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Abstract 
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Wendy E. Barrington 
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Background: Cancer disparities among Black populations remains a persistent public health challenge 

despite advances in cancer prevention and control. Despite growing recognition of structural racism as a 

determinant of health, there are important gaps in how it is conceptualized, measured, and translated 

into cancer prevention research. The use of an interdisciplinary approach can expand how social 

determinants of equity are understood. Nursing science offers a holistic understanding of person-

environment relationships, while Public Health Critical Race Praxis (PHCRP) provides an anti-racism 

framework for interrogating racism. Integrating these paradigms provides a comprehensive approach 

for understanding how structural racism operates as an environmental factor (i.e., laws and policies) to 

influence health. Layering both nursing science and anti-racism lenses onto cancer prevention 

frameworks will provide a more comprehensive conceptualization of socio-ecologic mechanisms 

affecting cancer outcomes.   

Purpose: The overall purpose of this dissertation is to advance understanding of how structural racism 

influences cancer prevention and control among Black Americans through an anti-racism framework 

that integrates evidence synthesis, community knowledge, and policy analysis. Rather than examining 

structural racism from a single perspective, this dissertation employs three complementary studies that 
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collectively address multiple dimensions of structural racism. Together, these studies generate evidence 

across different levels of inquiry and contributes to a more comprehensive understanding of how 

structural racism shapes cancer prevention opportunities.  

Specific Aims: The aims of this dissertation are as follows: (1) conduct a scoping review to assess the 

degree to which anti-racism frameworks or theories are applied in cancer prevention and control; (2) 

analyze existing community-generated data reports using anti-racism principles to name mechanisms 

and describe impacts of structural racism and community resilience on Black health and well-being 

among adults; and (3) examine associations between state-level policies indicative of structural racism 

and receipt of cancer screening among a representative sample of United States (U.S.) Black adults. 

Methods: This study utilizes a mixed methods approach to address each research question. Aim 1 is a 

qualitative scoping review of three health sciences databases. Aim 2 used qualitative documents analysis 

and the Rapid Group Analysis Process (Rap-GAP) to examine community-generated reports. Aim 3 

conducted a secondary analysis of Behavioral Risk Factor Surveillance System (BRFSS) data to examine 

associations between state-level policies structural racism-related policies and cancer screening among 

Black adults using logistic regression analyses.  

Importance: This dissertation informs anti-racism strategies for equitable cancer prevention, 

and contributes to the growing body of knowledge on anti-racism principles as 

salient to Nursing Science while growing the evidence of anti-racism approaches to health services 

research. This study also bridges academic and community knowledge about Black health and well-being 

and emphasizes the importance of utilizing community expertise to generate recommendations 

for desired change.  

 
 
 
 
 
 



 10 

Table of Contents 
 
Acknowledgements .............................................................................................................................6 
Chapter 1: Introduction .......................................................................................................................7 
   Theoretical Framework and Application………………………………………………………….............................. 9 
   Significance to Nursing Science………………........................................................................................ 9 
    Dissertation Organization………………................................................................................................ 5 
Chapter 2: Addressing Structural Racism in Cancer Prevention and Control: A Scoping Review and 
Application of Public Health Critical Race Praxis…............................................................................. 17 
  Abstract ............................................................................................................................................17 
  Introduction .....................................................................................................................................17 
  Methods ...........................................................................................................................................20 
  Results ..............................................................................................................................................21 
  Discussion .........................................................................................................................................24 
  Limitations ........................................................................................................................................27 
  Conclusion ........................................................................................................................................28 
  Tables and Figures ............................................................................................................................29 
Chapter 3: Centering Community Knowledge: A Comparative Document Analysis of Community-
Generated Reports on Black Health and Well-Being Using Public Health Critical Race Praxis............40 
   Abstract ............................................................................................................................................40 
   Introduction .....................................................................................................................................41 
   Methods ...........................................................................................................................................42 
   Results ..............................................................................................................................................45 
   Discussion .........................................................................................................................................50 
   Limitations ........................................................................................................................................52 
  Conclusion .........................................................................................................................................53 
  Tables and Figures .............................................................................................................................54 
Chapter 4: Examining Association Between State-Level Policies Indicative of Structural Racism and 
Receipt of Cancer Screening Among U.S. Black Women……………………................................................66 
   Abstract ............................................................................................................................................66 
   Introduction .....................................................................................................................................67 
   Methods ...........................................................................................................................................68 
   Results ..............................................................................................................................................70 
   Discussion .........................................................................................................................................72 
   Limitations ........................................................................................................................................74 
   Conclusion ........................................................................................................................................74 
   Tables and Figures ............................................................................................................................75 
Chapter 5: Conclusion..........................................................................................................................81 
References ..........................................................................................................................................83 
 
 

 

 

 



 11 

Acknowledgements 

This dissertation represents far more than the completion of a doctoral degree. It is the 

culmination of years of perseverance, faith, sacrifice, and the unwavering support of countless 

individuals who have encouraged, challenged, and believed in me throughout this journey. 

To my children, thank you for your patience, encouragement, and unconditional love. You have 

shared this journey with me, often making sacrifices so that I could pursue this dream. Your belief in me 

has been a constant source of strength, and I hope this accomplishment reminds you that perseverance, 

faith, and purpose can overcome even the greatest challenges. Everything I do is inspired by my love for 

you and my desire to leave a legacy that creates greater opportunities for future generations. 

To my family, thank you for your unwavering love, prayers, and encouragement throughout this 

journey. Your support has carried me through moments of exhaustion and uncertainty, and your belief 

in my ability to complete this work never wavered. I am deeply grateful for every sacrifice, every word of 

encouragement, and every reminder to keep moving forward. 

I extend my deepest gratitude to my dissertation chair, Dr. Wendy Barrington, whose 

mentorship, wisdom, and thoughtful guidance have been instrumental throughout this process. Your 

unwavering commitment to rigorous scholarship and your encouragement challenged me to think 

critically while remaining grounded in the values that inspired this work. Thank you for creating space 

for intellectual curiosity and for believing in the significance of this research. 

I am equally grateful to my committee members, Dr. Monica McLemore, Dr. Elaine Walsh, and 

Dr. Abril Harris, for your expertise, mentorship, and thoughtful feedback. Each of you has contributed 

uniquely to my development as a nurse scientist and scholar. Your scholarship has inspired me to pursue 

research that not only advances scientific knowledge but also confronts inequity, centers community 

voice, and promotes justice. 

I also wish to acknowledge the Black communities whose lived experiences, wisdom, resilience, 

and advocacy inspired this dissertation. This work is grounded in the belief that community knowledge is 

indispensable to advancing health equity. I am honored to contribute to a growing body of scholarship 

that recognizes community voice as expertise and seeks to strengthen partnerships with the 

communities they serve. 

Finally, I acknowledge every individual who has worked tirelessly to advance health equity and 

dismantle structural racism within healthcare, public health, and society. It is my hope that this 

dissertation contributes, in some small way, to the collective effort to create more equitable systems of 

cancer prevention and control and to improve the health and well-being of future generations. 

 

  



 12 

Chapter 1: Introduction 

Despite decades of scientific advances in cancer prevention, screening, and treatment, Black 

Americans continue to experience disproportionately poorer outcomes than their white counterparts 

across nearly every stage of the cancer continuum.1,2 Although cancer mortality has declined 

substantially in the United States (U.S.), these improvements have not equitably been distributed.1 Black 

Americans are more likely to experience delays in diagnosis and treatment, and experience higher 

mortality rates.2,3 These inequities cannot be fully explained by individual health behaviors or biologic 

differences and persist despite the availability of early detection. Increasingly, researchers recognize that 

individual health behaviors occur within broader social, economic, and political contexts that constrain 

or facilitate opportunities for health.4 Understanding cancer inequities requires moving beyond 

downstream behavioral explanations to examine the upstream structural conditions that produce 

unequal opportunities for cancer prevention, screening, and treatment. Consequently, an expanding 

body of evidence demonstrates that structural racism mechanized through policies and practices 

differentially shapes access to resources and opportunities that influence cancer risk, prevention, and 

outcomes.5,6 

Recognition of structural racism as a fundamental determinant of equity7 represents a paradigm 

shift in understanding how it is operationalized and influences cancer prevention and control research. 

Rather than conceptualizing racial inequities as the consequence of individual choices or isolated 

economic disadvantage, it has become increasingly evident that many social determinants of health 

(SDOH) are themselves products of historical and contemporary systems that maintain and perpetuate 

racial inequities (i.e., structural racism). Structural racism manifests as residential segregation, redlining, 

inequitable educational funding, labor market discrimination, mass incarceration, environmental 

injustice, and inequitable access to healthcare services collectively shape opportunities for cancer 

prevention long before individuals encounter the health care system.8-10 Thus, interventions exclusively 

focused on changing individual behaviors or other downstream determinants of health are unlikely to 

eliminate health inequities if the structural conditions that constrain healthy choices remain unchanged.  

Within cancer prevention and control, this paradigm shift is particularly important because many 

cancers are preventable; however, that is dependent upon equitable access to resources. Evidence-

based recommendations for breast, cervical, and colorectal screening rely upon the assumption that 

there is consistent access to primary care, transportation, health insurance, paid-leave, culturally 

responsive health care providers, and appropriate as well as timely follow-up. Likewise, 
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recommendations related to smoking cessation, vaccination, nutrition, physical activity, and 

environmental exposure reduction presume access to conditions that support healthy living. Structural 

racism shapes each of these opportunities through policies and institutional practices that accumulate 

over the course of life and result in persistent inequities.  

Although the concept of structural racism has gained increasing attention within health 

disparities research, important knowledge gaps remain. First, definitions of structural racism vary 

considerably across studies, more rigorous measures are needed, and many investigations fail to 

distinguish among structural, institutional, and interpersonal racism.5,11 In cancer prevention and control 

research specifically, structural racism is often acknowledged as an important determinant, however, 

rarely operationalized in ways to understand its impact. As demonstrated in the scoping review 

presented in Chapter 2, the studies reflects considerable inconsistency in how anti-racism frameworks, 

structural racism, and SDOH are conceptualized and applied. This lack of conceptual clarity limits 

comparability across studies, constrains theory or framework development, and hinders translation of 

research into effective structural interventions.  

A second limitation within the current literature is the lack of integration of community-

generated knowledge into scientific understanding of structural determinants health. Black communities 

have long documented the structural conditions affecting health through community-generated reports, 

advocacy documents, and grassroots organizing. These sources often identify structural barriers 

including housing instability, economic exclusion, educational access, environmental injustice, and 

policing, that is underrepresented within conventional research. Yet, community-generated evidence 

remains marginalized and unrecognized as legitimate evidence, despite offering critical insights into the 

lived realities of structural racism. As demonstrated in Chapter 3, community-generated reports provide 

a rich source for understanding of the mechanisms through which structural racism influence health and 

structural solutions that may not emerge through conventional research.  

Finally, a third gap concerns the evaluation of structural racism as it operates through public 

policy on health outcomes. State and federal policies governing health insurance, voting rights, criminal 

justice, education, labor protections, housing, and economic opportunity collectively shape the 

environmental contexts within which individuals pursue preventive health care. However, relatively few 

studies have examined how policy environments indicative of structural racism influence receipt of 

recommendations for cancer screening among Black populations. Chapter 4 addresses this gap by 

examining associations between state-level policy environments and receipt of breast, cervical, and 
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colorectal screening among Black women using nationally representative data. Although state-level 

policy environments (e.g., laws) represent only one mechanism of structural racism, they provide 

measurable indicators of broader systems that organize access to resources essential for cancer 

prevention.  

Taken together, these conceptual, methodological, and empirical gaps warrant the need for 

more comprehensive anti-racist approaches to address structural racism in cancer prevention and 

control research. These gaps limit researchers from developing anti-racism strategies capable of reducing 

health inequities in cancer. Advancing cancer prevention and control, requires research that explicitly 

names and interrogates how racism operates across systems, applying anti-racist conceptual 

frameworks, and centering community expertise. This dissertation responds to that need by integrating 

conceptual scholarship, elevating community knowledge, and policy analysis.  

Significance to Nursing Science  

 This dissertation is grounded in nursing science and examines cancer prevention and control 

within the context of the dynamic interaction between people and their environments. The person-

environment relationship is central to nursing science, this disciplinary lens provides a foundation for 

understanding health as shaped by social and environmental conditions.12 Increasingly, nursing science 

emphasizes health equity, addressing structural conditions, and multilevel systems population health 

approaches.13 As the largest healthcare profession in the United States, nursing is uniquely positioned to 

identify and address structural determinants that influence health outcomes across communities. The 

American Association of Nurses similarly calls for nursing action to address racism and advance health 

equity.14 Thus, nursing science provides a foundation for examining how broader social and structural 

conditions are related to cancer prevention and control.  

This dissertation contributes to nursing science by advancing conceptual clarity regarding 

structural racism, demonstrating the value of integrating community-generated knowledge into health 

equity research, and providing empirical evidence regarding the influence of policy environments on 

preventative cancer screening. Collectively, this dissertation adds to the growing commitment within 

nursing science that seeks to address the root causes of health inequities and generates evidence that 

informs equitable systems, policies, and practices.  

Theoretical Framework and Application 
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Public Health Critical Race Praxis (PHCRP) provides the theoretical framework for examining how 

racism operates through social structures, institutions, and systems to produce inequitable health 

outcomes while centering the knowledge and lived experiences of historically marginalized 

communities.15 PHRCP conceptualizes race a social construct shaped by historical and contemporary 

systems of power. The framework emphasized that racism, not race, is the primary driver of racial health 

inequities. Through PHCRP researchers are encouraged to interrogate assumptions embedded within 

scientific knowledge production, critically examine structural determinants of equity, prioritize 

experiential knowledge, and develop action-oriented research that promotes equity.  

The PHCRP foci guided this dissertation. Focus 1, Contemporary Patterns of Racial Relations 

emphasize understanding present day inequities within their historical context. Focus 2, Know 

Production encourages critical examinations of how scientific evidence is generated and whose 

perspectives are represented. Focus 3, Conceptualizations and Measurement challenge researchers to 

develop more precise measures of structural racism to distinguish among multiple levels of racism. Focus 

4, Action underscores the critical need to contribute structural solutions that involve community. These 

guiding foci provide the conceptual foundation linkage of all three dissertation aims.  

Integration of Nursing Science and PHCRP 

 This dissertation utilizes an interdisciplinary foundation merging nursing science with PHCRP. The 

core metaparadigm of nursing science focuses on the dynamic interaction between the person and the 

environment. By leveraging a holistic lens, nursing science provides the disciplinary foundation for 

viewing structural racism as a critical environmental determinant of health. PHCRP provides the tools to 

examine how historical, social, political, and policy environments are racialized and contribute to 

inequitable health outcomes. When nursing science is integrated with PHCRP, this perspective gains a 

rigorous, race conscious framework for interrogating structural racism and the systems of power through 

which it operates. This integration maintains attention to the health experiences of individuals while 

simultaneously situating those experiences within their broader sociopolitical context.  

Dissertation Purpose and Aims 

The integration of nursing science and PHCRP supports a paradigm shift from responding to the 

consequences of inequity toward examining the conditions through which inequities are produced and 

sustained which provides the conceptual foundation for the overall purpose of this dissertation. Across 

three complementary studies, the dissertation seeks to advance understanding of structural racism as a 
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determinant of cancer prevention and control, while contributing theoretically grounded, 

methodologically rigorous research in nursing science committed to health equity and social justice. The 

aims of the dissertation are as follows:  

Aim 1: Conduct a scoping review of cancer prevention and control literature to examine how 

structural racism and anti-racism have been conceptualized, measured, and incorporated into 

existing research. Guided by PHCRP, this study identifies conceptual strengths, limitations, and 

opportunities for advancing anti-racist scholarship within cancer prevention and control. 

Aim 2: Analyze community-generated reports describing the health and well-being of Black 

communities using reflexive thematic analysis informed by PHCRP. By centering community 

voices, this study identifies structural barriers and community priorities that may not be fully 

represented in traditional academic literature, demonstrating the importance of community 

knowledge in informing health equity research and policy. 

Aim 3: Examine associations between state-level policy environments indicative of structural 

racism and receipt of breast, cervical, and colorectal cancer screening among Black women in 

the United States. Using Behavioral Risk Factor Surveillance System (BRFSS) data linked with 

state policy classifications, this study evaluates whether policy contexts associated with 

structural racism influence preventive cancer screening behaviors. 

Together, these three studies move from conceptualization (Aim 1), to community understanding (Aim 

2), to empirical evaluation of policy environments (Aim 3). This progression reflects a multilevel 

approach to understanding structural racism and demonstrates how conceptual frameworks, community 

knowledge, and policy analyses can collectively inform anti-racism approaches in cancer prevention and 

control.  

Dissertation Organization 

This dissertation is presented in a manuscript format consisting of three stand-alone yet 

conceptually linked studies. Chapter 2 presents a scoping review examining how structural racism has 

been conceptualized within cancer prevention and control research. Chapter 3 presents a qualitative 

document analysis of community-generated reports describing structural determinants of health among 

Black communities. Chapter 4 presents a quantitative analysis evaluating associations between state-

level structural racism policies and cancer screening among Black women. Chapter 5 integrates findings 
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across all three studies, discusses implications for nursing science, research, policy, and practice, and 

identifies directions for future anti-racism research in cancer prevention and control. 
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Chapter 2: Addressing Structural Racism in Cancer Prevention and Control: A 

Scoping Review and Application of Public Health Critical Race Praxis 

Abstract 

Cancer disparities persist among Black Americans (i.e., descendants of enslaved Africans and 

African immigrants), with disproportionate rates of cancer morbidity and mortality linked to structural 

racism. Despite extensive research into health disparities in cancer, race-based inequities remain 

entrenched. Social determinant of equity (e.g., structural racism), shapes access to social determinants 

of health (SDOH) such as access to education, employment, housing, and healthcare which impact 

cancer outcomes.  

The purpose of this scoping review, therefore, was to: 1) assess the degree to which anti-racism 

frameworks or theories are applied in cancer prevention and control; 2) synthesize how anti-racism has 

been conceptualized across cancer prevention and control using Public Health Critical Race Praxis 

(PHCRP); and 3) suggest a new conceptual model for cancer prevention and control and strategies for 

application based on our synthesis. We expect the latter will better specify mechanisms of structural 

racism to guide systems-level interventions to optimize cancer prevention and control efforts.   

Methods included PHCRP as a race conscious research framework to review cancer prevention 

and control literature; we used the preferred reporting items for systematic reviews and meta-analysis 

extension for scoping reviews (PRISMA-ScR) to document our search strategy and results. A total of 15 

articles were analyzed based on the inclusion and exclusion criteria.  

Findings indicate limited application of anti-racism frameworks and a conflation of racial 

constructs with SDOH across explanatory frameworks for cancer disparities. Structural solutions to 

address cancer disparities were absent in 9 of 15 studies reviewed. We recommend using critical 

frameworks to name and interrogate mechanisms by which structural racism and other social 

determinants of equity shape SDOH and influence cancer disparities. Doing so pushes researchers to 

explicitly examine the role and measurement of structural racism in cancer research to produce points 

for systems interventions to mitigate inequities in cancer prevention and control. This approach is vital 

for advancing cancer equity and enhancing quality of life and well-being for marginalized communities. 

INTRODUCTION  
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While cancer is the second leading cause of death overall and the leading cause among 

individuals under 85 years in the U.S.,1 irrespective of race, the burden of disease and mortality is not 

equitably shared. Despite moderate reductions in race-based cancer disparities resulting from cancer 

prevention and control efforts,16 Black Americans (i.e., descendants of enslaved Africans and African 

immigrants) continue to experience a disproportionate burden of cancer incidence and lower survival 

rates.17 Consequently, cancer prevention and control remain critical public health priorities for U.S. Black 

adults. Approximately 1 in 3 Black men and women will be diagnosed with cancer in their lifetime,3 with 

the risk of death from colorectal, breast, and cervical cancer being 40 to 50% higher than for U.S. white 

adults.3 Prevention efforts like cancer screening significantly reduce risk of cancer death,18 yet these 

efforts have only moderately decreased racial differences in cancer incidence and mortality.16 Given that 

these differences in cancer outcomes are preventable, they are therefore classified as cancer 

disparities.19 

The persistence of cancer disparities among Black adults reflects deep social injustices that 

shape and perpetuate structural barriers to quality, timely, and acceptable cancer care.20 We therefore 

call for naming racial disparities in cancer as racial cancer inequities when stemming from historic and 

contemporary manifestations of social injustice. While research on the social determinants of health 

(SDOH) and disparities in cancer outcomes spans decades, many studies fail to name them as cancer 

inequities, let alone explicitly examine racism as a fundamental driver of inequities.21 Racism operates 

across multiple levels, including discrimination (i.e., differential treatment based on race), institutional 

(i.e., racially inequitable policies and practices within institutions), structural (i.e., interconnected societal 

systems that collectively reinforce racial inequities), and systemic (i.e., social, political, and economic 

systems that maintain racial hierarchy).22 These forms of racism may co-occur or  be experienced 

simultaneously as intersecting forms of oppression.7 For clarity, we focus on and refer to structural 

racism as the totality of ways that laws, institutional policies, social practices, and culture act and 

interact to systematically reduce collective power, thereby limiting opportunities and access to resources 

for racialized groups (including ethnic groups) targeted and marginalized by white supremacy.7,8 Of note, 

other groups are also marginalized by white supremacy (e.g., women, LGBTQ+ people, people with 

disabilities, blue collar and essential workers, veterans) given its entanglement with capitalism and the 

consolidation of land and labor to support the latter in the U.S. context. Structural racism and other 

systems of oppression (i.e., sexism, racism, agism, “isms”), collectively conceptualized as social 

determinants of equity,7 pattern differential exposure to detrimental SDOH including environmental and 

social conditions that diminish health and well-being among Black and other communities of 
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color.9,10 Dismantling structural racism, therefore, is a key strategy for reducing racial and ethnic cancer 

inequities as well as advancing health equity overall.11,12   

Despite a long history of racism in health care policy,23 there has been a lack of naming and 

interrogating how structural racism impacts cancer outcomes.20 Color-blind racial ideology (i.e., ignoring 

race and the impacts of racism);24 rejects the idea of white supremacy and promotes the belief that 

racial differences should be ignored to “promote equality.”24,25 Racial color-blind approaches obscure the 

role of structural racism and perpetuate inequities in health and health outcomes.24 Therefore, it is 

essential to utilize race conscious, anti-racism frameworks to identify and elucidate how structural racism 

contributes to health disparities in cancer to advance health equity and address disparities in cancer.20  

We define anti-racism frameworks as highly adaptable guides for researchers and practitioners 

to acknowledge the primacy of racism, contextualize the impact of racialization over time, specific to the 

communities most impacted, and specify mechanisms by which racism is operationalized. Public Health 

Critical Race Praxis (PHCRP) is an example of an anti-racism framework that can guide the critical 

examination of how structural racism impacts health and health outcomes.15 For example, Doll and 

colleagues applied PHCRP as an anti-racism framework to understand how structural racism has shaped 

the experiences of Black women with endometrial cancer as well as critically examine the research 

evidence base guiding cancer care.26 Because structural racism is embedded into the fabric of American 

society and minimized by colorblind practices, it can be hard to identify and/or dismissed.20 Critical 

approaches that guide the processes of explicitly naming and identifying the role it plays in cancer health 

outcomes are imperative to disrupt the perpetuation of such norms, practices, and systems.  

It is also important to note that we used the Healthy People 2030 conceptualization of SDOH to 

categorize the studies. Healthy People 2030 defines SDOH as the environmental and social conditions 

that influence health, function, and quality of life outcomes (i.e., where people are born, live, learn, 

work, play, worship, and age).27 Healthy People 2030 organizes the SDOH across five key domains: 

economic stability, education access, healthcare access, neighborhood/built environment, and social and 

community context.27 

The purpose of this review, therefore, was to: 1) assess the degree to which anti-racism 

frameworks or theories are applied in cancer prevention and control; 2) synthesize how anti-racism has 

been conceptualized across cancer prevention and control using PHCRP; and 3) suggest a new 

conceptual model for cancer prevention and control and strategies for application based on our 
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synthesis. We expect the latter will better specify mechanisms of structural racism to guide systems-level 

interventions to optimize cancer prevention and control efforts.   

METHODS 

Guiding Framework 

Public Health Critical Race Praxis (PHCRP) was applied as a methodological framework to bring a 

race conscious lens to this scoping review,15 guiding our critical evaluation of how anti-racism principles 

are being applied to advance health equity in cancer prevention and control. The PHCRP is organized 

within four focuses: (1) Contemporary Patterns of Racial Relations, (2) Knowledge Production, (3) 

Conceptualization and Measurement, and (4) Action.  PHCRP can be layered across any type of process 

or practice to answer the question “how is racism operating here?” 15 

Review Approach 

For this scoping review, we applied the PHCRP to conceptualization and design (e.g., specifying 

research questions and search terms), data collection and analyses (e.g., article extraction, coding, and 

interpretation of data), and data dissemination (e.g., contextualizing and framing of introduction, 

discussion, and recommendations) (Figure 1) for the critique of published literature on cancer 

prevention and control frameworks. Our review of this literature was guided by the overarching 

question, “How do cancer prevention and control frameworks incorporate structural racism to 

understand inequities across the cancer continuum?” We used PHCRP principles to identify additional 

questions, which guided data extraction and coding (Table 1). Specifically, we asked the following 

questions: 1) “How are SDOH described?”; 2) “How is structural racism defined and linked to SDOH?”; 3) 

“Are anti-racism framework or theories applied?”; 4) “Are mechanisms of structural racism explicitly 

specified; and 5) “Are structural solutions proposed?”. Finally, we structured our discussion of review 

findings by the PHCRP focuses to contextualize and explicitly discuss the role of racism in generating 

evidence guiding the development of cancer prevention and control frameworks and ultimately 

individual, community, and health systems-level interventions. 

Search Strategy  

Using preferred reporting items for systematic reviews and meta-analysis extensions for scoping 

reviews (PRISMA-ScR) guidelines, data were sourced from three scientific databases, PubMed, 

Cumulative Index to Nursing & Allied Health (CINAHL), and Web of Science. These databases are 

extensively used in health sciences and social science fields. The search query included the following key 
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words: SDOH, cancer prevention and control, neoplasms, health disparities, anti-racism, social justice, 

critical race theory (CRT), and PHCRP in the title or abstract. The search queries were tailored specifically 

to each database with the help of the University of Washington School of Nursing librarian, to include 

medical subject headings (MESH terms) for the PubMed and subject headings for CINAHL databases. 

MESH terms serve as a controlled thesaurus vocabulary, it groups synonyms, eliminates ambiguity, and 

provides an organized structure to include broad and more specific sub-terms within the term.    

Inclusion Criteria 

Included articles described research conducted in the U.S. and were written in English, 

theoretical or empirical in nature, focused on studies that linked SDOH or structural racism to cancer 

outcomes, and included an anti-racism focus. Additionally, included articles were published between the 

years 2000 through 2024, as it is represents  a pivotal paradigm at the turn of the millennium, 

characterized by the formal transition from a fragmented ‘web of causation’ toward an integrated 

ecosocial framework.28 This era marks the period in which health science research moved beyond 

biomedical individualism to embrace the concept of embodiment, acknowledging the inextricable and 

ongoing intermingling of social and biological processes.28 This timeline captures the era in which 

structural mechanisms, specifically racism, were systematically analyzed as the “spiders” responsible for 

generating distinct population health inequities.  

RESULTS 

A search of key words returned 413 total articles (Figure 2). Initial screening involved the 

resolution of duplicates (n=89). Next, abstracts were reviewed based on the inclusion criteria. A total of 

269 articles were excluded because they did not include populations of interest (n=73), did not have a 

cancer outcome (n=36), or did not name or describe structural racism (n=160). An additional 39 articles 

were excluded because they did not name or describe anti-racism. A total of 15 articles were reviewed 

for this scoping review.  

Characteristics describing the articles included in this scoping review are: year of publication, 

cancer type, point on the cancer continuum (i.e., prevention, screening, diagnosis, survivorship, and 

treatment), SDOH addressed, type (e.g., level) of racism described, anti-racism framework or theory 

applied, and structural solution(s) identified (Table 2). Most of the anti-racism and cancer research was 

conducted between the years 2021 through 2024, except for two studies, where the findings were 

published in the early 2000s.29,30 Cancer type includes counts for each type of cancer studied within the 

15 studies. The most common cancer type studies were breast (n = 11)29,31-40 and lung (n = 6),32-36,41 
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followed by cervical (n=4)29,31,37,38 and colorectal cancer (n = 4),29,31,37,38 prostate cancer (n = 3),29,31,42 

other cancers (e.g., sarcoma, lymphoma, and thoracic),38 and one study that included all cancers.43 For 

point on the cancer continuum, diagnosis and treatment were the most common areas studied (n = 8),31-

36,38,41 followed by cancer screening (n = 4).37,39,42,44 Three studies focused on the entire cancer 

continuum.29,30,43 

Table 3 summarizes reviewed articles by SDOH addressed, type of racism described, anti-racism 

framework or theory used, and structural solution identified. In this section, we synthesize the evidence 

and interpretation of these major themes.  

 

Conceptualizations of SDOH 

Among the studies reviewed, economic stability (n = 6)29,30,38,39,42,44 and health care access (n = 

6)32-36,41 were the most frequently identified domains. Neighborhood and built environment were 

another important domain identified (n = 2).37,43 Only one study provided a clear multi-domain 

description for increased burden of cancer and poor cancer outcomes, in alignment with Healthy People 

2030.31  SDOH were inconsistently defined and applied; most studies referenced factors related to racial-

ethnic disparities30,32-36,38,41 and health disparities.29,37,43 33,37,38 Few studies used standardized SDOH 

frameworks (e.g., Healthy People 2030). Four studies conceptualized SDOH as being associated with 

structural racism.31,39,42,44 Studies lacked clarity in differentiating upstream determinants (e.g., structural 

racism) from intermediary conditions (e.g., SDOH). One study misconstrued SDOH as a form of racism,36 

while three studies used SDOH as a proxy term for health disparities. These inconsistencies reveal a lack 

of conceptual clarity and highlight the need to distinguish between structural determinants like 

structural racism and the conditions they shape like SDOH.45 

 

Conceptualizations of Racism 

Racism was evaluated using levels of racism—discrimination, institutional, structural, and 

systemic.5,22 Institutional racism was the most common type of racism level described (n = 6),30-32,34-36 

followed by discrimination (n =3),29,38,42 structural racism (n = 3),33,37,43 and systemic racism (n =1).41 In 

two studies, the level of racism was not specified, resulting in vague or underdeveloped 

conceptualizations of understanding how racism may operate to impact cancer outcomes.39,44 Though 

eight studies explicitly named structural racism as the root cause of health disparities,29,30,33,37,39,41,43,46 

these studies failed to consistently define the level of racism and describe the role racism plays in cancer 
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prevention and control services. This gap underscores the need for anti-racism frameworks for 

consistency and conceptual rigor in understanding and identifying mechanisms of structural racism.  

 

Structural Solutions to Address SDOH and Racism in Cancer Prevention and Control 

Structural solutions aim to transform the upstream conditions and systems such as laws, policies, 

institutional practices, and cultural norms that create and sustain health inequities.47 In this review six of 

the fifteen studies (40%) identified and described structural solutions to address SDOH and/or racism.32-

36,41 These included multi-level, system-based interventions focused on transparency and accountability 

in cancer care, most notably the Accountability for Cancer Care through Undoing Racism and Equity 

(ACCURE) model. The ACCURE model was used in five of the included studies; the intervention targeted 

institutional processes within cancer care systems to eliminate racial disparities in treatment completion 

by embedding race-explicit reporting and data accountability mechanisms. In contrast, one study, 

Freeman (2005) described a federal policy-level intervention, the Patient Navigator Outreach and 

Chronic Disease Prevention Act of 2005, which was designed to increase access to cancer screening and 

treatment services through the use of trained patient navigators.29 Despite  a disciplinary call to action to 

address structural racism and cancer20 most studies did not propose or describe structural 

solutions,30,31,34,37-39,42-44 highlighting and ongoing gap in translating anti-racism research into concrete 

systems-level changes.    

Anti-racism Frameworks or Theories 

Seven of the fifteen studies applied anti-racism frameworks or theories to guide their 

research.32-38,41 One study employed PHCRP to critically examine how racialization and racism influences 

cancer screening practices.37 Another study applied the Critical Race Theory (CRT) tenant of “Dominant 

Cultural Orientation Privilege and Discrimination”, as an interpretive framework to analyze disparities in 

patient-centered care.38 Five studies evaluating a systems-level intervention in healthcare settings were 

grounded in the Undoing Racism Framework, developed by the People’s Institute for Survival and 

Beyond, which emphasizes community accountability, transparency, and the dismantling of structural 

barriers to equitable care.32-36 While eight studies claimed to focus on anti-racism, they did not apply any 

theoretical or conceptual frameworks grounded in anti-racism. Finally, there was no framework that 

applied an anti-racism framework or principles across the cancer continuum. 

We expand on these review findings, therefore, by applying PHCRP to a selected cancer 

prevention and control framework to offer a multilevel conceptualization of how to address structural 
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racism and other social determinants of equity and SDOH across the cancer continuum (Table 4). We 

selected the Neighborhoods and the Cancer Continuum framework by Gomez et al.48 for adaptation 

because it integrates two key domains of SDOH (social and community context and neighborhood and 

built environment) demonstrating how these conditions shape cancer outcomes across the cancer 

continuum.48 We therefore propose an adapted Anti-Racism in Cancer Prevention and Control (ARCPC) 

framework (Figure 3) and set of guiding questions (Table 5) to advance anti-racism research to mitigate 

health disparities in cancer, allowing for the exploration of context-specific mechanisms of inequity for 

intervention at multiple levels. This adapted framework calls for cancer researchers to engage in 

disciplinary self-critique to rethink established conceptualizations and interventions to make room for 

alternative mental models and approaches.  

Guiding questions were also embedded within the ARCPC framework to facilitate deeper inquiry 

and advance critical examination of how racism structures cancer prevention, screening, diagnosis, 

treatment, and survivorship. The framework first calls for the assessment of racial hierarchies, guided by 

the question: “How are people racialized in the context of cancer prevention and control?” The second 

domain prompts interrogation of the role of racism through the question: “How does racism operate as 

a driver of cancer-related access to care?” The third domain encourages conceptualization of new data 

and metrics by asking: “How do current data and measures capture mechanisms and impacts of racism 

and other forms of marginalization across cancer prevention and control?” Finally, the framework calls 

for action through the question: “How are we partnering with racially marginalized communities to 

measure and evaluate the experience and impact of racism and other forms of oppression on cancer 

outcomes?” 

DISCUSSION 

 The purpose of this review, therefore, was to: 1) assess the degree to which anti-racism 

frameworks or theories are applied in cancer prevention and control; 2) synthesize how anti-racism has 

been conceptualized across cancer prevention and control using PHCRP; and 3) suggest a new 

conceptual model for cancer prevention and control and strategies for application based on our 

synthesis. We expect the latter will better specify mechanisms of structural racism to guide systems-

level interventions to optimize cancer prevention and control efforts.  Structural racism is a broad and 

complex social determinant of equity that necessitates conceptual clarity and a shared understanding of 

its specification, particularly in addressing the various ways it is experienced and impacts health. The use 
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of anti-racism frameworks is essential to explicitly define, contextualize, and operationalize these levels 

of racism.15 However, our findings demonstrate that most studies did not use anti-racism frameworks or 

theories, resulting in inconsistent conceptualization and limited ability to identify mechanisms through 

which structural racism shapes cancer outcomes. 

PHCRP offers such a framework. We used each PHCRP focus to structure the discussion of our 

review findings and critique of how cancer prevention and control frameworks conceptualize and 

operationalize SDOH and racism.  

 

Focus 1: Contemporary Patterns of Racial Relations  

Our findings reinforce the importance of situating cancer prevention and control within the 

historical and contemporary patterns of racial relations that shape health inequities. Although many 

studies acknowledged racial disparities in cancer outcomes, few explicitly contextualized these 

disparities within the broader structural and historical forces that produce them. This lack of 

contextualization reflects a larger issue of conceptual ambiguity to identify the mechanism through 

which structural racism operates across the cancer continuum. A race conscious approach is 

recommended to interrogate how historical and contemporary systems of power shape access to 

resources, exposures, and outcomes in cancer prevention and control. 

 

Focus 2: Knowledge Production 

Focus 2 highlights how the social construction of knowledge influences the ways in which 

structural racism and SDOH are defined and studied. Our findings revealed that many studies did not 

employ anti-racism frameworks, increasing the risk of reproducing conceptual ambiguity and reinforcing 

deficit-based narratives. Inconsistent definitions of SDOH, including conflation with health disparities or 

misclassification as racism—reflects a lack of attention to how knowledge is constructed with 

disciplinary norms. PHCRP emphasizes the need for critical and reflexive methodologies that interrogate 

these assumptions. By integrating critical frameworks, researchers can clarify key constructs, distinguish 

between structural determinants of equity (e.g., structural racism) and intermediary determinants (e.g., 

SDOH), and ensure that the research processes do not obscure the root causes of inequities.  

Focus 3: Conceptualization and Measurement 

Focus 3 emphasizes the importance of clearly defining racism-related constructs and specifying 

their relationship to SDOH. Our scoping review identified substantial variability in how SDOH and racism 

were conceptualized, including inconsistent specification of racism across levels (interpersonal, 
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institutional, structural, systemic) and frequent conflation between SDOH and health disparities. 

Although several studies identified structural racism as the root cause of inequities, few specified how it 

operates or interacts with SDOH across the cancer continuum. This lack of conceptual clarity limits the 

ability to identify causal pathways and intervention points. PHCRP underscores the need for context 

specific conceptualization and measurement strategies that explicitly define these relationships and 

account for intersectionality. Strengthening conceptual clarity is essential for identifying mechanisms 

linking structural racism to cancer outcomes and informing effective interventions.  

Focus 4: Action 

The final focus centers on translating research findings into action to dismantle structural racism 

and advance health equity. Our finding revealed that few studies proposed structural solutions, 

highlighting a critical gap between identifying disparities and implementing systems level change. 

Existing interventions, such as ACCURE, utilized within healthcare systems, demonstrate the potential for 

addressing institutional processes that contribute to inequities. However, the limited number of studies 

proposing structural solutions draws attention to the need for frameworks that guide the development 

of upstream interventions targeting policies, institutional practices, and social conditions. By employing 

critical frameworks such as PHCRP, researchers can move beyond descriptive analyses to generate 

actionable insights that address the structural determinants of health disparities in cancer.  

The conceptual model proposed in this study represents one approach to operationalizing this 

focus. Integrating PHCRP across the cancer continuum, strengthens methodological rigor by embedding 

a race-conscious lens throughout the cancer research process. This model supports the identification of 

points where structural racism shapes cancer risk, prevention, screening, diagnosis, treatment, 

survivorship, and mortality outcomes. By linking social determinants of equity to SDOH and cancer 

outcomes, the model encourages the design of interventions that target upstream determinants of 

health. Embedding PHCRP into cancer prevention and control research can therefore strengthen the 

translation of evidence into equity focused strategies to address persistent racial disparities in cancer 

outcomes.  

 

The guiding questions embedded within the ARCPC framework are intended to move the field 

beyond descriptive inequities, to elucidate the mechanisms that structure these inequities to advance 

cancer care and research. For example, asking how populations are racialized within cancer prevention 

research shifts attention from individual behavior to the sociopolitical processes that shape risk, access, 

and representation. Similarly, interrogating how racism operates across intersecting identities 
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recognizes that cancer inequities are produced through overlapping systems of oppression that 

differentially shape exposure, vulnerability, and access to care. Encouraging conceptualization of new 

measures and use of data is critical to address structural racism along the cancer continuum because it is 

entrenched within societal systems and manifests differently across communities. New 

multidimensional metrics are vital to capture upstream systemic drivers.  

Limitations 

Several limitations should be considered when interpreting the findings of this review. First, 

relevant studies may have been excluded due to the intentionally focused inclusion criteria, which 

prioritized studies that explicitly referenced anti-racism within the context of cancer prevention and 

control. Although this approach strengthened the specificity of the review, it may have omitted studies 

that implicitly examined structural racism or related constructs without explicitly naming an anti-racism 

framework. Second, the reviews focus on cancer prevention and control may have limited the breadth of 

evidence considered, as research examining structural racism and anti-racism approaches in other areas 

of cancer care, including treatment and survivorship, as well as other health conditions, may have 

offered additional insights relevant to understanding and addressing structural racism across the cancer 

continuum. Third, the integration of both the PRISMA-ScR methodology and PHCRP may have presented 

challenges in maintaining methodological coherence across all stages of the review. While PRISMA-ScR 

provided a systematic approach for identifying and synthesizing literature, PHCRP required a reflexive 

and interpretive analytic lens to critically examine how racism was conceptualized and operationalized 

across studies. Fourth, despite deliberate efforts to apply a race-conscious analytical perspective, 

interpretive bias may still have influenced the synthesis of the literature. PHCRP emphasizes reflexivity in 

the research process, yet the interpretation of complex constructs such as structural racism and 

racialization inherently involves analytic judgment. Finally, this review did not include a formal appraisal 

of the methodological rigor of each study’s research design or analytic approach. Although the review 

focused on conceptualization and framework application rather than methodological quality, future work 

could benefit from a more detailed assessment of study design, measurement strategies, and analytic 

methods used to investigate structural racism in cancer research. Together, these limitations highlight 

the need for greater conceptual clarity, methodological consistency, and transparency in the application 

of anti-racism frameworks within cancer prevention and control research. 

Conclusion 
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This review demonstrates how PHCRP can be applied to critically examine and expand cancer 

prevention and control frameworks by providing a structured, reflexive, and race-conscious 

methodology. Our findings revealed key gaps in the literature, including inconsistent conceptualization of 

SDOH, inadequate specification of racism across levels, limited application of anti-racism frameworks, 

and a lack of structural solutions to address health disparities in cancer.  

PHCRP addresses these gaps by offering a framework to explicitly define and interrogate 

mechanisms through which structural racism operates, distinguish between social determinants of 

equity and SDOH, and guide the development of equity focused interventions.  

As structural racism remains deeply entrenched within social, political, and healthcare systems in 

the United States, advancing equity in cancer prevention and control requires research approaches that 

move beyond description to mechanism and action. Integrating anti-racism frameworks such as PHCRP 

into cancer prevention and control research can improve conceptual clarity, strengthen methodological 

rigor, and support the development of systems level interventions aimed at dismantling structural 

inequities and improving cancer outcomes.  
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Table 1. Application of Public Health Critical Race Praxis (PHCRP) Focus 2 Principles to Critically Examine Selected Cancer Prevention and Control 

(CPC) Published Evidence. 

Principle(s) Definitions Conventional Approach PHCRP Approach Guiding Questions Relevance  

Social Construction of 

Knowledge    

Established knowledge 

within a discipline can 

be reevaluated using 

antiracism modes of 

analysis 

The hierarchy of 

knowledge generation is 

not interrogated; hidden 

power differentials and 

limitations of 

conventional research 

processes are not 

evaluated.  

 

CPC Example: SDOH and 

neighborhood level 

factors are described 

without examining how 

disciplinary norms or 

researcher positionality 

shape these 

descriptions.  

Researchers apply anti-

racism principles to 

interrogate how 

structural racism may 

shape, limit, or reinforce 

CPC efforts (i.e., through 

researcher biases or 

disciplinary 

conventions). Dominant 

paradigms are 

challenged to prevent 

the reproduction of 

inequities. 

How are SDOH 

described? 

 

How is structural racism 

defined and linked to 

SDOH? 

 

 

Clarifies whether CPC 

literature defines and 

contextualizes SDOH and 

racism in ways that 

expose mechanisms of 

inequity guiding more 

precise intervention 

strategies.  

Critical approaches   The deliberate 

exploration of bias (i.e., 

personal and or cultural 

norms) to reveal hidden 

dynamics. 

Little or no attention is 

given to understand how 

researcher bias, 

prejudice or dominate 

cultural norms may 

perpetuate inequities. 

Frameworks are treated 

as universal not 

Researchers actively 

reflect their own 

positionality, interrogate 

cultural norms, and 

examine how 

disciplinary bias shapes 

the research process. 

Reflection is embedded 

across study design data 

Are anti-racism 

frameworks or theories 

applied? 

 

Are mechanisms of 

structural racism 

explicitly specified?  

Ensures CPC frameworks 

are adapted to revel and 

disrupt mechanisms of 

structural racism, 

improving the precision 

and equity focus of 

research.  
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Principle(s) Definitions Conventional Approach PHCRP Approach Guiding Questions Relevance  

examined through an 

anti-racism lens.  

 

CPC Example: Few 

studies apply anti-racism 

frameworks or theories 

to evaluate the role of 

structural racism in 

cancer disparities 

research. 

interpretation and 

recommendations.  

 

Are structural solutions 

proposed? 

 

Voice   Prioritizing the 

perspectives of 

marginalized 

populations and 

privileging the 

experiential knowledge 

of “outsiders within”. 

Conventional 

methodologies are often 

academic or institutional 

perspectives with 

limited interrogation of 

lived experience of 

those most impacted.  

 

CPC Example: 

Community 

engagement, if present, 

is often peripheral or 

consultative rather than 

fully integrated.  

Researchers employ full 

community based 

participatory research 

(CBPR) or other 

equitable engagement 

approaches centering 

the problem, 

interpretation, and 

actions steps on the 

perspectives of 

impacted communities.  

Why is this important for 

promoting equity in 

cancer prevention and 

control?  

 

How are community 

voices incorporated? 

 

Do marginalized 

perspectives inform 

study aims, measure, 

and interpretations? 

 

Is community-identified 

action prioritized? 

Ensures CPC research is 

equity promoting by 

embedding community 

perspectives into every 

stage, from framing to 

implementation, and 

trust is built with 

community for 

sustainable change.  
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413 records identified from 

online databases  

 

 

324 unique records identified 

after removing duplicates 
89 records excluded 

 

309 records excluded after abstract screening  

1) SDOH or racism not linked to a cancer outcome (n=269) 
2) Structural racism Anti-racism not linked to a cancer outcome 

conceptualized in relation to SDOH (n=39) 
 

15 articles met inclusion criteria 

Figure 2. PRISMA Screening Process Diagram. 
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Table 2. Study Characteristics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Study Characteristics N (%) of Studies Citations 

Cancer Type   

Breast 2 (13) 30,39 

Lung 1 (6.67) 41 

Prostate 1 42 

Oral  1 44 

Breast, Cervical, Prostate, Colorectal 2 29,31 

Breast, Cervical, Colorectal 1 37 

Breast, Cervical, Colorectal, Lymphoma, Thoracic, 

Sarcoma 

1 38 

Breast and Lung 5 (33.3) 32-36 

All 1 43 

Year of Publication    

2000 through 2010 2 (13) 29,30 

2010 through 2020 0  

2020 through 2024 13 (87) 31-39,41-44 

Point on Cancer Continuum    

Screening  4 (26.6) 37,39,42,44 

Diagnosis & Treatment  8 (53.3) 31-36,38,41 

Survivorship    

Continuum (across all points) 3 (20) 29,30,43 
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Table 3. Summary and Major Themes in Cancer Prevention and Control Literature 2000 – 2024. 
Summary and major themes in cancer prevention and control literature 2000 through 2024 

 N (%) of Studies Citations 

SDOH Described   

Economic Stability  6 (40) 29,30,38,39,42,44 

Education Access and Quality    

Healthcare Access and Quality  6 (40) 32-36,41 

Neighborhood and Built Environment  3 (13.3) 37,43 

Social and Community Context    

Type of racism included in cancer prevention and control   

Discrimination  3 (20) 29,38,42 

Institutional 6 (40) 30-32,34-36 

Structural  3 (20) 33,37,43 

Systemic 1 (6.67) 41 

Unspecified (type of racism not described – racism) 2 (13.3) 39,44 

Anti-racism Frameworks or Theory used    

Public Health Critical Race Praxis  1 (6.67) 37 

Critical Race Theory  1 (6.67) 38 

Undoing Racism  5 (33.3) 32-34,36,41 

No Anti-racism framework used  8 (53.3) 29-31,39,42-44 

Structural Solutions Identified    

Institutional Level Intervention Accountability for Cancer Care 

through Undoing Racism and Equity (ACCURE) 

5 (33.3) 32-34,36,41 

Policy Level Intervention Patient Navigator Outreach and Chronic 

Disease Act 2005 

1 (6.67) 29 

No structural solutions identified  9 (60) 30,31,35,37-39,42-44 
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Table 4. Comparison of a Conventional Cancer Prevention and Control Framework vs. Anti-Racism in Cancer Prevention and Control (ARCPC) Framework 

Focus  Defining a Process Affiliated Principles Gomez et al.48 Approach 

(Conventional) 

ARCPC Approach  

 

1. Assess Racial Hierarchies   Recognizes that racism in 

embedded into the fabric of 

society and reinforced through 

racial stratification. Establishes a 

race-conscious lens to identify how 

racism operates to perpetuate 

health disparities.  

Race Consciousness 

 

Ordinariness of racism 

 

Race as a social construct  

 

Primacy of racialization 

 

Structural determinism  

Centers SDOH (social and built 

environment) without explicitly 

addressing racism as the 

fundamental cause of health 

disparities in cancer. Examines 

factors like residential segregation, 

racial/ethnic density, and 

neighborhood socioeconomic 

status, and healthcare access, but 

without linking them to structural 

barriers such as racism.  

Centers racism and other forms of 

oppression as central drivers of 

disparities. Guides teams to explicitly 

identify how racism operates in cancer 

prevention and control and develop 

shared, definitions.  

 

Guiding Questions: How are people 

racialized in the context of cancer 

prevention and control? How has the 

process of racialization informed research 

and practice.  

2. Interrogate Role of Racism  Identifies and critiques racial bias-

both visible and hidden within 

research processes and 

professional disciplines (i.e., 

nursing, medicine, etc.). 

Acknowledges power dynamics 

and centers the perspectives of 

communities most impacted. 

  

Race as a social construct  

 

Social construction of 

knowledge  

 

Intersectionality  

 

Disciplinary self-critique  

Voice  

 

Critical Approaches  

Focus on SDOH influences without 

interrogating racial bias in 

scientific knowledge production. 

Research design and interpretation 

remain under the control of the 

academic team; community input 

may or may not be incorporated.  

Acknowledges the pervasiveness of 

racism and challenges the assumption of 

scientific objectivity. Guides researchers 

to identify bias within themselves, their 

disciplines, and their methods. Elevates 

community priorities, critiques 

Eurocentric paradigms, and fosters 

equitable academic-community 

partnerships to avoid reinforcing deficit 

narratives.  

 

Guiding Questions: How does racism 

operate as a driver of cancer-related 

access to care? How might this differ 

across other social identities? 
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Table 4. Comparison of a Conventional Cancer Prevention and Control Framework vs. Anti-Racism in Cancer Prevention and Control (ARCPC) Framework 

Focus  Defining a Process Affiliated Principles Gomez et al.48 Approach 

(Conventional) 

ARCPC Approach  

 

 

3. Conceptualize New Data and 

Metrics  

Contextualize the relationships 

between key racism-related 

constructs and cancer disparities. 

Uses insights to inform data 

collection, measurement, analysis, 

and recommendations.  

 

Race consciousness  

 

Ordinariness of racism  

 

Race as a social construct 

 

Structural determinism  

 

Critical approaches  

 

Uses race/ethnicity without 

critically examining context, which 

can mask racism. Often conflates 

structural racism with SDOH or 

omits explicit definitions, leading 

to incomplete or biased 

conceptualizations and 

understanding of the complex 

connections between racism, 

SDOH, and health disparities in 

cancer.  

Treats race as a social, not a biologic 

construct. Promotes a critical evaluation 

of data, measures, and methods. 

Establishes clear conceptual links 

between key racism related constructs 

(e.g., racism and SDOH). Findings inform 

interventions and solutions for structural 

changes across the cancer continuum.  

 

Guiding Questions: How do current data 

and measures capture mechanisms and 

impacts of racism and other forms of 

marginalization across cancer screening 

and control? What additional or new data 

or measures are needed? 

4. Action  Ensure findings are accessible to 

communities and include the 

community priorities and 

recommendations for 

interventions and structural 

solutions. 

Critical approaches  

 

Voice  

 

 

Disseminates findings primarily 

within academic or policy circles. 

Interventions may be 

implemented without prioritizing 

sustainability or the community’s 

vision for change. 

Centers narratives and decision making of 

the community. Ensures equitable 

partnerships, transparent sharing of 

information, and co-development of 

sustainable solutions. 

 

Guiding Questions: How are we 

partnering with racially marginalized 

communities to measure and evaluate 
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Table 4. Comparison of a Conventional Cancer Prevention and Control Framework vs. Anti-Racism in Cancer Prevention and Control (ARCPC) Framework 

Focus  Defining a Process Affiliated Principles Gomez et al.48 Approach 

(Conventional) 

ARCPC Approach  

 

the experience and impact of racism and 

other forms of oppression on cancer 

outcomes? 
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Figure 3. Anti-Racism in Cancer Prevention and Control (ARCPC) Framework. 

 

 

 

 
*We acknowledge and give space to the multiples axes of social oppression grounded in white supremacy, imperialism, and racial capitalism. 

**We explicitly center the role of racialization and racism within the U.S. context as these processes inform the patterning of the social determinants of health (SDOH) based on 

phenotype as well as other characteristics ascribed to race regardless of tribal identity or country of origin. We also acknowledge that the drivers of racialization and racism also 

structure other dimensions of social oppression based on the ability to take and hold property as well as labor which is tied to reproductive status and physical ability. 
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Table 5. Guiding Questions for Application of the Anti-Racism in Cancer Prevention and Control (ARCPC) Framework.  

Framework Domain Purpose Guiding Questions 

Assess Racial Hierarchies   Examine racialized assumptions embedded in 

research and practice 

How are people racialized in the context of cancer 

prevention and control?  

How has the process of racialization informed 

research and practice. 

Interrogate Role of Racism  Identify mechanisms through which racism shapes 

access and outcomes 

How does racism operate as a driver of cancer-

related access to care?  

How might this differ across other social 

identities? 

Conceptualize New Data and Metrics  Expand measurement approaches How do current data and measures capture 

mechanisms and impacts of racism and other 

forms of marginalization across cancer screening 

and control? 

What additional or new data or measures are 

needed? 

Action  Advance accountability and community 

partnerships 

How are we partnering with racially marginalized 

communities to measure and evaluate the 

experience and impact of racism and other forms 

of oppression on cancer outcomes? 

 

 

Social Determinants of Equity 
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Chapter 3: Centering Community Knowledge: A Comparative Document Analysis 

of Community-Generated Reports on Black Health and Well-Being Using Public 

Health Critical Race Praxis 

ABSTRACT 

Background: Persistent inequities in health among Black Americans are well documented across nearly 

every major health indicator, including cancer incidence and mortality, maternal mortality, chronic 

disease, mental health, and life expectancy. Although an expanding body of literature identifies 

structural racism as a fundamental cause of these inequities, most evidence informing public health 

research and policy is derived from investigator-driven studies and administrative datasets that often 

privilege researcher defined priorities while marginalizing community-generated knowledge. Public 

Health Critical Race Praxis (PHCRP) argues that understanding structural racism requires examining not 

only what knowledge is produced, but also whose knowledge is recognized as legitimate. Community-

generated reports represent an underutilized source of evidence that can expand prevailing 

understandings of structural racism, health, and pathways towards equity. 

Purpose: To examine how community-generated reports conceptualize structural racism, define Black 

health, center community knowledge, and identify solutions towards advancing health and equity, using 

Public Health Critical Race Praxis as the guiding analytic framework. 

Methods: A comparative qualitative document analysis was conducted using five publicly available 

community-generated reports focused on Black health and structural conditions that influence health. 

Reports were purposefully selected based on their focus on Black communities or examination of 

structural conditions relevant to Black health, use of community-engaged strategies, and inclusion of 

recommendation for structural solutions. Reflexive thematic analysis was integrated with Public Health 

Critical Race Praxis (PHCRP) to identify recurring conceptual patterns across reports.  

Results: Four interrelated themes emerged. First, structural racism was consistently conceptualized as an 

interconnected system of historically rooted policies that shape access to economic, political, 

environmental, and social resources necessary for well-being and addressing racial inequities. Second, 

health was defined as a holistic and collective well-being produced through equitable structural 

conditions. Third, community-generated knowledge challenged dominant deficit-oriented narratives by 

positioning lived experience and community expertise as legitimate forms of evidence for understanding 

structural inequities. Finally, reports consistently identified structural accountability, community 
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investment, and redistribution of power and resources as essential mechanisms for advancing health 

equity.  

Conclusion: While academic research identifies structural racism as a primary driver of health inequities, 

this study demonstrates that community-generated reports offer a vital, distinct body of knowledge. 

Rather than identifying new determinants, these reports reframe existing ones by revealing complex 

systemic relationships, holistic meanings of health, and alternative forms of expertise often invisible to 

conventional research. Ultimately, this knowledge challenges these epistemological hierarchies and 

offers critical recommendations for structural change.  

INTRODUCTION 

Persistent inequities in health among Black Americans remains one of the most enduring public 

health challenges in the United States. Black communities experience disproportionately higher rates of 

chronic disease, adverse maternal outcomes, premature mortality, mental health and cancer incidence 

and mortality.5,6,8,49 While these inequities are frequently attributed to exposure to detrimental social 

determinants such as lower income, education, and access to housing and healthcare, an expanding 

body of scholarship argues that structural racism functions as the fundamental cause that shapes the 

distribution of these determinants across the life course.5,50-52 Structural racism operates across social, 

economic, political, and institutional systems to collectively produce and maintain racial inequities in 

exposure to detrimental social determinants of health and the outcomes they produce.21,53-55  

Consequently, research has increasingly shifted from documenting health disparities toward 

understanding the structural conditions that produce and perpetuate them, including structural racism. 

However, considerable variations remain in how structural racism is conceptualized and measured.49 

While these approaches have generated valuable evidence, much of the existing literature emphasizes 

deficits and disparities while overlooking community assets and alternative conceptualizations of health 

and well-being. What is currently known about racial health inequities has predominately been derived 

from investigator driven studies using traditional academic and scientific Western conceptualizations, 

methods, and data produced from these privileged researcher defined outcomes and priorities.56 This 

research is treated as the primary form of trusted evidence for decision making, dismissing and or 

negating other forms of knowledge.56 As a result, of these approaches, important dimensions of how 

Black Americans are adversely affected by structural racism may be overlooked. This limitation of 

conventional knowledge production highlights the importance and need of including community 
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knowledge.15,57 Valuing and centering community knowledge is a critical strategy to understand these 

conditions and identify solutions to achieve health equity.15,57 Community-generated reports that focus 

on Black communities can provide an important yet understudied source of evidence for understanding 

structural racism and Black health.56 Collectively, these reports represent an alternative form of 

knowledge production that may elucidate strategies for advancing health equity for Black communities.  

Public Health Critical Race Praxis (PHCRP) offers a framework for addressing limits of traditional 

research by explicitly examining how racism shapes knowledge production.15 PHCRP challenges 

researchers to critically examine whose voices are represented in health research and whose 

perspectives remain marginalized.15 Central to PHCRP is the principle of voice, which elevates the 

expertise of impacted communities and recognizes them as legitimate communities as producers of 

knowledge.15 Applying PHCRP to community-generated reports transforms them into action-oriented 

evidence. By examining these documents collectively, we challenge institutional hierarchies of evidence 

and uncover community informed strategies for structural change that traditional academic narratives 

often overlook.56  

Despite their potential to inform structural approaches to health equity, these reports have 

rarely been examined collectively to understand how they conceptualize structural racism, define health, 

and articulate strategies for improving health outcomes. The study addresses this gap by conducting a 

comparative qualitative documents analysis of community-generated reports focused on Black health 

and well-being through the analytic lens of PHCRP. Specifically, this study synthesized recurring themes 

across diverse community-generated reports to examine conceptualizations of how structural racism is 

understood, health and well-being is defined, how community knowledge is centered, and what 

structural solutions are proposed for advancing equity. This study seeks to advance understanding of 

how community driven knowledge contributes to academic conceptualizations of structural 

determinants of health to inform and advance future health equity research and practice.  

METHODS 

Study Design 

This study employed a comparative qualitative document analysis to examine how community-

generated reports conceptualize structural racism, Black health, and solutions for advancing health 

equity. Documents analysis is a rigorous qualitative methodology that systematically examines written 

materials as a source of empirical evidence and is particularly well suited for synthesizing policy 
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documents, organizational reports, and community-generated publications.58,59 Unlike traditional 

literature reviews, document analysis enables researchers to investigate how concepts are constructed 

across diverse sources while identifying shared patterns, convergence, and divergence in meaning.58  

Theoretical Framework 

PHCRP served as both the conceptual framework and interpretive lens guiding this study. 

Developed by Ford and Airhihenbuwa, PHCRP extends Critical Race Theory into public health by 

providing a framework for examining how racism shapes both health outcomes and the production of 

scientific knowledge.15 PHCRP emphasizes that research is not value-neutral and encourages researchers 

to critically examine how power, historical context, racialization, and institutional structures influence 

what is recognized as legitimate evidence. The present study was primarily informed by the PHCRP focus 

on knowledge production, which calls attention to whose knowledge is represented in health research 

and whose perspectives remain marginalized.  

Report Selection  

Purposeful sampling was used to identify publicly available community-generated reports that 

conceptualized Black health or examined structural conditions relevant to Black health. Reports were 

eligible for inclusion if they: (1) focused primarily on Black Americans or examined structural conditions 

directly relevant to Black health; (2) incorporated community-engaged, participatory, or community-

informed research methods; (3) examined structural determinants influencing health and well-being; (4) 

included original data, community narratives, policy analysis, or community-generated 

recommendations; and 5) were publicly available in English. Reports were excluded if they were: 

academic research or healthcare specific.  

To ensure breadth and methodological rigor, we developed a search strategy with a health 

science librarian, recognizing that traditional academic databases often underrepresent literature from 

civil rights organizations, philanthropic foundations, and community-led research. To identify such 

community-generated reports reflecting the inclusion criteria described, a systematic search for “grey 

literature” was conducted primarily using Google. Search terms included combinations of: “community-

engaged” or “community-led reports” focused on “Black communities”, “structural barriers”, “Black 

Health or Well-Being”. When reports were identified that met inclusion criteria, search strategy included 

identifying similar reports. Additionally, targeted searches were performed within the digital libraries for 

organizational reports (e.g., National Urban League, Annie E. Casey Foundation). A total of six reports 



 45 

were identified, five reports met the inclusion criteria: Black Census Project Executive Summary,60 State 

of Black America 2025,61 Black Well-Being Report,62 Measuring Access to Opportunity in the United 

States,63 and the Healthy Neighborhood Research Study.64 One report, the Well Us Study was excluded 

because it was specifically limited to Black Americans interaction with the healthcare industry and 

medical preferences.65 Collectively, these reports represented national, regional, and local perspectives 

and provided complementary forms of community-generated evidence (Table 1).  

Data Analysis 

Rapid Group Analysis Process  

Data were analyzed using the Rapid Group Analysis Process (Rap-GAP), a novel rapid qualitative 

data analysis method designed to be more efficient than traditional approaches, while maintaining 

rigor.66 Rap-GAP is characterized by its use of virtual collaborative tools to distribute analytic work across 

multiple researchers, promote collaborative interpretation, and create a transparent process for 

synthesis of data to final reporting.66 The method consists of five core steps: (1) plan and prepare, (2) 

engage with data individually, (3) engage with data as a group, (4) review and collate learnings, (5) 

summarize findings.66 Rap-GAP was appropriate for this study because the analysis required a structured 

examination of multiple community-generated reports using theoretically informed questions while 

paying attention to language, priorities, and knowledge represented in the documents. The method also 

provided a systematic process for integrating two independent coders’ interpretations through repeated 

discussion, calibration, and collaborative synthesis. This study included two coders who led the analysis. 

We want to acknowledge our positionality with respect to racialized identity and lived experience as it 

relates to interpretations, as our positions are shaped by our individual journeys including research 

experience, disciplinary perspectives, and relationship to the topic (e.g., oppression, racism, and white 

supremacy). STP identifies as a Black woman with experiences leading community-led and mixed 

methods research. CF is an Asian American researcher, with in depth experience in health equity and 

Public Health Critical Race Praxis. The analytic process was conducted virtually using Microsoft Excel for 

data organization, coding, and synthesis.  

The first step involved establishing the analytic structure, preparing coding materials, and 

defining the questions that would guide the analysis. The codebook was developed deductively using 

PHCRP and the Rap-GAP template structure describe by Hsu et al.66 PHCRP provided the guiding 

framework for examining how the reports conceptualized structural racism, define Black health, center 
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community knowledge, and identify solutions towards advancing health and equity. Four analytic 

domains were established to guide the analysis: (1) Structural Racism; (2) Health Priorities of Black 

Communities; (3) Positionality and Context; and (4) Community Strengths and Solutions. Each domain 

was aligned with one or more PHCRP foci and included specific research questions to structure the 

review of each report (Table 2). Coders met to review research questions, community-generated reports, 

analysis plan, code book, and calibration plan.  

The coders then met regularly to establish calibration; once a shared approach was established, 

coders independently reviewed and coded the community-generated reports. Findings for each coder 

were synthesized into a summary statement for each question in the domains with a supporting quote. 

Coders did not meet as a group to engage with data; however, coders did meet as needed to discuss the 

ongoing coding process. Once coding of the five community-generated reports was complete, one coder 

collated the documents and synthesized findings into a single summary for each question within each 

domain.  Once this process was complete, coders met to discuss interpretations, supporting evidence, 

and meaning of context. To conclude, the lead coder (STP) synthesized the domain findings into 

overarching themes following the completion of the secondary analysis (Table 4). This process identified 

recurring themes that aligned with the PHCRP domains. By focusing on Knowledge Production, the final 

synthesis situated the community reports within existing literature while highlighting novel perspectives.   

SUMMARY OF REPORTS 

Characteristics of Community-Generated Reports 

The reports varied in geographic scope, methodological approach, and intended audiences, 

while representing a rich body of community-generated knowledge focused on understanding structural 

conditions influencing Black health and well-being. The Black Census Project documented the priorities 

of more than 181,000 Black Americans across the United States, providing one of the largest community-

generated datasets since the Reconstruction era to highlight that economic instability and low wages are 

the most urgent concerns for Black communities.60 The State of Black America 2025 report, entitled 

“State of Emergency”, sounded the alarm on a coordinated “war on woke” and the systematic 

dismantling of voting rights and diversity, equity, and inclusion (DEI) initiatives.61 The Black Well-Being 

Report centered perspectives of Black Washingtonians through community-engaged research, aiming to 

reframe the narrative for adverse outcomes being due to structural barriers and provide community 

identified solutions for health, prosperity, and safety in Washington state.62 Measuring Access to 
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Opportunity in the United States utilized the Supplemental Poverty Measure (SPM) to analyze the 

fluctuations in child poverty between 2021 to 2024, demonstrating that government policy interventions 

such as tax credits and food assistance are essential to reducing poverty rates in every state.63 Finally, the 

Healthy Neighborhoods Research Study examined neighborhood investment, equitable development, 

and community wealth-building strategies in nine Massachusetts communities and long-term 

consequences of structural divestment such as redlining and racial inequity.64  

Although the reports differed in purpose, methods, and scale, they shared several defining 

characteristics. They demonstrated consistency in how structural determinants of health were 

conceptualized. Across reports, inequities were attributed to interconnected systems of policy, 

institutional practices, and historical divestment rather than individual behaviors or other deficits. Each 

report incorporated some level of community-engaged perspective. Community-engaged research is 

categorized by the degree which the community is involved in the research process.67 This spectrum 

ranges from simply informing the community about the research, to shared leadership, where 

community initiates and owns the research.67 The Black Well-Being Report is exemplar for shared 

leadership models, Black-led organizations intentionally documenting community perspectives, 

narratives, and solutions for change.62 All five reports identified structural strategies for advancing health 

equity through policy, systems change, and community investment.  

Comparative thematic analysis identified four interrelated conceptual themes that characterize 

how community-generated knowledge expands prevailing understandings of structural racism and Black 

health: (1) structural racism operates as interconnected systems shaping opportunities for health and 

well-being; (2) Health is understood as  holistic collective well-being produced through equitable 

conditions; (3) community-generated knowledge challenges deficit-oriented narratives by centering lived 

experiences, strengths, and collective agency; and (4) Achieving health equity requires structural 

accountability, policy change, community investment, and redistribution of power. These themes 

collectively describe a framework for understanding health equity. 

Theme 1: Structural Racism Is an Interconnected System That Shapes Opportunities for Health and Well-

Being 

Across all five reports structural racism was conceptualized as an interconnected system of 

historic and contemporary policies and practices that limit or prohibit access to the conditions necessary 

for health. The reports consistently described structural racism as operating across mutually reinforcing 
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systems of housing, education, employment, civic participation, and healthcare. Historical policies were 

repeatedly identified as foundational mechanism through which contemporary inequities are 

reproduced. Reports referenced slavery, Jim Crow laws, redlining, residential segregation, as structural 

practices that continue to shape neighborhood conditions, economic opportunity, educational quality, 

and political influence. Historical events were used to give context to enduring systems that continue to 

shape access to resources and opportunities. The culminating effect of these interacting systems was 

limiting opportunities to thrive. 

The Healthy Neighborhoods Research Study illustrated how historical divestment and residential 

segregation have produced persistent neighborhood inequities that influence transportation, housing 

quality, employment opportunities, environmental conditions, and community wealth. Similarly, the 

Black Well-Being Report emphasized that inequities observed by Black Washingtonians reflect 

generations of structural exclusion that continue to influence daily life.  

Economic opportunity emerged as one of the most consistently identified structural 

determinants across reports. The Black Census Project documented low wages, financial insecurity, 

affordable housing, and wealth building among the highest priorities among Black Americans 

nationwide. Respondents linked financial instability to broader systems of political representation and 

educational opportunity. 

Likewise, the State of Black America framed contemporary efforts to weaken voting rights 

protections and dismantle DEI initiatives as extensions of structural racism that threaten the political 

mechanisms necessary to address inequities across other systems. Civic participation was therefore 

conceptualized as a structural determinant of health because political representation influences resource 

allocation, enactment of public policy, and protection of civil rights. 

Theme 2: Health is Conceptualized as Holistic and Collective Well-Being Produced Through Equitable 

Structural Conditions 

The reports unify around a paradigm shift that defines health as holistic well-being 

encompassing physical, mental, emotional, spiritual, and community well-being rather than merely the 

absence of disease. Health was consistently conceptualized as a multidimensional state that is cultivated 

through equitable social, political, economic, and environmental conditions. A recurring description 

within this domain was that health is a natural result of safe, well-resourced environments characterized 

as stable housing, meaningful employment, quality education, political voice, and safe neighborhoods.   
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The Black Well-Being Report most explicitly articulated this perspective by reframing health as 

the ability of individuals and communities to flourish within environments designed to support human 

dignity, belonging, and opportunity. The report challenged deficit-oriented narratives by emphasizing joy, 

healing, cultural identity, and collective resilience as essential dimensions of health and overcoming 

structural barriers. Similarly, the Healthy Neighborhoods Research Study demonstrated the importance 

of investing in neighborhood infrastructure because environments which people live, work, and raise 

families influence health. The Measuring Access to Opportunity in United States report further reinforces 

this conceptualization by highlighting the impact government policies (i.e., tax credit) have on child 

poverty and economic stability. More importantly, healthcare itself occupied a relatively modest role 

within the reports. While clinical care was recognized as important, it was not sufficient to eliminate 

inequities if broader structural conditions remained unchanged.    

Theme 3: Community-Generated Knowledge Challenges Deficit-Oriented Narratives by Centering Lived 

Experiences, Strengths, and Community Expertise 

Community-generated reports challenge dominant epistemologies by positioning lived 

experience as legitimate evidence for understanding structural racism. The reports consistently position 

Black Americans as the experts, also centering narratives around the communities most impacted by 

inequities. Disparities are contextualized through a historic and contemporary lens to highlight have the 

have been shaped over time and community engaged approaches are used to address the power 

dynamic of traditional research approaches. The community-generated reports recognized that 

individuals living within systems of structural inequity possess unique understanding often not fully 

captured through conventional research. Across all five reports community knowledge was portrayed as 

action oriented and informed structural solutions. 

The Black Well-Being Report explicitly centered community voice by framing Black 

Washingtonians as the authors of their own narratives. Community knowledge was grounded in lived 

experience, cultural traditions, historical memory, and collective aspirations for future generations. The 

Black Census Project demonstrated the power of large-scale community engagement by documenting 

priorities identified directly by more than 181,000 Black Americans. Respondents articulated concerns 

extending well beyond healthcare, emphasizing wages, affordable housing, education, neighborhood 

safety, political representation, and economic opportunity as fundamental determinants of well-being. 

Historical context also emerged as an important component of community knowledge. Reports 

consistently situated contemporary inequities within histories of racial exclusion, emphasizing that 
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present-day disparities cannot be understood without acknowledging historical processes that continue 

to shape opportunities across generations. Collective memory therefore functioned as a legitimate 

source of evidence that contextualized contemporary patterns of inequity. A recurring theme among the 

reports is community members already possess the brilliance to architect their own futures. Therefore, 

structural remediation must involve shifting decision making authority and funding directly into 

communities experiencing systemic marginalization. 

Theme 4: Achieving health equity requires structural accountability, policy change, community 

investment, and redistribution of power 

The final theme concerned how the reports envisioned solutions towards advancing equity and 

well-being. Solutions identified across the reports extended beyond healthcare access. Instead, 

advancing equity and well-being called for coordinated policy reforms, institutional accountability, 

equitable resource allocation, community investment and sustained efforts to dismantle structural 

barriers that perpetuate racial inequities. Policy was identified as the primary mechanism through which 

structural inequities are either maintained or dismantled. Across the reports, it was consistently 

emphasized that laws governing education, housing, employment, voting participation, and civil rights, 

shape the conditions under which communities experience health. Improving health requires 

multisectoral policy levers aimed at dismantling systems that perpetuate inequities.  

The Measuring Access to Opportunity in the United States report illustrated the substantial 

impact of government investments on reducing child poverty, demonstrating that economic inequities 

are neither inevitable nor immutable but are responsive to deliberate policy decisions. Similarly, the 

Healthy Neighborhoods Research Study emphasized equitable neighborhood development, affordable 

housing, community wealth-building, and transit-oriented investment as structural interventions capable 

of improving population health over time. 

A distinguishing feature across reports was the emphasis on redistributing decision-making 

authority to Black communities themselves. Rather than advocating for greater consultation alone, 

reports consistently called for sustained investment in community leadership, Black-led organizations, 

and resident-driven planning processes. The Black Well-Being Report argued that communities already 

possess the knowledge necessary to develop effective solutions and therefore require resources, 

institutional support, and political authority to implement those solutions. 
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The State of Black America similarly emphasized the preservation of civil rights protections, 

democratic participation, and voting rights as prerequisites for achieving health equity. Political power 

was viewed as essential because communities cannot influence the structural conditions affecting health 

without meaningful participation in policy development and governance. 

Across reports, accountability was framed as extending beyond symbolic commitments to equity. 

Institutions were encouraged to examine how organizational policies, funding decisions, and governance 

structures reinforce racial inequities while adopting mechanisms that shift resources and authority 

toward communities most affected by structural racism. 

DISCUSSION 

This comparative document analysis examined how community-generated reports conceptualize 

structural racism, Black health and well-being, community knowledge, and pathways towards advancing 

health and equity. Guided by PHCRP, the analysis identified four themes: (1) structural racism as an 

interconnected system shaping opportunities for health and well-being; (2) health as holistic and 

collective well-being produced through equitable structural conditions; (3) community-generated 

knowledge challenges deficit-oriented narratives by centering lived experiences, strengths, and 

community expertise; and (4) achieving health equity requires structural accountability, policy change, 

community investment and redistribution of power. Together these findings do not contradict the 

existing academic literature on structural racism and health. Rather, they extend it by demonstrating 

what becomes more visible when structural racism and health are examined through community-

generated reports.  

The central contribution of this study is that community-generated reports provide a more 

integrated account of structural racism than is typically available through academic evidence alone. The 

integrated account was illuminated by the firsthand memory, historical context, and lived experience of 

structural racism that has organized access to opportunity over the life course for Black communities. 

These systems (i.e., laws and institutional policies) were understood to be mutually reinforcing and 

intentionally designed to exclude Black Americans. Existing scholarship has established structural racism 

is a fundamental cause of racial health inequities and has documented its operation through policies 

related to housing, employment, education, healthcare, the environment, and political participation.5,6,51 

Increasingly, researchers have also developed measures intended to operationalize structural racism and 

measure its relationship to health outcomes.40,49,50,68,69 The community-generated reports analyzed in 
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this study add a different dimension to the evidence base--they reveal how structural racism is 

experienced as interconnected conditions that collectively shape the ability of Black communities to 

flourish. By prioritizing reports like the Black Census Project or the Black Well-Being Report as legitimate 

evidence, this aligns with frameworks such as the Framework for Applied Intersectionality Research 

(FAIR) and PHCRP, that argues it is critical to conduct research that is community initiated or community-

led for transformative action.15,70 

The first theme, structural racism as an interconnected system shaping opportunities for health 

and well-being, extends current academic understandings of structural racism by demonstrating systems 

that connect, that are often examined separately in conventional research. Economic instability was 

connected to wages, housing, and education. Neighborhood conditions were connected to redlining, 

public investment, and community wealth. Political participation was connected to the ability to protect 

civil rights and influence public policy and the distribution of public resources. Academic scholarship has 

documented relationships between structural racism and specific structural conditions, including 

residential segregation, economic inequality, environmental exposure, healthcare policy and political 

exclusion.21,36,51,53 This perspective illustrates that structural conditions interact and reinforce one 

another across time.  

The second theme, holistic and collective well-being, broadens what is understood as health. 

Increasingly academic research has evidenced that social and structural conditions influence health 

outcomes and racism is a fundamental driver.6,55 However, health research continues to operationalize 

health through disease outcomes, mortality, healthcare utilization, or individual-level risk factors. The 

community-generated reports in this study offered a broader conceptualization. Health was understood 

as the ability of individuals and communities to live, grow, heal, and thrive within environments 

characterized by safety, economic stability, opportunity, and political agency. Housing, livable wages, 

education, neighborhood investment, and civic participation were understood as conditions that actively 

produce or constrain well-being. This finding is particularly important because it redirects attention 

toward the structures responsible for distributing resources and opportunities unequally. While these 

findings seemingly mirror the social determinants of health (SDOH) framework, they divergence in how 

the conditions are systematically structured by structural racism, elucidating interlocking power 

relations.70 The SDOH framework aims to address the conditions (e.g., transportation, housing), while 

the community-generated reports call for addressing the interlocking systems of power.  
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The reports also added a dimension of human experience that is less frequently captured in 

conventional structural racism health research. The Black Well-Being report connected structural racism 

to trauma, harm, healing, joy, and collective affirmation. This is an exemplar of resisting deficits 

narratives, often encountered by traditional research that does not utilize critical frameworks that center 

community expertise or contextualize findings within the context of power and resilience. Failing to do 

so often frames Black communities as the source of the problem.70 These perspectives suggest that 

structural racism is also experienced through cumulative emotional and social harms. At the same time 

the reports resisted reducing Black communities’ experiences to harm by simultaneously emphasizing 

resilience, strength, and the capacity to create a brighter future. This approach highlights the assets 

belonging to the community to overcome adversity, builds collective power and participation (i.e., 

collective agency of the individuals and the community), and inspires perseverance.  

The third theme, reclamation of narratives, marks a key distinction between reports and 

academic research. Academic research has generated extensive documentation of racial disparities, but 

it has often centered adverse outcomes more than community strengths. The reports intentionally 

reframe that narrative by positioning Black communities as knowledgeable and capable of defining 

solutions; it represents a different perspective by centering community-defined understanding. The Black 

Census Project demonstrated the value of large-scale community-generated evidence in identifying 

priorities that conventional research may miss. The Black Well-Being further centered community 

defined understandings of well-being and collective wisdom. Through the lens of PHCRP, these findings 

highlight the perspective that how knowledge is produced shapes how problems are defined and how 

solutions are developed. Community participation can remain extractive when communities provide 

data but have limited influence over the questions asked, interpretation of findings, and 

recommendations for change.  

The fourth theme, structural remediation through accountability, redistribution, and community 

investment, extends existing research by connecting the identification of structural racism to explicitly 

identified pathways calling for structural change. While academic scholarship increasingly calls for 

structural interventions, the research identifying interventions for redistributing power and resources 

remains less developed. The reports consistently moved from diagnosis to action and clearly emphasized 

that the communities most impacted should have meaningful authority in defining priorities and 

directing solutions.  
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Several limitations should be considered when interpreting these findings. First, it included five 

purposively selected community-generated reports. Although the reports represented diverse 

geographic scopes, organizations, purposes, and forms of evidence, they do not represent all 

community-generated knowledge concerning Black health and well-being. The findings should therefore 

be understood as a synthesis of recurring conceptualizations across the selected reports rather than a 

comprehensive account of all Black communities or community-generated research. Second, the reports 

were publicly available documents and therefore reflected the perspectives and priorities of the 

organizations that produced them. They may also have been shaped by advocacy goals, funding 

environments, and intended audiences. These characteristics do not diminish their value as evidence, 

but they do reflect the contexts in which community knowledge is produced. Despite the limitations, the 

consistency of the findings across independently developed reports suggest that community-generated 

knowledge is meaningful and an underutilized source of evidence for understanding structural racism 

and Black health.  

CONCLUSION 

Prior to this study, academic research had established structural racism as a fundamental cause 

of racial health inequities and documented its operation through policies and institutions affecting 

housing, education, employment, healthcare, the environment, and political participation. However, less 

was known about what becomes visible when community-generated reports are examined collectively 

as a distinct body of knowledge. This study shows that community-generated knowledge adds important 

dimensions to current understanding. The contribution of this study is not the discovery of new 

determinants, but the demonstration that community-generated knowledge changes how existing 

determinants are understood. It reveals relationships among systems, meanings of health, forms of 

expertise, and pathways toward change that are less visible in academic and institutional evidence 

alone. Through the lens of PHCRP, community-generated reports emerge as more than supplemental 

sources of information. They are important knowledge products that challenge assumptions about 

whose evidence counts. 
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Table 1. Community-Generated Reports 

Report Purpose  Data Source & Community 

Engagement  

Primary Focus Region Contribution to Black 

Health 

Inclusion Rationale 

2023 Black Census 

Project Executive 

Summary 

To capture the diverse 

experiences of Black 

Americans and transform 

Black communities into 

powerful constituencies 

capable of influencing 

political power at local, 

state, and national levels. 

National survey of Black 

Americans, engaging over 

200,000. Methods include 

personal campaigns, text 

messaging, focus groups, and 

collaborations with Black 

influencers and local 

community groups.  

Economics (low 

wages, affordable 

housing), gun 

violence, and 

education quality. 

National  Identified the “genesis 

of struggles” in low 

wages, economic 

instability that 

correlate with 

affordable housing 

and healthcare.  

Represents one of the 

largest community-

generated datasets 

centering Black voices 

and illustrates PHCRP's 

emphasis on knowledge 

production through 

community expertise. 

State of Black 

America 2025 

(National Urban 

League) 

To serve as a benchmark 

and source for thought 

leadership around racial 

equality, specifically, 

“sounding the alarm” on 

threats to democracy and 

civil rights.  

Research insights from 

elected officials, civil rights 

advocates, and scholars, 

supported by 92 affiliates and 

serving 300 communities. 

Inequities across 

economics, 

education, 

housing, criminal 

justice, and civic 

participation. 

National 

(37 states 

and D.C.) 

Unpacks how systemic 

attacks on Diversity 

Equity and Inclusion 

(DEI) and civil rights 

fuel oppression. 

Offers a policy-oriented 

structural analysis that 

complements 

community-generated 

reports by linking 

measurable inequities to 

structural racism and 

institutional 

accountability. 

Black Well-Being 

Report (2022) 

To flip the frame and 

focus on structural 

barriers rather than just 

unequal outcomes, 

aiming to support 

collective organizing and 

inform policy change.  

A statewide survey translated 

into 11 languages, (over 600 

respondents), focus groups, 

and interviews. 

Civic 

engagement, 

education, 

economic 

mobility, public 

safety and health.  

Washingto

n State 

Defines health as 

holistic well-being 

(mental, physical, 

spiritual, emotional) 

and identifies 

structural racism as a 

primary barrier.  

Exemplifies community-

generated knowledge 

and aligns closely with 

PHCRP by centering 

Black voices, 

contextualizing racism 

historically and 

structurally, and 
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emphasizing 

community-defined 

solutions 

Measuring Access to 

Opportunity in the 

United States (2025 

Update) 

To provide a complete 

picture of how families 

are faring economically 

and how public policies 

effectively shape child 

poverty outcomes. 

United States Census Bureau 

data, specifically comparing 

the Official Poverty Measure 

(OPM) with the 

Supplemental Poverty 

Measure (SPM) 

The impact of 

economic policies 

(tax credits, 

SNAP) on child 

poverty rates. 

National  Highlights how 

incorporating medical 

and childcare 

expenses into poverty 

metrics reveals true 

baseline for family 

well-being.  

Although not exclusively 

focused on Black 

Americans, the report 

provides an important 

structural framework 

illustrating how 

neighborhood 

opportunity reflects 

systemic inequities 

central to understanding 

Black health. 
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Table 2. Domains and Structured Analysis guided by Public Health Critical Race Praxis (PHCRP) 

Public Health Critical Race Praxis – 

Foci (1 to 4) 

Guiding Orientation for Analysis Domain Questions Coding Stage 

(1)  Contemporary Patterns of Racial 

Relations 

 

(3)  Conceptualizations and 

Measurement  

Recognizes that racism is “normal and 

integral to society”, therefore 

structural racism continues to 

operate and evolve; a chronic 

consequence of historical 

racialization. Aids in developing 

deeper understanding to how 

structural racism is understood and 

experienced (i.e., operationalization).  

Structural 

Racism  

How is structural racism defined or 

explained (currently or historically)? 

 

What mechanisms of structural racism 

are described? How does structural 

racism “operate”? 

 

What are the impacts of structural 

racism on health? 

Primary, 

Representative 

Quotes, Memo 

(2) Knowledge Production  Involves shifting the point of 

discourse form the majority group’s 

perspective to that of marginalized 

groups. Prioritizes experiential 

knowledge and seeks to understand 

how health is defined within the 

context of the community itself.  

Health 

Priorities  

How do Black communities define 

health? 

 

How is health assessed? 

 

What are the priorities for addressing 

health (criteria, values, or knowledge 

used in prioritization) 

Primary, 

Representative 

Quotes, Memo, 

Secondary 

(1)  Contemporary Patterns of Racial 

Relations 

 

Race consciousness provides 

opportunity to engage in critical 

consciousness (e.g., understanding 

personal biases and relationship to 

Positionality 

and Context  

Do the authors engage in reflexivity and 

or share positionality? (values, bias, 

relationship to the topic) 

Primary, 

Representative 

Quotes, Memo 
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(2)  Knowledge Production the topic) Opens space for reflexivity, 

to share social positions and identify 

how these factors might 

inadvertently influence the research 

process and interpretation.  

 

Do author center voice? (Describe how) 

 

Do the authors present a race conscious 

contextualization? 

 

What evidence do the authors cite for 

how health inequities are understood? 

(4) Action Praxis is an “iterative process” where 

theory, research, and personal 

experience inform one another to 

create theory-informed action. 

Involving community in the research 

process to redress power imbalances 

and understanding the communities’ 

priorities for enacting change.  

Community 

Strength and 

Solutions  

How are community strengths (e.g., acts 

of resistance and healing) described in 

the report? 

 

What structural solutions or policy 

changes are proposed or suggestions for 

accountability? 

Primary, 

Representative 

Quotes, Memo, 

Secondary 
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Table 3. Example - Primary Coding Community-Generated Reports  

Domain – Structural Racism 

 Structural Racism 

Definition 

Supporting Quote  How Structural Racism 

“Works” 

Supporting Quote   Health Impacts of 

Structural Racism  

Supporting Quote  

2023 Black 

Census Project 

Executive 

Summary 

Structural racism is 

not defined or 

described in the 

report. However, 

the report 

emphasizes unjust 

political and civic 

systems that do 

little to address 

disparities 

housing/economic 

stability) among 

Black Americans, 

favoring those with 

wealth and 

privilege.  

 

“In the last two 

decades, we have 

suffered through a 

major housing crisis, a 

recession that in Black 

communities and 

other communities of 

color was an economic 

depression, an 

ineffective political 

system that has bailed 

out the banks and 

other wealthy interests 

at the expense of 

people, and a judicial 

and police system that 

punishes Black people 

while letting the 

agents of the state get 

away with murder.” 

 

Because structural 

racism was not explicitly 

mentioned in this 

report, some 

extrapolation is 

necessary. It is evident 

that is the social political 

systems - policies: high 

cost of living, low paying 

jobs for Black people, 

housing, unfair political 

system, racist 

policing/criminal justice 

system, unfair 

corporations, 

disenfranchisement. 

 

"Overall, the 

Black Census 

Project 

represents a 

significant effort 

to elevate the 

voices of Black 

Americans and 

ensure they 

are heard in 

political and 

social 

discourse."(pg.2) 

 

The health impacts of 

structural racism are 

not explicitly discussed. 

However, it is implied 

that structural racism is 

the root cause that 

influence poorer 

outcomes in these 

systems and social 

determinants of health 

(housing, employment, 

criminal justice system) 

are emphasized as 

issues that impact Black 

Americans well-being. 

The report is written for 

and from a Black 

perspective and it is 

well understood that 

structural racism is the 

root cause of problems 

the community faces, 

specifically being 

intentionally 

disenfranchised from 

"Participants in the 

focus groups 

explained in their 

own words the role 

of wages in their 

lives. They raised 

concerns about 

inflation and the 

rising cost of living. 

Even when the news 

and other reports 

show indicators 

suggesting the 

economy is 

strengthening, many 

working people have 

not felt the “relief.” 

Housing, food, and 

transportation are 

expensive, and jobs 

do not pay well 

enough to catch up."  

(pg. 4) 
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economics and 

opportunities.  

 

State of Black 

America 2025 

(National Urban 

League) 

Structural racism is 

not explicitly 

defined; however, 

it is conceptualized 

as a violation of 

civil and human 

rights enacted 

through policies 

and practices that 

oppress and 

restrict access to 

opportunities and 

resources.   

 

"Almost daily, since 

January 20, 2025, the 

federal government, at 

the direction the 

White House, has set 

fire to policies and 

entire departments 

dedicated to 

protecting civil and 

human rights, 

providing access to an 

equal education, fair 

housing, safe and 

effective healthcare, 

and ensuring that our 

democratic process is 

adhered to across the 

nation. " (pg.7) 

 

Structural racism is 

described as manifesting 

through institutional 

policies and practices 

embedded in our 

economy, justice system, 

educational system, 

workplaces and other 

institutions.  

 

"After centuries 

of inhumane 

bondage, the 

legacies of slavery 

continue to haunt 

every corner of 

American Life--

embedding 

themselves in our 

economy, justice 

system, 

education, and 

workplaces 

through 

institutionalized 

racism." (pg. 18) 

 

The impacts of 

structural racism are 

layered and combined 

increased risk of 

chronic illness. 

Structural racism 

manifests as economic 

and housing instability, 

poorer education, 

unsafe living 

conditions, and access 

to employment, 

healthcare, and other 

opportunities.  

 

"Hunger, unstable 

housing, 

inadequate health 

care, unsafe 

neighborhoods and 

other pressures 

undermine healthy 

development, 

school success and 

long-term well-being. 

These experiences 

can increase the risk 

of chronic illness, 

limit employment 

prospects and create 

lasting barriers to 

opportunity." (pg. 3) 

 

Black Well-Being 

Report (2022) 

Structural racism is 

systems rooted in 

the historical 

legacy of slavery 

and white 

supremacy norms, 

that systematically 

create and 

"Since 1492, we’ve 

fought an uphill 

battle." (pg.13)                       

"Our social systems 

have been centuries in 

the making. Although 

we’ve made progress, 

the rules by which our 

Structural racism is 

intersectional and 

multifaceted, 

interconnected system 

of social structures, 

laws, institutional 

policies/practices, and 

cultural (e.g., economic, 

"Those root 

causes operate on 

individual, 

interpersonal, 

community, 

organizational, 

and structural 

levels and 

Harm and trauma that 

is burdensome and 

disproportional, 

detrimental to well-

being and the ability to 

thrive. It has resulted in 

poorer outcomes in 

physical and mental 

Black people 

continue to be 

disproportionately 

harmed.9 We felt 

those impacts most 

harshly on our 

physical health, jobs, 

housing, education, 
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maintain racial 

inequities, 

structural barriers, 

intergenerational 

trauma, unequal 

access to power, 

resources, and 

opportunities. 

 

social systems function 

are the same as 

they’ve always been — 

only the flavor of harm 

has shifted." (pg. 13) 

 

educational, justice 

system, civic 

engagement, and 

health). (It has been 

cultivated and 

perpetuated through 

coded language that 

spreads hate, racial 

prejudice, inferiority, 

and fear). 

 

function across 

sectors." (pg. 15)  

 

health, employment, 

education, public 

safety, health care, 

political engagement, 

housing and overall 

living conditions.  

 

and mental health — 

all the result of 

systems that have 

not produced well-

being for us." (pg. 14) 

 

Measuring Access 

to Opportunity in 

the United States 

(2025 Update) 

Structural racism is 

not explicitly 

defined in this 

report. However, 

the report focuses 

measuring 

opportunity to 

access and 

addressing barriers 

to economic 

stability, through 

supportive public 

economic policies 

to ensure the 

health and well-

being  for children, 

families, and 

communities.  

 

"Measuring child 

poverty gives us a 

window into children’s 

day-to-day lives and 

our nation’s long-term 

health. By tracking 

shifts, we can better 

understand the 

consequences of 

different policy 

decisions and 

economic conditions 

— proving that poverty 

levels are not simply 

inevitable." (pg. 3) 

 

 

Inequities manifests 

through policies within 

systems (Economic, 

housing, justice, 

education, etc.) and are 

evident from Social 

Determinants of health 

(SDOH) or social systems 

such as unequal access 

in employment, 

housing, healthcare, 

education, justice 

system, and overall 

access to resources and 

opportunities.  

 

"Schools in high-

poverty areas 

face greater 

resource 

constraints and 

lower academic 

achievement than 

wealthier 

districts.5 

Hospitals in low-

income 

communities 

absorb more 

uncompensated 

care when 

families lack 

insurance.6 And 

neighborhoods 

with 

concentrated 

Though structural 

racism is not explicitly 

named, the language of 

barriers to opportunity, 

infers systemic 

obstacles, bias such as 

structural racism. 

Systems that favor 

certain groups thus 

there is not equal 

access for upward 

mobility. This lack of 

access (data and 

statistics reveal poverty, 

unstable housing, 

economic instability, 

lower educational 

attainment, unsafe 

living environments 

and other conditions 

"Hunger, unstable 

housing, 

inadequate health 

care, unsafe 

neighborhoods and 

other pressures 

undermine healthy 

development, 

school success and 

long-term well-being. 

These experiences 

can increase the risk 

of chronic illness, 

limit employment 

prospects and create 

lasting barriers to 

opportunity." (pg. 3) 
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poverty often 

have more crime, 

weaker civic 

infrastructure and 

fewer community 

resources." (pg. 

3) 

 

 

predominately among 

certain racial and 

ethnic groups) that 

impact health well-

being, and increased 

risk for chronic 

conditions.   

 

Healthy 

Neighborhood 

Research Study  

Structural racism is 

defined as policies 

and practices 

enforced by racial 

bias across 

institutions (i.e., 

banks, 

government, real 

estate). This report 

focuses on 

historical practices 

such as redlining, 

that still have 

negative 

repercussions 

today.  

 

"Redlining was a form 

of structural racism, 

race-based practices 

across multiple 

institutions (banks, real 

estate, government), 

that 

resulted in residential 

segregation." (pg. 13) 

 

Structural racism is 

mechanized through 

policies and practices, 

specifically by race. 

These policies and 

practices shape and 

impact health, well-

being, and health 

outcomes by restricting 

access, resources, and 

opportunities. This 

report specifically 

highlights how 

neighborhoods are 

shaped (historically and 

contemporarily) by 

policies and practices 

and either facilitate or 

impede health and well-

being.  

 

"Communities of 

color, especially 

at the lowest 

income levels, 

have the worst 

health outcomes 

in our society. 

Neighborhoods of 

color have the 

highest pollution 

levels; the fewest 

basic services, 

amenities, and 

support 

structures; the 

most limited 

access to fresh 

foods, park space, 

and other 

resources for 

health; and the 

most entrenched 

Structural racism 

shapes individual and 

community health 

through the 

environments which 

they live, these 

environments often 

lack health promoting 

features (pollutants, no 

green spaces) and 

limited access to 

resources and 

opportunities 

(employment, 

accessible healthcare). 

 

"Some 

neighborhoods have 

been well resourced 

and developed to 

have features and 

amenities that are 

proven to support 

good health like 

clean air, water and 

soil, quality housing, 

healthy food, and 

walkable streets. At 

the same time, other 

communities have 

gone decades 

without 

significant 

investments in 

development, and 

lack many of those 

same health-
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obstacles to 

economic and 

social 

opportunities." 

(pg. 8)" 

 

promoting 

features." (pg. 3) 
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Table 4. Secondary Analysis: Cross Report Similarities, Differences, and Contributions to Academic Perspectives  

Domain Similarities Across Reports Differences Among Reports What Community-Generated Perspectives Add 
Beyond Conventional Academic Approaches 

Structural Racism Across all five reports, Black health and 
well-being were conceptualized as 
shaped by conditions beyond individual 
behavior and healthcare access. 
Economic security, housing, education, 
political participation, neighborhood 
conditions, safety, environmental 
conditions, and access to opportunity 
were interconnected with well-being. 

The reports emphasized different 
mechanisms through which inequity is 
produced. The Black Census Project centered 
community-identified priorities and lived 
experiences; State of Black America 
emphasized civil rights, political power, and 
institutional accountability; the Black Well-
Being Report emphasized healing, joy, 
resilience, and flourishing; Measuring Access 
to Opportunity emphasized policy 
mechanisms affecting economic 
opportunity; and the Healthy Neighborhood 
Research Study emphasized place, historical 
disinvestment, and neighborhood 
conditions. 

They demonstrate that Black well-being 
includes material security, political power, 
safety, belonging, healing, joy, resilience, 
cultural connection, and collective flourishing. 

The reports consistently identified 
structural and institutional conditions as 
important drivers of racial inequity. 
Racism was reflected through the 
distribution of resources, opportunities, 
protections, political power, and 
community investment. 

Structural inequity was made visible at 
different levels. Some reports focused on 
national systems and policy, while others 
examined state-level experiences or 
neighborhood-level conditions. The reports 
therefore varied in scale and in the specific 
institutions through which racial inequity 
was examined. 

Community perspectives help reveal how 
abstract systems are experienced in everyday 
life. They connect structural conditions to lived 
consequences and demonstrate how policies 
and institutions become materially experienced 
in homes, neighborhoods, communities, and 
daily routines. 

Historical conditions were consistently 
relevant to understanding contemporary 
inequities. Present-day disparities were 
connected to longstanding racialized 
systems and decisions. 

Historical analysis was more explicit in some 
reports than others. The State of Black 
America emphasized the relationship 
between racial justice, civil rights, and 
contemporary conditions, while the Healthy 
Neighborhood Research Study most directly 
connected historical development and 
disinvestment to current neighborhood 
conditions. 

Community-generated knowledge treats history 
as living knowledge rather than simply 
background context. Collective memory and 
community histories help explain how past 
policies continue to shape present-day health, 
opportunity, and well-being. 

Collectively, the reports demonstrated 
that structural racism operates across 

Each report illuminated different domains of 
structural inequity, including economic 

The cross-report perspective provides a 
systems-level understanding of structural racism 
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multiple interconnected domains rather 
than as a single exposure or isolated 
institutional practice. 

policy, civil rights, political participation, 
housing, neighborhood development, 
transportation, environmental conditions, 
and community well-being. 

that is difficult to capture through single-dataset 
or single-domain academic studies. It reveals 
how multiple systems interact to produce 
cumulative and interconnected effects on Black 
health and well-being. 

Health Priorities Across all five reports, health was 
conceptualized as extending beyond the 
absence of disease. Health and well-
being were consistently linked to 
conditions (i.e., economic and housing 
stability) that constrain health and well-
being. 

Although all reports adopted broad 
conceptualizations of health, they prioritized 
different dimensions. Black Well-Being 
defined health as holistic well-being 
encompassing physical, mental, emotional, 
and spiritual flourishing. Healthy 
Neighborhood Research Study emphasized 
neighborhoods and the built environment as 
foundational to health. Measuring Access to 
Opportunity prioritized poverty, economic 
opportunity, and policy measures as 
indicators of well-being. State of Black 
America framed justice, equity, and civic 
inclusion as prerequisites for health. Black 
Census Project emphasized community-
defined priorities, including economic 
security, safety, healthcare access, and 
political representation. 

This perspective broadens health beyond 
biomedical outcomes to include dignity, 
belonging, opportunity, autonomy, justice, 
healing, and collective flourishing, providing a 
more comprehensive understanding of what 
constitutes health equity. Lived experience is 
treated as evidence not just information. Across 
the reports policy change to address structural 
inequities and reallocation of resources were 
consistently highlighted as priorities to address 
health and well-being. 

Positionality and 
Context 
 

Community voice and experience were 
important across the reports. The 
reports reflected priorities, experiences, 
and interpretations generated from or 
grounded in Black communities. 

The forms of community knowledge 
differed. The Black Census Project provided 
direct community-generated survey data; 
other reports combined community 
perspectives with policy analysis, historical 
analysis, research, or secondary data. 

Communities are positioned as knowledge 
producers rather than simply research subjects. 
Their experiences and interpretations help 
define the questions that matter, identify 
meaningful outcomes, and explain mechanisms 
of inequity that may be missed by researcher-
defined measures. 

The reports linked health and well-being 
to power, including who makes 
decisions, who receives resources, and 
whose knowledge is recognized. 

Power was examined through different 
domains, including voting and political 
representation, economic opportunity, 
institutional decision-making, neighborhood 
investment, and community control. 

The reports demonstrate that health equity is 
fundamentally a question of power. This 
perspective adds an explicit analysis of decision-
making, resource distribution, voice, and 
accountability that is often underdeveloped in 
conventional health research. 
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The reports emphasized the importance 
of context and place in understanding 
inequity. 

The geographic focus varied from national to 
state and neighborhood levels, allowing 
different dimensions of structural inequity to 
become visible. 

Community-grounded knowledge demonstrates 
that structural racism is simultaneously systemic 
and place-based. National policies and historical 
systems are translated into specific conditions in 
particular communities and neighborhoods. 

Community Strengths 
and Solutions 
 

Across reports, solutions were primarily 
structural rather than individual. The 
reports emphasized policy change, 
institutional accountability, resource 
redistribution, community investment, 
political representation, and increased 
community power. 

The preferred pathways to change differed. 
Some reports emphasized political and civil 
rights action, others policy reform and 
economic investment, while others 
emphasized healing, community strengths, 
neighborhood reinvestment, and community 
wealth-building. 

Community perspectives redefine the question 
from “How can individuals change their 
behavior?” to “What must change in the 
systems and conditions that constrain health 
and opportunity?” This shifts responsibility for 
change from individuals and communities alone 
toward institutions and policymakers. 

Across the reports, meaningful change 
required more than documenting 
disparities. The reports emphasized 
action, accountability, and 
transformation. 

The reports differed in the specific actions 
proposed, including policy reform, civil rights 
protections, economic investment, 
community healing, neighborhood 
reinvestment, and wealth-building. 

Community perspectives connect knowledge 
production directly to action. Rather than 
treating research as an endpoint, the reports 
frame knowledge as a tool for accountability, 
advocacy, resource redistribution, and 
community-defined transformation. 

The reports recognized Black 
communities as possessing strengths, 
knowledge, agency, and capacity for 
collective action. 

The emphasis on strengths varied. The Black 
Well-Being Report most explicitly centered 
healing, joy, resilience, and flourishing, 
whereas other reports focused more heavily 
on policy, political, economic, or 
neighborhood conditions. 

Community-generated knowledge counters 
deficit-based academic representations of Black 
communities. It documents not only exposure 
to inequity but also resilience, resistance, 
collective action, cultural knowledge, healing 
practices, and community assets. 
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Chapter 4 Examining Associations Between State-Level Policies Indicative of 
Structural Racism and Receipt of Cancer Screening Among U.S. Black Women  

  
ABSTRACT 
Background 

Structural racism is increasingly recognized as a fundamental driver of health inequities. 

However, there are relatively few studies that have examined state-level policy environments as an 

upstream determinant of cancer screening. This study examines associations between structural racism-

related state policy environments and receipt of guideline-concordant breast, cervical, and colorectal 

cancer screening among U.S Black women.  

Methods 

Data was analyzed from the Behavioral Risk Factor Surveillance System (BRFSS) in 2014 and 

2016 among Black women eligible for breast, cervical, and colorectal screening. Structural racism was 

measured using a state-level policy classification derived from a database of laws across 10 legal 

domains in 2013 that captures variation in state laws that promote or mitigate polices associated with 

structural racism. Logistic regression models estimated associations between harmful versus protective 

policy environments and cancer screening after adjusting for sociodemographic characteristics and 

healthcare access. Sensitivity analysis examined interactions by household income and educational 

attainment.  

Results 

Primary analyses were not statistically significant, albeit a potential association with public 

health significance was suggested. To explore whether the association evidenced among subgroup most 

likely to be impacted by the exposure, we tested for interaction by socioeconomic status (SES). 

Sensitivity analyses identified evidence of effect modification by SES, among low-income Black women 

living in harmful policy environments demonstrating reduced odds of cancer screening for breast 

(20.5%), cervical (23.5%), and colorectal (13.6%) relative to their counterparts in protective states in 

2014. 

Conclusion 

Although state-level structural racism related policy environments were not statistically 

significantly associated with cancer screening adherence in our primary analyses, subgroup analyses 

suggest potential vulnerabilities among low-income Black women living in harmful policy environments. 

These findings highlight underscore the methodologic challenges of measuring structural racism as an 
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upstream determinant of cancer prevention and control while supporting the need for continued 

research using policy-based, intersection approaches to study racial inequities.   

INTRODUCTION 

Despite significant advancements in cancer detection, diagnosis, and treatment, cancer remains 

the second leading cause of death in the United States Black Americans (defined as people of African 

ancestry living in the U.S.) continue to experience profound and persistent disparities in cancer 

incidence, mortality, and survival across multiple cancer types compared to other racial and ethnic 

groups.71,72 These inequities are especially pronounced among Black women, who bear a disproportional 

burden of mortality across breast,52 cervical,73 and colorectal cancers.74   

Early detection through screening is a proven strategy to reduce cancer-related mortality.75,76 

However, Black Americans are consistently less likely to receive timely, guideline-concordant cancer 

screening, contributing to persistent disparities in outcomes.9 While individual-level factors have been 

extensively studied, a robust and growing body of literature identifies structural racism as the 

fundamental driver of health inequities.23 Structural racism is operationalized through interconnected 

systems that shape access to resources and opportunities,6,7,9,21 such as Jim Crow laws, redlining, 

inequitable distribution of healthcare resources, and discriminatory institutional practices. These 

mechanisms create systemic barriers that constrain access to timely, high-quality preventive care.7,21  

Structural racism also influences social determinants of health (SDOH), which includes 

neighborhood and social environment, education, economic stability, and healthcare access. Together 

these mechanisms can interact making access to  cancer screening,  treatment, and care exponentially 

difficult to navigate.6,23 Prior research demonstrates that lack of access to preventive services results in  

later stage diagnosis, delays in care, and suboptimal treatment, all of which contribute to higher cancer 

mortality among Black populations.6,9 Importantly, these patterns highlight that disparities are not 

simply the result of individual-level biologic risk factors but rather reflect the cumulative impact of 

structurally patterned disadvantage.  

While research on cancer disparities has expanded, significant gaps remain in identifying 

mechanisms linking structural racism to access to preventative care.21,69 Much of the existing literature 

focuses on downstream determinants (e.g., SDOH) without examining upstream mechanisms including 

policy environments that produce and sustain these conditions.6,23 Addressing this gap is critical for 

identifying actionable policy level interventions.  
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Methodological challenges—including the lack of theory-driven and policy relevant measures of 

structural racism, have limited progress in this area.68,69 To address this limitation, we leverage a novel 

measure of structural racism developed by Agenór and colleagues, which captures variation in state-

level laws associated with racism across multiple policy domains.40,68 State-level policies are especially 

salient because they shape institutional access to health promoting resources such as housing, 

employment protections, and legal safety and influence the broader context in which individuals make 

health decisions.23 Polices governing housing, employment, healthcare access, and legal protections can 

function as mechanism that either reproduce structural racism or promote structural protections and 

redress.21,23 By focusing on these upstream determinants, this study seeks to grow the body of evidence 

in support of anti-racist, policy-centered approaches in cancer disparities research. Findings from this 

research may inform efforts to refine measurement of structural racism and guide interventions aimed 

at dismantling policy driven inequities in cancer prevention and care.  

METHODS 

Data Source  

This study used data from the 2014 and 2016 Behavioral Risk Factor Surveillance System 

(BRFSS), a nationally representative, cross-sectional survey administered annually by the Centers for 

Disease Control and Prevention (CDC).77 The BRFSS collects information on health-related behaviors, 

chronic conditions, and use of preventive services, including cancer screening, among adults aged 18 

and older across all 50 states and the District of Columbia. Surveys are administered in English and 

Spanish using random digit dialing of landline and cellular phones. A complex sampling design and post-

stratification weights are used to ensure demographic and geographic representativeness.  

Study Sample  

The analytic sample included Black women 18 years or older who participated in the BRFSS in 

years 2014 and 2016. Participants were eligible if they identified as Black or African American, met the 

age specific eligibility criteria and completed the cancer screening modules. Women residing in 

Washington D.C. or U.S. territories were excluded because structural racism policy classification were 

only available for the United States. Participants with missing data were excluded from analyses.  

Exposure: State-Level Structural Racism-Related Policy Environment    

The exposure was state-level structural racism-related policy environment. Structural racism 

was measured using a policy-based measure developed by Agenór and colleagues, which catalogs a 

comprehensive database of state laws across 10 legal domains (e.g., voting rights, racial profiling, 

immigrant protections, housing, minimum wage, education discipline policies) for the years 2010-
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2013.40 Unlike proxy measures based on health disparities or neighborhood characteristics, this measure 

captures mechanisms of structural racism as enacted through law and policy. For this study, we used a 

measure developed by Jahn and colleagues that captures state policy environments that reinforce or 

mitigate structural racism.68 40,68 This measure was empirically derived using a latent class analyses that 

distinctly categorized states into three categories: 1) Harmful, 2) Protective, and 3) Mixed, states with a 

combination of both harmful and protective polices.68  Harmful and mixed categories were combined to 

create a binary exposure. State classifications were linked to BRFSS participants using respondents’ state 

of residence.  

Outcomes 

The primary outcomes were receipt of guideline-concordant breast, cervical, and colorectal 

cancer screening according to United States Preventive Services Task Force (USPSTF) screening guidelines 

in effect during BRFSS survey years. USPSTF is a governmentally-charged body that works to improve the 

health of people nationwide by making evidence-based recommendations on effective ways to prevent 

disease & prolong life.78 Breast cancer screening was defined as having received a mammogram within 

the past 2 years among women aged 50-74 years according to USPSTF clinical screening guidelines in 

place the year of BRFSS data collection.79 BRFSS items to assess receipt of a mammogram included two 

questions including: 1) “A mammogram is an x-ray of each breast to look for breast cancer. Have you ever 

had a mammogram?” and 2) “How long has it been since you had your last mammogram?” 

Cervical cancer screening was defined as having, a pap test within the past 3 years for women 

aged 21-65 years according to USPSTF clinical screening guidelines in place the year of BRFSS data 

collection.80 Cervical cancer screening was evaluated with three questions including “A Pap test is a test 

for cancer of the cervix. Have you ever had a Pap test?” and “How long has it been since you had your 

last Pap test?” among women who reported not having a prior hysterectomy. 

Colorectal cancer screening was defined as having a fecal occult blood test in the past year, a 

sigmoidoscopy in the past 5 years, or colonoscopy in the past 10 years for women aged 50-75 years 

according to USPSTF clinical screening guidelines in place the year of BRFSS data collection.81 Five 

questions were asked to assess colorectal screening including: 1) “A blood stool test is a test that may 

use a special kit at home to determine whether the stool contains blood. Have you ever had this test 

using a home kit?”; 2) “How long has it been since you had your last blood stool test using a home kit?”; 

3) “Sigmoidoscopy and colonoscopy are exams in which a tube is inserted in the rectum to view the 

colon for signs of cancer or other health problems. Have you ever had either of these exams?”; 4) “For a 
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SIGMOIDOSCOPY, a flexible tube is inserted into the rectum to look for problems. A COLONOSCOPY is 

similar, but uses a longer tube, and you are usually given medication through a needle in your arm to 

make you sleepy and told to have someone else drive you home after the test. When was your MOST 

RECENT exam a sigmoidoscopy or a colonoscopy?”; and 5) “How long has it been since you had your last 

sigmoidoscopy or colonoscopy?”.  

Covariates 

Covariates were selected a priori based on previous literature examining cancer screening. We 

included these covariates because we wanted to understand whether associations between a state-level 

measure of structural racism were evidenced above and beyond individual circumstance (i.e., traditional 

demographic characteristics) as well as health care access. State-level demographic covariates were not 

included in models as hypothesized to lie on the causal pathway, thereby potentially subtracting from 

the total association between structural racism and cancer screening outcomes. 

Statistical Analysis  

Associations between state-level structural racism-related policy environments and receipt of 

cancer screening were estimated using logistic regression with cluster-robust standard errors to account 

for clustering of respondents within states. Survey weights were not deployed because respondents’ 

answers were not related to age, sex, or gender. Model 1 estimated the unadjusted to associations 

between structural racism and receipt of cancer screening. Model 2 included additional adjustment for 

individual-level age, educational attainment, employment status, marital status, and household income. 

Model 3 was further adjusted for health care access by including health insurance coverage and having a 

primary provider. 

Results are presented as odds ratios (OR) and 95% confidence intervals (CI), comparing women 

residing in harmful policy environments with those living in protective policy environments. We also 

conducted several sensitivity analyses to explore if associations were evident among more at-risk 

populations. We note that structural racism is experienced most acutely among those with limited 

access to health promoting resources. Therefore, we tested to determine whether associations differed 

according to socioeconomic status as dichotomized measures of household income and educational 

attainment. All analyses were conducted using R version 2025.  

RESULTS 

Demographic characteristics and receipt of cancer screening utilization among U.S. Black women 

participating in 2014 and 2016 BRFSS are presented in Table 1. In total, 21,381 women were included in 

2014 and 22,828 women in 2016. Women were between the ages of 21 and 74 years per eligibility for 
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breast, cervical, and colorectal cancer screening guidelines. Across both survey years, most women were 

single, unemployed, graduated from college or technical school, reported an annual income above 

$50,000, and had both a primary healthcare provider and health insurance. Among women eligible for 

screening, most reported receiving guideline-concordant breast, cervical, and colorectal screening.  

Associations between state-level structural racism-related policy environments and receipt of 

breast, cervical, and colorectal cancer screening are presented in Table 2. Across both survey years, 

findings suggested that Black women residing in states classified as having harmful policy environments 

consistently had lower odds of receiving breast cancer screening than women living in protective policy 

environments which were attenuated when accounting for individual-level demographic characteristics 

and health care access; however, findings were not statistically significant. No evidence of association 

between state policy environments and receipt of cervical cancer screening was observed. Across both 

survey years, odds ratios remained close to the null in all models and were also not statistically 

significant. Adjustment for individual level characteristics and healthcare access produced little to no 

changes in the estimates. For colorectal cancer screening, women residing in harmful policy 

environments demonstrated lower odds of screening than those living in protective states. However, 

these associations were attenuated when adjusted for sociodemographic characteristics and healthcare 

access. Primary analyses were not statistically significant, albeit a potential association with public 

health significance was suggested. To explore whether associations differed by socioeconomic status we 

conducted sensitivity analyses. 

Sensitivity Analyses 

Sensitivity analyses examined whether associations between structural racism-related policy 

environments and cancer screening differed by socioeconomic status (Table 3). Specifically, we tested 

for multiplicative interaction between structural racism-related policy environments and income status 

and education attainment. Although the primary analyses did not demonstrate any statistically 

significant associations, evidence of effect modification emerged for selected subgroups. 

In 2014 evidence of an interaction emerged by income among low-income Black women living in 

harmful policy environments associated with lower odds of breast cancer screening relative to 

protective policy environments. An interaction by income was observed for breast cancer screening with 

an odds ratio of 1.42, CI 1.11 to 1.80, and p-value of 0.02. For cervical cancer screening, there was no 

evidence of an interaction. And for colorectal cancer screening, the odds ratio was 1.32, CI 1.06 to 1.63, 

and p-value 0.03. For education there was only evidence of an interaction for cervical cancer screening 

with an OR of 1.32, CI 1.06 to 1.64, and p-value 0.03. A similar finding for an interaction by income was 
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observed for breast cancer screening in 2016 only, OR of 1.54, CI 1.07 to 2.21, and a p-value of 0.04. 

Further findings of an interaction by SES were not replicated for cervical or colorectal cancer screening 

using 2016 BRFSS data. The findings from the sensitivity analyses suggest a relationship between 

structural racism-related policy environments and preventive cancer screening may differ across 

socioeconomic subgroups, with economically marginalized Black women potentially experiencing 

greater barriers than those with greater socioeconomic resources.  

DISCUSSION 

This study examined associations of state-level structural racism-related policy environments 

and receipt of guideline-concordant breast, cervical, and colorectal cancer screening among Black 

women in the U.S. Three key findings emerged. First, state-level structural racism-related policy 

environments were not statistically significantly associated with cancer screening. Second, though there 

was not statistical significance, women living in harmful policy environments demonstrated lower odds 

of breast and colorectal cancer screening. Third, the sensitivity analyses suggested that harmful policy 

environments may have greater implications for populations with lower SES. These finding contribute to 

an existing body of literature examining structural racism as an upstream determinate of cancer 

prevention, while highlighting the challenges of measuring its influence on health outcomes.  

Relatively few studies have examined structural racism in relation to cancer screening,52 however 

there is substantial research that has evidenced a strong linkage of structural racism to healthcare access 

barriers, delayed diagnosis, and poorer cancer outcomes among racially marginalized populations.6,21,69 

Majority studies operationalize structural racism using residential segregation, historical redlining and 

neighborhood deprivation.50,52,82 These studies have demonstrated that structural racism influences 

access to healthcare resources and contributes to later-stage diagnosis, poorer outcomes, and 

survival.50,52 Our findings extend this literature by evaluating a policy measure of structural racism that 

captures legal environments across multiple domains rather than relying on downstream proxies. The 

findings of the sensitivity analyses indicate lower odds of receiving breast and colorectal cancer 

screening among low-income Black women living in harmful policy environments, these findings are 

consistent with other studies that also suggest upstream influences policies related to structural 

racism.21,49,50   

Our explanation for these findings is that structural racism operates through multiple connected 

systems that influence preventive healthcare through multiple pathways. State policy environments 

shape access to education, housing, employment, transportation, healthcare resources and economic 
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opportunity, all of which influence an individual’s ability to obtain preventive services. These distal 

structural conditions are likely to manifest through more proximal and downstream measures. 

Preventive screening behaviors may be shaped by more immediate set of downstream factors (i.e., 

transportation, insurance hurdles, and geographic location of care) that obscure broader structural 

effects.83,84 Rather than suggesting that structural racism is unrelated to cancer prevention, these 

findings underscore the methodological challenges of detecting upstream structural influences. 

However, we did try to account for that in our sensitivity analyses by exploring associations among 

subgroups we thought would most likely be impacted by the exposure. 

Differences across cancer screening varies markedly for cervical cancer versus breast and 

colorectal cancers. Although breast and colorectal screening demonstrated consistently lower odds 

among women living in harmful policy environments, cervical screening did not. Unlike mammography 

and colonoscopy, cervical cancer screening can be done as part of a primary care visit without referral to 

specialty services or additional appointments. Also, mammography and colonoscopy require invasive 

procedures that may require additional time off, creating additional barriers and disrupt completion of 

screening once a referral is made. Consequently, upstream policy environments may exert more 

influence on preventive services that require more complex healthcare navigation than those already 

integrated into routine primary care. 

 Although the primary models were not statistically significant, sensitivity analyses identified 

important subgroup differences. In 2014, low-income Black women living in harmful policy environments 

had lower odds for breast (20.5%), cervical (23.5%), and colorectal (13.6%) cancer screening relative to 

their counterparts in protective states, with evidence of interaction by SES. These finding suggests that 

structural racism may differently shape preventive care access among economically marginalized Black 

women. These subgroup findings are consistent with intersectionality informed health disparities 

research that suggest structural racism often does not uniformly impact populations.49,50 Its effects 

instead may be intensified where racialized disadvantage intersects with economic instability. While 

these subgroup findings should be interpreted cautiously, the findings provide some preliminary 

evidence that inform future investigations to consider how structural racism interacts with 

socioeconomic and influence cancer prevention. 

This study contributes to cancer prevention and control research in serval important ways. First, 

it addresses an important area of research to examine the upstream impacts of policy environments on 

cancer prevention versus downstream SDOH. Second, is applies a novel policy measure of structural 

racism rather than relying on commonly used proxies such as residential segregation. Finally, the 
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inclusion of the sensitivity analyses demonstrates that structural racism may not produce uniform 

effects across populations but instead may disproportionately affect individuals experiencing 

intersecting forms of social and economic disadvantage. Together these findings support continued 

development of intersectional, policy-oriented approaches to understanding and addressing race-based 

health inequities in cancer prevention and control.  

Limitations   

It is important to acknowledge the limitations of this study. First, the use of logistic regression 

with robust standard errors could result in residual correlation at the state level and introduce some 

bias or imprecision with these estimates. Multilevel modeling is one statistical approach to addressing 

nested hierarchical clusters within states. However, we chose cluster-robust standard errors estimations 

because it provides valid inference under a relatively small number of state clusters while avoiding 

assumptions required by multilevel random effects modeling. Second, the categorical exposure variable 

is based on the 2013 latent class analysis by Jahn et al.,68 which is grouped into harmful, protective, and 

mixed legal environments, which assumes that policy environments are stable over time. However, laws 

may shift, vary in enforcement, or interact in ways not fully captured by the typology. Third, the cross-

sectional nature of the BRFSS data limits causal inference or longitudinal trends accurately. Fourth, 

though Jahn and colleagues’ classification offers a novel and rigorous mechanism-based measure of 

structural racism, it does not account for intersectionality—the overlapping effects of race, gender, class 

and other axes of oppression. This is important because these identities interact simultaneously to 

create distinct forms of discrimination and can compound the effects of how structural racism is 

experienced. Finally, and perhaps most importantly, BRFSS respondents do not include more vulnerable 

racial and ethnic or lower SES groups among whom we would most expect associations to be 

demonstrated. This could explain our lack of findings. 

Conclusion 

This study found no statistically significant associations between state-level structural racism-

related policy environments and receipt of breast, cervical, or colorectal cancer screening among U.S. 

Black women in the primary analyses. However, the absence of statistically significant findings should 

not be interpreted as evidence that structural racism is unrelated to cancer prevention. More 

importantly it should highlight the complexities of accurately measuring and capturing the cumulative 

and intersecting pathways through which structural racism shapes healthcare access across the life 

course. Future studies should employ longitudinal, multilevel, and intersectional analytic strategies to 
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accurately measure the cumulative exposures of structural racism. Researchers could also consider 

stratified analyses that identify subgroup vulnerabilities.  

Table 1. Demographic Characteristics of US Black American Women, BRFSS, 2014 and 2016 

Year 2014 2016 

Black Women  N = 21,381 N = 22,828 
 N (%) N (%) 

State Law Classification   

Class 2 (protective) 5,701 (27%) 6,961 (30%) 

Class 1 (harmful) 15,680 (73%) 15,867 (70%) 

   

Age, in years   

18-24 1,205 (6%) 1,335 (6%) 

25-35 2,325 (11%) 2,757 (12%) 

35-44 2,820 (13%) 2,988 (13%) 

45-54 3,838 (18%) 3,861 (17%) 

55-64 5,223 (24%) 5,185 (23%) 
65+ 5,970 (28%) 6,702 (29%) 

   

Relationship Status   

Partner  6,207 (29%) 6,760 (30%) 
Single  15,205 (70%) 15,897 (70%) 

Unknown 149 (0.7%) 171 (0.7%) 

   
Employment    

Employed  9,303 (44%) 10,224 (45%) 

Unemployed  11,936 (56%) 12,348 (54%) 

Unknown 142 (0.7%) 256 (1%) 

   

Educational Attainment   

Graduated high school 2,659 (12%) 2,558 (11%) 

Did not graduate high school 6,610 (31%) 7,381 (32%) 

Graduate college or technical school 6,121 (29%) 6,377 (28%) 
Attended college or technical school  5,790 (27%) 6,431 (28%) 

Unknown 201 (1%) 81 (1%) 

   

Income    
<15K 4,273 (20%) 3,917 (17%) 

15 – 25K 4,602 (22%) 4,839 (21%) 

25 – 35K 2,310 (11%) 2,310 (10%) 
35 – 50K 2,393 (11%) 2,501 (11%) 

>50K 4,503 (21%) 5,133 (22%) 

Unknown 3,300 (15%) 4,128 (18%) 

   
Health Care Provider   
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Had primary care provider 16,602 (78%) 18,386 (81%) 
Did not have primary care provider 2,066 (9%) 1,703 (7%) 

Unknown 2,713 (13%) 2,739 (12%) 

   

Health Insurance    
Had health care coverage 19,016 (89%) 20,769 (91%) 

Did not have health care coverage 2,288 (11%) 1,965 (8.9%) 

Unknown 77 (0.4%) 94 (0.4%) 
   

Breast Cancer Screening   

Screening Eligible  15,031 (70%) 15,748 (69%) 

Screened  8,392 (56%) 8,706 (55%) 
Not screened  1,592 (11%) 1,576 (10%) 

Unknown 5,047 (33%) 5,466 (35%) 

Screening Ineligible  6,350 (30%) 7,080 (31%) 

   
Cervical Cancer Screening   

Screening Eligible 10,356 (48%) 9,054 (40%) 

Screened  8,531 (82%) 7,235 (80%) 

Not screened 1,381 (13%) 1,379 (15%) 

Unknown  444 (5%) 440 (5%) 

Screening Ineligible 11,025 (52%) 13,774 (60%) 

   
Colorectal Cancer Screening   

Screening Eligible  15,031(70%) 15,748 (69%) 

Screened 7,105 (48%) 7,472 (47%) 
Not screened 2,769 (18%) 2,663 (17%) 

Missing 5,157 (34%) 5,613 (36%) 

Screening Ineligible 6,350 (30%) 7,080 (31%) 
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Table 2. Prevalence rate ratios as estimate of association between structural racism and cancer screening.  

 

  Model 1 Model 2 Model 3 

 OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value 

2014                   

Breast Cancer Screening 

State Structural Racism           

Class 2 - Most Protective  1.0   1.0   1.0   

Class 1- Most Harmful  0.82 0.62, 1.08 0.19 0.84 0.65, 1.09 0.22 0.86 0.67, 1.09 0.25 

Cervical Cancer Screening 

State Structural Racism                    

Class 2 – Most Protective 1.0   1.0   1.0   

Class 1- Most Harmful 0.89 0.67, 1.20 0.48 0.98 0.77, 1.24 0.85 0.99 0.75, 1.30 0.95 

Colorectal Cancer Screening 

State Structural Racism           

Class 2 – Most Protective  1.0   1.0   1.0   

Class 1- Most Harmful   0.87 0.64, 1.17 0.37 0.88 0.68, 1.14 0.35 0.91 0.72, 1.16 0.49 

2016                   

Breast Cancer Screening 
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State Structural Racism           

Class 2 - Most Protective  1.0   1.0   1.0   

Class 1- Most Harmful   0.87 0.67, 1.13 0.32 0.89 0.72, 1.11 0.33 0.96 0.79, 1.17 0.71 

 Cervical Cancer Screening 

State Structural Racism           

Class 2 - Most Protective  1.0   1.0   1.0   

Class 1- Most Harmful   0.98 0.84, 1.14 0.82 1.0 0.85, 1.21 0.89 1.0 0.86, 1.28 0.63 

Colorectal Cancer Screening 

State Structural Racism           

Class 2 - Most Protective  1.0   1.0   1.0   

Class 1- Most Harmful   0.96 0.74, 1.24 0.77 .98 0.78, 1.22 0.85 1.0 0.83, 1.29 0.76 
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Table 3. Sensitivity Analyses 

2014  Breast  Cervical  Colorectal  

  OR 95% CI p-value  OR 95% CI p-value  OR 95% CI p-value  

Sensitivity Analysis #1   
         

Education  1.03 0.79, 1.35 0.83 1.55 1.69, 2.13 0.002 1.67 1.37, 2.03 0.002 

Classification   0.72 0.47, 1.12 0.19 0.81 0.59, 1.10 0.21 0.91 0.66, 1.27 0.61 

Edu x Classification   1.26 0.92, 1.72 0.19 1.32 1.06, 1.64 0.03 0.98 0.76, 1.23 0.84 

    
         

Sensitivity Analysis #2   
         

Income   1.47 1.35, 1.59 < 0.001 2.46 1.53, 3.92 0.01 1.24 1.06, 1.44 0.04 

Classification  0.83 0.66, 1.05 0.15 0.97 0.78, 1.19 0.74 0.88 0.65, 1.17 0.39 

Inc x Classification  1.42 1.11, 1.80 0.02 1.06 0.63, 1.76 0.84 1.32 1.06, 1.63 0.03 

2016  Breast Cervical Colorectal 

  OR 95% CI p-value  OR 95% CI p-value  OR 95% CI p-value  

 Sensitivity Analysis #1   
         

Education  0.89 0.62, 1.27 0.55 1.56 1.16, 2.09 0.04 1.40 1.16, 1.69 0.01 

Classification  0.69 0.52, 0.92 0.04 0.93 0.68, 1.27 0.67 0.94 0.73, 1.22 0.67 

Edu x Classification   1.55 1.05, 2.29 0.06 1.17 0.84, 1.64 0.39 1.13 0.89, 1.41 0.32 
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Sensitivity Analysis #2   
         

Income   1.29 0.95, 1.76 0.17 1.89 1.46, 2.44 0.006 1.59 1.27, 2.00 0.02 

Classification  0.84 0.69, 1.04 0.15 1.01 0.81, 1.27 0.91 1.03 0.79, 1.34 0.85 

Inc x Classification  1.54 1.07, 2.21 0.04 1.21 0.90, 1.63 0.23 1.01 0.77, 1.32 0.94 
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Chapter 5: Conclusion  

Structural racism has increasingly been acknowledged as the root cause of health inequities in 

cancer prevention and control, yet there remain important challenges in how structural racism is 

conceptualized, examined, and addressed within cancer prevention and control. This dissertation, guided 

by PHCRP, examined these challenges across three aims. Aim 1 examined the conceptualization of 

structural racism and application of anti-racism approaches within cancer prevention and control 

research. The findings demonstrated the importance of using critical frameworks to structure a race 

conscious approach for examining and addressing structural racism. In response to this gap, the Anti-

Racism in Cancer Prevention and Control (ARCPC) framework was introduced.  

Aim 2 examined community-generated reports as a distinct form of knowledge production. The 

findings illuminated what becomes visible when other forms of knowledge are considered as legitimate 

forms of evidence within traditional research. The reports revealed a different perspective of structural 

racism, health and well-being, and recommendations for change, which is less visible in academic 

evidence alone. 

Finally, Aim 3 contributed to this work by examining the relationship between state-level policy 

environments indicative of structural racism and receipt of recommended breast, cervical, and colorectal 

screening among Black women. The findings further demonstrate the methodological challenges and 

complexities of evaluating structural racism. Though the primary analysis did not identify any statistically 

significant findings, the sensitivity findings provided an important direction for continued investigation. 

The observed pattern of lower odds of cancer screening among low-income Black women is consistent 

with this study findings and existing literature, that structural racism may operate differently depending 

upon the intersecting ways by which structural racism is experienced.  

Together the aims reveal that advancing anti-racism within cancer prevention and control 

research requires the use of critical frameworks that guide clarity in how structural racism is 

conceptualized and measured, and attention to whose knowledge informs the research and solutions. 

Most importantly, anti-racism research needs researchers committed to examining power imbalances, 

bias, and positionality within the research process itself. Reflexivity alone cannot eliminate bias, but 

critical examination of research practice can help identify how disciplinary norms and institutional 

structures influence what is studied, how it is studied, and whose knowledge is recognized. This 

dissertation reflects an interdisciplinary paradigm grounded in nursing science and public health 
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research, guided by PHCRP, that centers anti-racism as both an analytic and epistemological 

commitment. By interrogating knowledge production across multiple forms of evidence, this work 

advances a more equitable informed approach to cancer prevention and control.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 84 

REFERENCES 

1. Siegel RL, Kratzer TB, Wagle NS, Sung H, Jemal A. Cancer statistics, 2026. CA: a cancer journal for 
clinicians. 2026;76(1):e70043-n/a. doi:10.3322/caac.70043 
2. American Cancer Society I.   Cancer Facts & Figures for African American/Black People 2022-
2024. 2022.  
3. Saka AH, Giaquinto AN, McCullough LE, et al. Cancer statistics for African American and Black 
people, 2025. CA: a cancer journal for clinicians. 2025;75(2):111-140. doi:10.3322/caac.21874 
4. Braveman P, Gottlieb L. The Social Determinants of Health: It's Time to Consider the Causes of 
the Causes. Public health reports (1974). 2014;129(Suppl 2):19-31. doi:10.1177/00333549141291s206 
5. Bailey ZD, Krieger N, Agenor M, Graves J, Linos N, Bassett MT. Structural racism and health 
inequities in the USA: evidence and interventions. Lancet. Apr 8 2017;389(10077):1453-1463. 
doi:10.1016/s0140-6736(17)30569-x 
6. Williams DR, Lawrence JA, Davis BA. Racism and Health: Evidence and Needed Research. Annual 
review of public health. 2019;40:105-125. doi:10.1146/annurev-publhealth-040218-043750 
7. Jones CP. Systems of Power, Axes of Inequity: Parallels, Intersections, Braiding the Strands. 
Medical care. 2014;52(10):S71-S75. doi:10.1097/MLR.0000000000000216 
8. Krieger N. Structural Racism, Health Inequities, and the Two-Edged Sword of Data: Structural 
Problems Require Structural Solutions. Frontiers in public health. 2021;9:655447. 
doi:10.3389/fpubh.2021.655447 
9. Williams DR, Mohammed SA. Racism and Health I: Pathways and Scientific Evidence. The 
American behavioral scientist (Beverly Hills). 2013;57(8):1152-1173. doi:10.1177/0002764213487340 
10. Phelan JC, Link BG, Cook KS, Massey DS. Is Racism a Fundamental Cause of Inequalities in 
Health? Annual review of sociology. 2015;41(1):311-330. doi:10.1146/annurev-soc-073014-112305 
11. Hardeman RR, Murphy KA, Karbeah JM, Kozhimannil KB. Naming Institutionalized Racism in the 
Public Health Literature: A Systematic Literature Review. Public health reports. 133(3):240-249. 
doi:10.1177/0033354918760574 
12. Monti EJ, Tingen MS. Multiple Paradigms of Nursing Science. Advances in nursing science. 
1999;21(4):64-80. doi:10.1097/00012272-199906000-00010 
13. Sumpter D, Blodgett N, Beard K, Howard V. Transforming nursing education in response to the 
Future of Nursing 2020–2030 report. Nursing Outlook. 2022;70:S20-S31. 
doi:10.1016/j.outlook.2022.02.007 
14. American Academy of Nursing, American Nurses Association Call for Social Justice to Address 
Racism, Health Equity in Communities of Color. Targeted News Service. 2020; 
15. Ford CL, Airhihenbuwa CO. The public health critical race methodology: Praxis for antiracism 
research. Social science & medicine (1982). 2010;71(8):1390-1398. doi:10.1016/j.socscimed.2010.07.030 
16. Minas TZ, Kiely M, Ajao A, Ambs S. An overview of cancer health disparities: new approaches 
and insights and why they matter. Carcinogenesis (New York). 2021;42(1):2-13. 
doi:10.1093/carcin/bgaa121 
17. Ma Z-Q, Richardson LC. Cancer Screening Prevalence and Associated Factors Among US Adults. 
Preventing chronic disease. 2022;19:E22-E22. doi:10.5888/pcd19.220063 
18. Goddard KAB, Feuer EJ, Mandelblatt JS, et al. Estimation of Cancer Deaths Averted From 
Prevention, Screening, and Treatment Efforts, 1975-2020. JAMA oncology. 2025;11(2):162-167. 
doi:10.1001/jamaoncol.2024.5381 
19. Braveman P. Health Inequalities, Disparities, Equity: What’s in a Name? American journal of 
public health (1971). 2025;115(7):996-1002. doi:10.2105/AJPH.2025.308062 



 85 

20. Best AL, Roberson ML, Plascak JJ, et al. Structural Racism and Cancer: Calls to Action for Cancer 
Researchers to Address Racial/Ethnic Cancer Inequity in the United States. Cancer epidemiology, 
biomarkers & prevention. 2022;31(6):1243-1246. doi:10.1158/1055-9965.EPI-21-1179 
21. Bailey ZD, Feldman JM, Bassett MT. How Structural Racism Works — Racist Policies as a Root 
Cause of U.S. Racial Health Inequities. The New England journal of medicine. 2021;384(8):768-773. 
doi:10.1056/NEJMms2025396 
22. Jones CP. Levels of racism: a theoretic framework and a gardener's tale. American journal of 
public health (1971). 2000;90(8):1212-1215. doi:10.2105/AJPH.90.8.1212 
23. Yearby R. Structural Racism and Health Disparities: Reconfiguring the Social Determinants of 
Health Framework to Include the Root Cause. The Journal of law, medicine & ethics. 2020;48(3):518-526. 
doi:10.1177/1073110520958876 
24. Okah E, Thomas J, Westby A, Cunningham B. Colorblind Racial Ideology and Physician Use of 
Race in Medical Decision-Making. Journal of racial and ethnic health disparities. 2022;9(5):2019-2026. 
doi:10.1007/s40615-021-01141-1 
25. Neville HA, Awad GH, Brooks JE, Flores MP, Bluemel J. Color-blind racial ideology: Theory, 
training, and measurement implications in psychology. American Psychologist. 2013;68(6):455-466. 
doi:10.1037/a0033282 
26. Doll KM, Snyder CR, Ford CL. Endometrial cancer disparities: a race-conscious critique of the 
literature. American journal of obstetrics and gynecology. 2018;218(5):474-482.e2. 
doi:10.1016/j.ajog.2017.09.016 
27. Healthy People 2030, U.S. Department of Health and Human Services, Office of Disease 
Prevention and Health Promotion. Retrieved [date graphic was accessed], from 
https://odphp.health.gov/healthypeople/objectives-and-data/social-determinants-health. Accessed 
October 16,, 2024.  
28. Krieger N. Epidemiology and the web of causation: Has anyone seen the spider? Social science & 
medicine (1982). 1994;39(7):887-903. doi:10.1016/0277-9536(94)90202-X 
29. Freeman HP, Chu KC. Determinants of Cancer Disparities: Barriers to Cancer Screening, 
Diagnosis, and Treatment. Surgical oncology clinics of North America. 2005;14(4):655-669. 
doi:10.1016/j.soc.2005.06.002 
30. Shinagawa SM. The excess burden of breast carcinoma in minority and medically underserved 
communities - Application, research, and redressing institutional racism. Cancer. 2000;88(5):1217-1223. 
doi:10.1002/(SICI)1097-0142(20000301)88:5+<1217::AID-CNCR7>3.0.CO;2-K 
31. Aminawung JA, Soulos PR, Oladeru OT, et al. Cancer incidence among incarcerated and formerly 
incarcerated individuals: A statewide retrospective cohort study. Cancer medicine (Malden, MA). 
2023;12(14):15447-15454. doi:10.1002/cam4.6162 
32. Baker SL, Black KZ, Dixon CE, et al. Expanding the Reach of an Evidence-Based, System-Level, 
Racial Equity Intervention: Translating ACCURE to the Maternal Healthcare and Education Systems. 
Frontiers in public health. 2021;9:664709. doi:10.3389/fpubh.2021.664709 
33. Black KZ, Lightfoot AF, Schaal JC, et al. 'It's like you don't have a roadmap really': using an 
antiracism framework to analyze patients' encounters in the cancer system. Ethnicity & health. 
2021;26(5):676-696. doi:10.1080/13557858.2018.1557114 
34. Griesemer I, Lightfoot AF, Eng E, et al. Examining ACCURE’s Nurse Navigation Through an 
Antiracist Lens: Transparency and Accountability in Cancer Care. Health promotion practice. 
2023;24(3):415-425. doi:10.1177/15248399221136534 
35. Griesemer I, Gottfredson NC, Thatcher K, et al. Intervening in the Cancer Care System: An 
Analysis of Equity-Focused Nurse Navigation and Patient-Reported Outcomes. Health promotion practice. 
2023:15248399231213042-15248399231213042. doi:10.1177/15248399231213042 

https://odphp.health.gov/healthypeople/objectives-and-data/social-determinants-health


 86 

36. Griesemer I, Birken SA, Rini C, et al. Mechanisms to enhance racial equity in health care: 
Developing a model to facilitate translation of the ACCURE intervention. SSM Qualitative research in 
health. 2023;3:100204. doi:10.1016/j.ssmqr.2022.100204 
37. Ibekwe LN, Fernández-Esquer ME, Pruitt SL, Ranjit N, Fernández ME. Associations between 
perceived racial discrimination, racial residential segregation, and cancer screening adherence among 
low-income African Americans: a multilevel, cross-sectional analysis. Ethnicity & health. 2023;28(3):313-
334. doi:10.1080/13557858.2022.2043246 
38. Mitchell K-AR, Brassil KJ, Osborne ML, Lu Q, Brown RF. Understanding racial-ethnic differences in 
patient-centered care (PCC) in oncology through a critical race theory lens: A qualitative comparison of 
PCC among Black, Hispanic, and White cancer patients. Patient education and counseling. 
2022;105(7):2346-2354. doi:10.1016/j.pec.2021.11.011 
39. Williams WM, Fu MR. Understanding Breast Cancer Disparities Affecting Black Women: 
Obtaining Diverse Perspectives Through Focus Groups Comprised of Patients, Providers, and Others. 
Journal of community health. 2023;48(5):834-839. doi:10.1007/s10900-023-01227-3 
40. Agénor M, Perkins C, Stamoulis C, et al. Developing a Database of Structural Racism–Related 
State Laws for Health Equity Research and Practice in the United States. Public health reports (1974). 
2021;136(4):428-440. doi:10.1177/0033354920984168 
41. Charlot M, Stein JN, Damone E, et al. Effect of an Antiracism Intervention on Racial Disparities in 
Time to Lung Cancer Surgery. Journal of clinical oncology. 2022;40(16):1755-1762. 
doi:10.1200/JCO.21.01745 
42. Crittendon DR, LaNoue M, George B. Does Perceived Racism Affect Prostate Cancer Screening 
Rates and Patient-Provider Shared Discussions Among Black and White Men? Journal of health care for 
the poor and underserved. 2022;33(1):5-19. doi:10.1353/hpu.2022.0003 
43. Nogueira LM, Yabroff KR. Climate change and cancer: the Environmental Justice perspective. JNCI 
: Journal of the National Cancer Institute. 2024;116(1):15-25. doi:10.1093/jnci/djad185 
44. Lam B, Jamieson LM, Mittinty M. Black Lives Matter: A Decomposition of Racial Inequalities in 
Oral Cancer Screening. Cancers. 2021;13(4):848. doi:10.3390/cancers13040848 
45. Heller JC, Givens ML, Johnson SP, Kindig DA. Keeping It Political and Powerful: Defining the 
Structural Determinants of Health. The Milbank quarterly. 2024;102(2):351-366. doi:10.1111/1468-
0009.12695 
46. Manjunath C, Ifelayo O, Jones C, et al. Addressing Cardiovascular Health Disparities in 
Minnesota: Establishment of a Community Steering Committee by FAITH! (Fostering African-American 
Improvement in Total Health).  
47. Brown AF, Ma GX, Miranda J, et al. Structural Interventions to Reduce and Eliminate Health 
Disparities. Am J Public Health. Jan 2019;109(S1):S72-s78. doi:10.2105/ajph.2018.304844 
48. Gomez SL, Shariff-Marco S, DeRouen M, et al. The impact of neighborhood social and built 
environment factors across the cancer continuum: Current research, methodological considerations, and 
future directions. Cancer. 2015;121(14):2314-2330. doi:10.1002/cncr.29345 
49. Adkins-Jackson PB, Chantarat T, Bailey ZD, Ponce NA. Measuring Structural Racism: A Guide for 
Epidemiologists and Other Health Researchers. American Journal of Epidemiology. 2022;191(4):539-547.  
50. Krieger N, Wright E, Chen JT, Waterman PD, Huntley ER, Arcaya M. Cancer Stage at Diagnosis, 
Historical Redlining, and Current Neighborhood Characteristics: Breast, Cervical, Lung, and Colorectal 
Cancers, Massachusetts, 2001–2015. American journal of epidemiology. 2020;189(10):1065-1075. 
doi:10.1093/aje/kwaa045 
51. Gee GC, Ford CL. STRUCTURAL RACISM AND HEALTH INEQUITIES: Old Issues, New Directions. Du 
Bois review. 2011;8(1):115-132. doi:10.1017/S1742058X11000130 



 87 

52. Abdelhadi O, Williams M, Yan A. Structural racism as a leading cause of racial disparities in breast 
cancer quality of care outcomes: a systematic review. Frontiers in oncology. 2025;15:1562672. 
doi:10.3389/fonc.2025.1562672 
53. Yearby R, Clark B, Figueroa JF. Structural Racism In Historical And Modern US Health Care Policy: 
Study examines structural racism in historical and modern US health care policy. Health Affairs. 
2022;41(2):187-194. doi:10.1377/hlthaff.2021.01466 
54. Churchwell K, Elkind MSV, Benjamin RM, et al. Call to Action: Structural Racism as a Fundamental 
Driver of Health Disparities: A Presidential Advisory From the American Heart Association. Circulation. 
2020;142(24):e454-e468. doi:10.1161/CIR.0000000000000936 
55. Paradies Y, Ben J, Denson N, et al. Racism as a Determinant of Health: A Systematic Review and 
Meta-Analysis. PloS one. 2015;10(9):e0138511-e0138511. doi:10.1371/journal.pone.0138511 
56. Mohsini M, Lopez A. Community Data Is Trusted Evidence. Stanford Social Innovation Review. 
2025; 
57. Fleming PJ, Stone LC, Creary MS, et al. Antiracism and Community-Based Participatory Research: 
Synergies, Challenges, and Opportunities. American journal of public health (1971). 2023;113(1):70-78. 
doi:10.2105/AJPH.2022.307114 
58. Bowen GA. Document Analysis as a Qualitative Research Method. Qualitative research journal. 
2009;9(2):27-40. doi:10.3316/QRJ0902027 
59. Morgan H. Conducting a Qualitative Document Analysis. Qualitative report. 2022;27(1):64-77. 
doi:10.46743/2160-3715/2022.5044 
60. Lab. BF. 2023 Black Census: Executive Summary. 2023. https://blackfutureslab.org/ 
61. League. NU. 2025 State of Emergency: Democracy, Civil Rights & Progress Under Attack. 2025. 
State of Black America. https://stateofblackamerica.org/ 
62. Fund. BFC-o. Black Well-Being: Moving Towards Solutions Together. 2022. 
https://www.blackfuturewa.org/ 
63. Foundation. AEC. Measuring Access to Opportunity in the United States: A 10-Year Update. 2025. 
KIDS COUNT Data Snapshot. https://www.aecf.org/ 
64. Foundation. CL. Healthy Neighborhoods Research Study: Indicators Report 2016. . 2016. 
https://www.clf.org/ 
65. Jefferson-Abye D, Nuguse, R., Tamngin, R., Brooks, P., & Patel, K. Well Us Study: Wellness equity 
by lifting-up local under reported solutions. 2022. https://www.tubmanhealth.org/well-us-study 
66. Hsu C, Mogk J, Hansell L, Glass JE, Allen C. Rapid Group Analysis Process (Rap-GAP): A Novel 
Approach to Expedite Qualitative Health Research Data Analysis. International journal of qualitative 
methods. 2024;23doi:10.1177/16094069241256275 
67. Wallerstein N, Duran B. Community-Based Participatory Research Contributions to Intervention 
Research: The Intersection of Science and Practice to Improve Health Equity. American journal of public 
health (1971). 2010;100(S1):S40-S46. doi:10.2105/AJPH.2009.184036 
68. Jahn JL, Zubizarreta D, Chen JT, et al. Legislating Inequity: Structural Racism In Groups Of State 
Laws And Associations With Premature Mortality Rates. Health affairs (Millwood, Va). 2023;42(10):1325-
30A. doi:10.1377/hlthaff.2023.00471 
69. Zubizarreta D, Beccia AL, Chen JT, Jahn JL, Austin SB, Agénor M. Structural Racism-Related State 
Laws and Healthcare Access Among Black, Latine, and White U.S. Adults. Journal of racial and ethnic 
health disparities. 2025;12(3):1432-1445. doi:10.1007/s40615-024-01976-4 
70. Bowleg L. A Framework for Applied Intersectionality Research (FAIR): Reframing Intersectionality 
as a Tool to Advance Health Equity and Social Justice Action, Not Just Empirical Research. Annual review 
of public health. 2026;47(1):369-392. doi:10.1146/annurev-publhealth-081324-042610 
71. Society AC. Cancer Facts & Figures for African Americans 2021-2023. 2021.  

https://blackfutureslab.org/
https://stateofblackamerica.org/
https://www.blackfuturewa.org/
https://www.aecf.org/
https://www.clf.org/
https://www.tubmanhealth.org/well-us-study


 88 

72. DeSantis CE, Miller KD, Goding Sauer A, Jemal A, Siegel RL. Cancer statistics for African 
Americans, 2019. CA: a cancer journal for clinicians. 2019;69(3):211-233. doi:10.3322/caac.21555 
73. Adekunle TE, Adekunle TB, Thomas S. Reconstructing trust in preventive care: Black women's 
perspectives on equity-centered, cervical care interventions. . Ethnicity & Health. 2026;31(1):1-18. 
doi:https://doi.org/10.1080/13557858.2025.2577130 
74. Simon MS, Thomson CA, Pettijohn E, et al. Racial Differences in Colorectal Cancer Incidence and 
Mortality in the Women's Health Initiative. Cancer epidemiology, biomarkers & prevention. 
2011;20(7):1368-1378. doi:10.1158/1055-9965.EPI-11-0027 
75. Loomans-Kropp HA, Umar A. Cancer prevention and screening: the next step in the era of 
precision medicine. NPJ precision oncology. 2019;3(1):3-3. doi:10.1038/s41698-018-0075-9 
76. Crosby D, Bhatia S, Brindle KM, et al. Early detection of cancer. Science (American Association for 
the Advancement of Science). 2022;375(6586):eaay9040. doi:10.1126/science.aay9040 
77. Control CfD. U.S. Department of Health & Human Services - CDC Behavioral Risk Factor 
Surveillance System (BRFSS). Center for Disease Control. Accessed June 28, 2026, 
https://catalog.data.gov/dataset/cdc-behavioral-risk-factor-surveillance-system-brfss 
78. Force. USPST. About The USPSTF Accessed August 18, 2026, 2026. 
https://www.uspreventiveservicestaskforce.org/uspstf/about-uspstf 
79. Force USPST. Breast Cancer: Screening,. Accessed March 10, 2025, 
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/breast-cancer-screening-2009 
80. United States Preventive Services Task Force. Cervical Cancer: Screening. Accessed March 10, 
2025, https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/cervical-cancer-
screening-2012 
81. Force. USPST. Colorectal Cancer: Screening. Accessed March 10, 2025, 
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening-
2008 
82. Poulson MR, Kenzik KM, Singh S, et al. Redlining, structural racism, and lung cancer screening 
disparities. The Journal of thoracic and cardiovascular surgery. 2022;163(6):1920-1930.e2. 
doi:10.1016/j.jtcvs.2021.08.086 
83. Duffy SW, Myles JP, Maroni R, Mohammad A. Rapid review of evaluation of interventions to 
improve participation in cancer screening services. Journal of medical screening. 2017;24(3):127-145. 
doi:10.1177/0969141316664757 
84. Davis T, Arnold C, Wolf M, Bennett C, Liu D, Rademaker A. Joint breast and colorectal cancer 
screenings in medically underserved women. The Journal of community and supportive oncology. 
2015;13(2):47-54. doi:10.12788/jcso.0108 

 

 

 

 

 

 

 

https://doi.org/10.1080/13557858.2025.2577130
https://catalog.data.gov/dataset/cdc-behavioral-risk-factor-surveillance-system-brfss
https://www.uspreventiveservicestaskforce.org/uspstf/about-uspstf
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/breast-cancer-screening-2009
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/cervical-cancer-screening-2012
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/cervical-cancer-screening-2012
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening-2008
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/colorectal-cancer-screening-2008

	Chapter 2: Addressing Structural Racism in Cancer Prevention and Control: A Scoping Review and Application of Public Health Critical Race Praxis…............................................................................. 17
	Chapter 3: Centering Community Knowledge: A Comparative Document Analysis of Community-Generated Reports on Black Health and Well-Being Using Public Health Critical Race Praxis............40
	Chapter 4: Examining Association Between State-Level Policies Indicative of Structural Racism and Receipt of Cancer Screening Among U.S. Black Women……………………................................................66
	Chapter 5: Conclusion..........................................................................................................................81
	Acknowledgements

