicators within
given domains is confirmatory factor analysis (CFA), where
each domain is treated as a latent construct. CFA is used to
understand how each individual indicator of institutional rac-
ism loads onto the latent construct of the specified domain.
CFA can also be used to generate single summary measures
of institutional racism, as in a recent paper by Dougherty
et al. [53]. Other data reduction techniques, such as latent
class analysis, may be useful to generate profiles of insti-
tutional racism without pre-specifying domains of interest.

Importantly, if examining institutional racism and health
through a health disparities lens, effect modification of
the relationship by race/ethnicity should be incorporated.
For example, if researchers are examining the relationship
between redlining and cardiovascular disease, testing for
effect modification by race/ethnicity will help the research
community understand if redlining affected the health of
Black individuals only and/or to a greater extent than White
individuals, as we would hypothesize given the targeting of
the policy. As highlighted in our review, testing for effect
modification of the relationship between institutional racism
and health by race/ethnicity has not always been incorporated
into recent research. Testing these types of hypotheses are
essential to provide evidence for differential effects of policy.
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Conclusion

In this paper we defined key concepts relevant to the study of
institutional racism and proposed a framework for advanc-
ing institutional racism and health research, supported by
a review of recent literature examining the relationship
between institutional racism and health. We hope this frame-
work will inform future examination of the impacts of insti-
tutional racism on health, and that it will help promote the
consideration of structural interventions to improve minority
health and to reduce and eliminate health disparities [114].
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