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Race and Ethnicity, Racism, and Population Health in
the United States: The Straightforward, the Complex,
Innovations, and the Future

Robert A. Hummer

ABSTRACT For far too long, U.S. racialized groups have experienced human suffering
and loss of life far too often and early. Thus, it is critical that the population sciences
community does its part to improve the science, education, and policy in this area of
study and help to eliminate ethnoracial disparities in population health. My 2022 PAA
Presidential Address focuses on race and ethnicity, racism, and U.S. population health
in the United States and is organized into five sections. First, I provide a descriptive
overview of ethnoracial disparities in U.S. population health. Second, I emphasize the
often overlooked scientific value of such descriptive work and demonstrate how such
seemingly straightforward description is complicated by issues of population hetero-
geneity, time and space, and the complexity of human health. Third, I make the case
that the population sciences have generally been far too slow in incorporating the role
of racism into explanations for ethnoracial health disparities and lay out a conceptual
framework for doing so. Fourth, I discuss how my research team is designing, col-
lecting, and disseminating data for the scientific community that will have potential
to, among many other purposes, create a better understanding of ethnoracial health
disparities and the role of racism in producing such disparities. Finally, I close by sug-
gesting some policy- and education-related efforts that are needed to address racism
and population health within U.S. institutions.

KEYWORDS Racism ¢ Population health ¢ Ethnoracial disparities * Add Health °
Demography

Introduction

The 2020 murder of George Floyd in Minneapolis and the large racial and ethnic dis-
parities in sickness, hospitalization, and death during the COVID-19 pandemic have
brought widespread attention to issues of race and ethnicity, racism, and population
health in the United States. Such tragedies have also fed into the country’s already
poor population health profile and very wide health disparities. At the same time,
some leading politicians have denied the existence of systemic racism in the United

Note This essay represents the revision of my Presidential Address given at the 2022 annual meeting of the Population
Association of America, April 8, 2022, Atlanta, GA.
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634 R. A. Hummer

States, and others have proposed or helped pass laws to regulate what can and cannot
be taught in schools regarding race and racism. It is clear, then, that we are at a cross-
roads if we want to better understand racial and ethnic disparities in health and other
dimensions of social life in the United States. Hence, it is as important as ever that
the population sciences community weighs in and develops a better understanding of
the issues and facts at hand and works to ensure that our research findings help edu-
cate the public and inform policy in the effort to eliminate health disparities and help
create a better society for all.

In this essay, I make the case that the population sciences community has a central
role to play in this critical area of societal concern. Our serious engagement in this
area is of the utmost importance for at least three scientific reasons. First, U.S. pop-
ulation health is poor relative to that of other high-income countries, and racial and
ethnic health disparities are wide (Becker et al. 2021; Woolf and Aron 2013). Second,
while population scientists have for decades led the way in accurately describing
racial and ethnic health disparities, that task is as challenging as it has ever been and
our expertise is especially needed. Third, at the same time, the population sciences
community has fallen short in incorporating the concept and role of racism in under-
standing racial and ethnic health disparities; that needs to change. Beyond scientific
reasons, there are also moral reasons to engage in this area of work. Indeed, health
disparity statistics are not simply numbers; those numbers represent lost lives and
human suffering for sizable groups of people. There is profound injustice in such
disparities that demands our attention.

Drawing on the foregoing issues, my essay is divided into five sections. First,
I describe the enormous contributions that population scientists have made and
continue to make regarding the documentation of racial and ethnic disparities
in U.S. population health. Second, I argue that such seemingly straightforward
description is both complicated by and can also be clarified by attention to popula-
tion heterogeneity, time and space, and the careful measurement of both race and
ethnicity and human health. Third, I discuss the conceptualization and measure-
ment of racism for research on racial and ethnic disparities in population health,
which is the scientific frontier in this area of study.! Fourth, I summarize data col-
lection work that my colleagues and I are doing in the development of Wave VI
of the National Longitudinal Study of Adolescent to Adult Health (Add Health)—
work that we hope facilitates the short- and long-term study of race and ethnicity,
racism, and U.S. population health. In my brief closing section, I urge the popu-
lation sciences community to be bold in providing policymakers, students, and
the general public with critical data and research findings that can be used to help
understand and eliminate long-standing, unjust, and harmful ethnoracial dispari-
ties in population health.

! Tam fully cognizant that race and ethnicity are not identical constructs and discuss them in greater depth
later in this essay. However, the racialization process in the United States and elsewhere has created a
fuzzy boundary between the two concepts (Williams 2012), making it challenging to empirically capture
fully distinct differences between them. I use “race” and “race and ethnicity” interchangeably throughout
the essay and use the term “ethnoracial” instead of racial/ethnic to refer to the broad set of categories I
discuss.
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The Straightforward

Demography as Foundational for Accurately Documenting Ethnoracial
Disparities in Health

Racial and ethnic disparities in health and mortality cannot be understood without the
tools and concerns that form the core of demography as a scientific discipline (Nam
1979; Poston 2019; Preston et al. 2001; Siegel and Swanson 2004). We carefully con-
struct rates with concerns regarding both numerators and denominators, use statistical
tools like standardization to take age differences across populations into account, and
produce accurate life tables for the U.S. population as a whole and for its large sub-
groups. We design our studies to be representative of geographically defined popula-
tions and give substantial attention to population heterogeneity within our data. We
also pay obsessive attention to data quality and measurement issues, and think about
and measure time in the three dimensions of age, period, and cohort. And demog-
raphers are careful with regard to issues of causality: we employ causal modeling
approaches only when the data and designs are appropriate and use causal language
with care. It is the core tools and concerns of demography that provide population
scientists with such a high degree of credibility within the scholarly community and
among policymakers. Drawing on these core tools and concerns of demography,
I now provide a brief overview of current U.S. ethnoracial health disparities.

Racial and Ethnic Disparities in Population Health: A Brief Overview

It is clearly documented that Black Americans have higher all-cause mortality rates
at most ages across the life course and live significantly shorter lives on average than
White Americans. Figure 1 shows estimates of life expectancy at birth for Black
Americans and White Americans from 1900 to 2020. Black Americans lived an esti-
mated 14.6 years shorter, on average, than White Americans in 1900 (Arias et al.
2017). While both groups exhibited substantial increases in life expectancy across
the twentieth century and through the first decade of the twenty-first century, the
Black—White disparity in life expectancy was still an estimated 3.5 years in 2013
(Arias et al. 2017).

Unfortunately, White Americans exhibited modest declines in life expectancy in
the mid-2010s and then a COVID-19-related decline of an estimated 1.4 years in
2020 compared with 2019 (Arias and Xu 2022; Woolf et al. 2021). While life expec-
tancy for Black Americans continued to inch upward in the mid- and late 2010s, they
experienced a much more substantial 3.3-year estimated COVID-19-related decline
in life expectancy in 2020 relative to 2019 (Woolf et al. 2021). As a result, as the third
decade of the twenty-first century unfolds, Black American life expectancy at birth
is 5.8 years shorter than that of White Americans (Arias and Xu 2022; Woolf et al.
2021), a disparity similar to what was seen in the late 1990s. Perhaps most alarming,
life expectancy at birth for Black males was just 67.8 years in 2020 (Arias and Xu
2022; Woolf et al. 2021), a figure about three years lower than the estimated male
life expectancy of 71 in the world as a whole (Heuveline 2022). Unfortunately, the
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Fig. 1 Life expectancy at birth for Black and White Americans from 1900 to 2020. Prior to 1929, figures
are based on select states. Prior to 1970, estimates for Black Americans include other non-White groups.
Sources: Arias et al. (2017), Arias and Xu (2020), and Woolf et al. (2021).

Black—White life expectancy disparity is not just a statistic; it reflects excess deaths
and tragedy among Black Americans that occur far too early, year in and year out, and
represents heartbreak and stress for decedents’ family members, friends, and neigh-
bors (Donnelly et al. 2020; Satcher et al. 2005; Umberson et al. 2017; Wrigley-Field
2020).

The overall shorter lives for Black Americans in comparison with White Americans
are paralleled by worse self-assessments of physical health, higher prevalence of
morbidity across a wide range of bodily systems, worse indicators of cognitive and
physical functioning, and higher levels of disability. For example, Hummer and Gutin
(2018) reported age-standardized rates of hypertension, diabetes, functional limita-
tions, and activity limitations among U.S.-born Black women aged 65+ that were
1.5 to 3.0 times as great as rates among their U.S.-born White counterparts. These
disparities are not specific to women; they are also wide and nearly ubiquitous for
men (Hummer and Gutin 2018). Importantly, the higher mortality rates and worse
health of Black Americans relative to White Americans is not exclusive to those aged
65 or older; these patterns are generally mirrored in earlier stages of the life course.
For example, although twenty-first-century increases in White American midlife
mortality are justifiably problematic and have garnered tremendous research and
policymaker attention, the 2021 Consensus Study on High and Rising Mortality Rates
Among Working-Age Adults (Becker et al. 2021:401) concluded that “working-age
mortality rates were much higher among Blacks than among Whites throughout the
1990-2017 period.”

Tragically, the maternal mortality rate is also 3.5 times as high among Black
women as among White women (MacDorman et al. 2021), mortality for Black
Americans aged 1-24 is 1.6 times that of White Americans (Rogers et al. 2021;
Rogers et al. 2017), and the infant mortality rate for babies born to Black women is

2017
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2.3 times as high as for babies born to White women (Ely and Driscoll 2020). More-
over, these elevated mortality rates for Black Americans in early segments of the life
course are echoed in myriad worse health outcomes as well, including but not limited
to cardiovascular diseases, most cancers, infectious diseases, and many measures of
physical functioning and disability (Geronimus et al. 2006; Hummer and Gutin 2018;
Williams 2012). Lest anyone think that U.S. racial equity has been achieved or is
even within sight, this brief overview should serve to dispel such a notion.

Unfortunately, ethnoracial health disparities are not limited to Black vis-a-vis
White Americans. Indeed, data clearly indicate enormous population health dispar-
ities between the American Indian or Alaska Native (AIAN) population and White
Americans. For example, the inaugural federal government report on the mortality
and life expectancy of the AIAN population, using data from 2019, showed that they
have, by far, lower estimated life expectancy at birth (71.8 years) than any other
ethnoracial group in the country (Arias et al. 2021); moreover, the 2020 COVID-19-
induced life expectancy decline was largest (4.7 years) among the AIAN population
(Arias and Xu 2022). Earlier, Iliya Gutin and [ used data from two large nationally rep-
resentative surveys to document AIAN population health vis-a-vis other ethnoracial
groups for those aged 45-64 and those aged 65+; we also concluded that the ATAN
adult population exhibited the worst health profile of any ethnoracial group in the
country (Hummer and Gutin 2018). Such poor health for AIAN adults cuts across
many diseases, self-reports, and causes of death, illustrating that a narrow focus on
improving one or just a few conditions or diseases is not the best pathway to achiev-
ing equity with other groups.

In recent decades, Hispanic and Asian American populations have grown the fast-
est and now account for approximately 19% and 7%, respectively, of the U.S. pop-
ulation (U.S. Census Bureau 2021). Given the rapid growth of these populations,
there has understandably been growing interest in their population health patterns
and trends as well. And some of the news is positive. For example, despite some
data uncertainties, Asian Americans as a group exhibit lower age-specific mortality
rates, substantially higher life expectancy, and more positive population health pro-
files compared with all other U.S. ethnoracial groups (Acciai et al. 2015; Hummer
and Gutin 2018). Of course, there are important exceptions and caveats to such a
positive broad appraisal. To briefly mention just two: the population health profile is
much less positive among Filipino, Hmong, Vietnamese, and Cambodian Americans
compared with Chinese, Japanese, Korean, and Indian Americans (Adia et al. 2020;
Baluran and Patterson 2021; Cho and Hummer 2001; Frisbie et al. 2001), and pop-
ulation health measures tend to be less favorable among U.S.-born Asian Americans
than among Asian immigrants (Hummer and Gutin 2018; Singh et al. 2013).

Heterogeneity by immigrant status and national origin also characterizes the pop-
ulation health profile of Hispanic individuals. Similar to Asian Americans, Hispanic
immigrants exhibit lower mortality rates, higher life expectancy, and a generally
healthier profile than U.S.-born Hispanics (Alcantara et al. 2017; Hummer et al. 2007,
Markides and Eschbach 2005). Indeed, several studies estimated that life expectancy
at birth, at age 25, and at age 65 for Hispanic immigrants is 2—-3 years higher than
that of U.S.-born Hispanic people (Lariscy et al. 2015; Singh et al. 2013). And by
national origin, Cuban and Dominican Americans tend to exhibit more positive popu-
lation health profiles than Puerto Ricans or Mexican Americans (Franzini et al. 2001;
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Gutin and Hummer 2018; Markides and Eschbach 2005). Hence, as with all of the
large ethnoracial groups discussed thus far, a simple and straightforward description
of Hispanic population health is challenging at best.

Nonetheless, overall, the U.S. Hispanic population exhibits some health indicators
that are relatively favorable compared with those of the non-Hispanic White popula-
tion and others that are less favorable. For example, Hayward et al. (2014) showed that
while life expectancy at age 50 for both U.S.-born and foreign-born Hispanic popula-
tions is higher than that for their White counterparts, unhealthy life expectancy at age
50—which is measured by average years lived with a disability—is substantially higher
for both Hispanic groups relative to their White counterparts. Moreover, the COVID-19
pandemic has exhibited some of its greatest devastation on the Hispanic population,
as perhaps most clearly and tragically evident in the estimated 3.9-year decline in
Hispanic life expectancy in 2020 (Woolf et al. 2021). Such a decline has resulted in the
near complete loss of the longtime Hispanic mortality advantage relative to the non-
Hispanic White population (Arias and Xu 2022; Sdenz and Garcia 2021).

Finally, the population health profile of the non-Hispanic White population of the
United States, which remains the largest ethnoracial group in the country at about
60% of the population (U.S. Census Bureau 2021), is perhaps best characterized by
adjectives such as unexceptional or mediocre. Indeed, the 2018 life expectancy at
birth for U.S. non-Hispanic White individuals of 78.6, while 3.9 years longer than
that for the non-Hispanic Black population, was 3.2 years shorter than that for the
Hispanic population. Moreover, the White life expectancy at birth of 78.6 years, if
separately specified, would place 29th of the 37 countries in the OECD. Note as well
that these 2018 life expectancy statistics were, of course, prior to the devastation of
the COVID-19 pandemic on U.S. life expectancy. Similarly, the U.S. infant mortal-
ity rate (IMR) per 1,000 live births in 2018 for non-Hispanic White women of 4.63
is substantially lower than that for non-Hispanic Black and ATAN women, modestly
lower than that for Hispanic women, and 27.5% higher than that for Asian American
women. The IMR of 4.63 for non-Hispanic White women is also higher than that for
the average OECD country and, if separately specified, would rank 30th out of 37 of
all OECD countries (United Health Foundation 2020).

Overall, this brief description points to two important conclusions echoed in other
recent assessments of U.S. population health (Crimmins et al. 2010; Hummer and
Gutin 2018; Hummer and Hamilton 2019; Woolf and Aron 2013). First, it is clear
that there continue to be very wide ethnoracial disparities in population health that
are especially damaging to the Black and American Indian or Alaska Native popula-
tions in the United States, but that are also evidenced among particular subgroups of
the Hispanic and Asian American populations. Second, even though U.S. ethnoracial
health disparities are often gauged in comparison to the non-Hispanic White popula-
tion, the population health profile of non-Hispanic White Americans compares quite
unfavorably with most OECD countries around the world. When U.S. ethnoracial
health disparities are gauged with the non-Hispanic White population serving as a
reference group, the bar is not high. Together, these summary conclusions also inti-
mate that the context of life in the United States is not conducive to favorable popu-
lation health for even the most economically, socially, and politically powerful group
in the country, a point that strongly suggests major societal changes are needed for the
improvement of population health across the board.
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Complexities and Clarifications

The foregoing overview, while informative at one level, is limited not only by its
generality, but also by my largely ignoring important nuances that are key to more
fully understanding ethnoracial disparities in population health and developing a
thoughtful research and policy agenda in this area of study. Thus, I focus this sec-
tion on three issues of complexity and clarification: (1) the conceptualization and
measurement of race, ethnicity, and ethnoracial categorization; (2) population het-
erogeneity and its meaning; and (3) the complexity of human health. I end this
section with commentary on the fundamental importance of accurate description in
this area of science.

Conceptualizing and Measuring Race and Ethnicity

In an important project that systematically examined published scientific work on
race, ethnicity, and population health since 1995 in leading journals of epidemiol-
ogy, Martinez et al. (2023) showed that the vast majority of papers on ethnoracial
disparities in health did not define race or ethnicity or provide readers with any
sense of why race and ethnicity are measured as they are. Given the damaging and
discredited biological notions of race and ethnicity that dominated American sci-
ence throughout much of the 1900s (Duster 2001; Frank 2007; Morning 2009), it
is crucial that population scientists make explicit what we mean and measure when
using the concepts of race and ethnicity (Krieger 2003; LaVeist 1996; Martinez
et al. 2023; Roth 2016).

To that end, race and ethnicity are both sociohistorical constructs that vary across
time and place (Martinez et al. 2023); they capture social, political, economic, and
cultural domination on the one hand, and exploitation and oppression on the other
(Williams 2012). The process of racialization, driven by racism, distinguishes the
dominant group(s) from those who are exploited and oppressed (Omi and Winant
2015). Racialized groupings are often created around physical characteristics such as
skin tone and are constructed and maintained by dominant social groups to restrict
and protect valued societal resources, including education, power, privilege, money,
space, and time. Ethnic groupings are largely composed around cultural characteris-
tics, such as language, food, and dress, but may also be created around physical char-
acteristics. Because the distinctions between race and ethnicity are fuzzy given that
the characteristics used to construct and organize racialized groups overlap with the
characteristics used to organize ethnic groupings, I combine the concepts of race and
ethnicity into an ethnoracial construct and categorize Americans into the umbrella
groupings of Black, American Indian or Alaska Native, Hispanic, Asian, and White
(i.e., Williams 2012). Importantly, these are neither biologically based nor static cat-
egories, but instead reflect the sociohistorical constructs of race and ethnicity as they
currently exist in U.S. society (Martinez et al. 2023). I further recognize tremen-
dous heterogeneity within each of these umbrella ethnoracial groupings; that is, these
groups are all internally heterogencous according to individuals’ national origins,
language use, social and economic characteristics, phenotypic features, geographic
distribution, and more.
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Multidimensional Human Beings, Population Heterogeneity, and Meaning

Understanding ethnoracial disparities in health necessitates that researchers recog-
nize that individuals are not one-dimensional racial and ethnic beings. Indeed, our
personal identities encompass varied dimensions that include but are not limited
to age, birth cohort, biological sex, gender identity, sexual orientation, skin color,
other aspects of physical appearance and physical ability, nativity, legal status, vet-
eran status, socioeconomic status, religious denomination, geography of residence,
and more. Relatedly, at the population level, racial and ethnic subgroups are not
internally homogeneous and comprise people of various backgrounds, characteris-
tics, and statuses who live in varied contexts. Demographers have, of course, long
been obsessed with population heterogeneity, even coining a cute phrase for it:
“broken down by age and sex.” But population heterogeneity goes well beyond age
and sex, not only in terms of the dimensions of identity under consideration but also
in the complexity of meaning underlying such heterogeneity. Taking into account
such heterogeneity—not only statistically, but also conceptually—is critical in
describing and understanding ethnoracial disparities in population health. And
while thorough consideration of heterogeneity that takes into account all dimen-
sions of identity is typically impossible even with the largest data sets that we work
with, serious attention to heterogeneity and its meanings is always encouraged
(Crenshaw 1991).

One example of population heterogeneity that has implications for research in this
area focuses on nativity and duration of residence in the United States and how they
affect ethnoracial disparities in health. With the substantial growth of the U.S. immi-
grant population since the mid-1960s, research findings began to emerge—the sound-
ness of which was sometimes doubted—showing favorable population health and
mortality patterns among Hispanic immigrants relative to their U.S.-born Hispanic
and U.S.-born White counterparts (Elo et al. 2004; Hummer et al. 2000; Markides
and Coreil 1986). As this body of work matured, it became clear that not only was
the Hispanic immigrant health and mortality advantage real (Hummer et al. 2007;
Turra and Elo 2008), but also that foreign-born individuals tended to exhibit better
health (with some exceptions) and lower mortality rates than U.S.-born individuals
in every racial and ethnic group (Hamilton and Hummer 2011; Hummer, Biegler
et al. 1999; Hummer, Rogers et al. 1999; Mehta et al. 2016; Singh et al. 2013). Such
findings clearly illustrate that estimates of ethnoracial disparities in health must be
sensitive to the immigrant composition of each group and that the immigrant and
native-born components of each group should be separately considered in analyses,
if at all possible.

Unfortunately, some population health research findings have also suggested that
the noted immigrant health or mortality advantage may diminish with increased time
spent in the United States (among the immigrant generation) and across generations
(Antecol and Bedard 2006; Cho et al. 2004; Hamilton et al. 2011; Jasso et al. 2004,
Riosmena et al. 2013). The methods for accurately documenting such population
health deterioration have been hotly debated in the literature and remain ripe for con-
tinued research; indeed, some studies found a continued mortality advantage among
long-term U.S. immigrants (Zheng and Yu 2022). It is also clear that immigrant selec-
tivity—the idea that immigrants are a generally healthy subset of individuals from
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sending countries relative to those who do not migrate—is an important explana-
tion for favorable immigrant population health patterns (Akresh and Frank 2008;
Riosmena et al. 2017). But in addition, life in the United States, across both time
and generations, may not be conducive to the maintenance of favorable population
health among immigrant groups. This seems to especially be the case for those who
are racialized into racial and ethnic minority groups given their national origin or
darker skin tone and who subsequently encounter significant experiences of racism
in the United States (Engelman and Ye 2019; Hamilton 2019; Hamilton and Hummer
2011; Hummer and Hayward 2015; Monk 2021; Riosmena et al. 2017; Viruell-
Fuentes et al. 2012). Conceptually, then, the immigrant composition of racial and eth-
nic groups is much more than a statistical issue of population heterogeneity; taking
such heterogeneity into serious account involves understanding not only why immi-
grants tend to exhibit such initially favorable health patterns but why such initially
good health may tend to decline over time.

The Complexity of Human Health

Among the many challenges related to the accurate documentation and understand-
ing of racial and ethnic health disparities is the complexity of human health. I have
intentionally focused thus far on general measures of population health. Such general
measures are widely used in the population sciences, in part because they are easier
to assess than more specific measures and in part because they facilitate comparisons
across ethnoracial groups, time, and space. Moreover, the purpose of the population
health sciences is not to cure diseases or treat individual patients, but rather to accu-
rately document and explain the health of the population as a whole and its constit-
uent subgroups so that the information can be used by policymakers and the public
for the betterment of society (Hummer and Hamilton 2019). Hence, the widespread
utilization of general measures of health in the population sciences is most often well
justified and facilitates informed policy and programmatic solutions that focus on the
upstream historical, social, and cultural factors affecting the general health of large
groups of people in defined geographic areas rather than on the downstream factors
related to specific diseases or individuals.

Nonetheless, a sole focus on general measures of health is limiting. Indeed,
the COVID-19 pandemic propelled many in our field to focus on accurately doc-
umenting infection, hospitalization, and death rates by age, sex, race and ethnicity,
socioeconomic status, geographic area, and more. Such a disease-specific focus
has been critically important in understanding which groups COVID-19 is affect-
ing most significantly and how solutions should be tailored. Similarly, it is criti-
cal that population scientists focus efforts on biomarkers of health that facilitate
detection of health disparities and trends prior to the emergence of disease or death
(Harris 2010). Our field’s expansion of biological health measurement in large
population-based data sets has been extraordinary over the last two decades (Harris
and McDade 2018), leading to much more refined understanding of ethnoracial
disparities in health even when full-blown disease and death are relatively uncom-
mon, such as in young adulthood (Geronimus et al. 2006; Harris 2010; Richardson
et al. 2021).
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In short, population sciences work on racial and ethnic disparities is needed and
important when either very general or much more specific measures of health are uti-
lized. Moreover, the World Health Organization’s (2006:1) definition of health—*"a
state of complete physical, mental and social well-being and not merely the absence
of disease or infirmity”—is important to keep in mind; while I’ve used a classic
demographic measure of population health (i.e., alive versus not) in much of the pre-
ceding text, health is much more than simply being alive. Our data collection efforts
and analytic focus should account for varied measures of health, including those that
are both self-reported and collected via physical measurement or biospecimen; those
that are physical, cognitive, functional, mental, and social; and those that may be
most appropriate and important in different stages of the life course and among dif-
ferent population subgroups. In addition, the illnesses and diseases that make us sick
are not necessarily those that cause us to die. For example, the relatively high life
expectancy of the U.S. Hispanic immigrant population is accompanied by very high
levels of disability in late life (Hayward et al. 2014; Sheftel and Heiland 2018), most
likely because of the tolls that demanding physical labor takes on the knees, hips,
and backs of many Hispanic immigrant adults, without necessarily resulting in early
death. Accordingly, population health scientists should not fully rely on either general
measures of health or specific measures that may obscure large-scale understandings
of racial and ethnic disparities; rather, a balance of attention to both general and spe-
cific measures is necessary.

The Centrality of Accurate Description

Far too often, scientific work on racial and ethnic health disparities pays short shrift
to description and jumps too quickly to explanation and even policy recommenda-
tions. Such dismissal of description is a big mistake. Indeed, ethnoracial disparities
in population health are neither static across time nor fixed across places. Groups and
health patterns change and can sometimes do so quite quickly, as in the case of large
immigration flows, shifts in ethnoracial identification (e.g., the racialization process),
or new disease outbreaks. And the differing compositions and contexts of places can
and do result in ethnoracial health disparities that vary across place and consequently
provide important clues toward explanation and effective policy making (Burgard
et al. 2021). Similarly, birth cohort after birth cohort experiences life in ways unlike
any others, necessitating continued attention to the accurate description of ethnoracial
disparities specific to cohort context (Masters et al. 2014). Moreover, population
health data are always imperfect and fresh data may shed descriptive light on previ-
ously unknown patterns and trends. In addition, population heterogeneity, especially
within ethnoracial groups, is typically not accounted for very well, if at all, in work
on racial disparities.

In short, a key and critical strength of the population sciences and in demography
more narrowly is obsession with getting the facts right. I urge the population sciences
research community, funding agencies, and scientific journals to devote serious time
and resources toward accurate description of ethnoracial health disparities, and par-
ticularly so in a rapidly changing and complex society. Indeed, accurate description
necessarily precedes explanation and effective action.
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“Innovation”: Incorporating Racism Into the Study of Racial
and Ethnic Disparities in Population Health

The population sciences community and much of the scientific community writ large
have seriously lagged in efforts toward conceptualizing racism and developing mea-
sures of it that may be used in studies of population health. This lag is due in part to
the complexity of the concept of racism, which I will discuss below. For now, it is
important to note that racism is a multilevel, multi-institutional, historical, and con-
temporary concept that, if taken seriously, necessitates explicit attention in all steps
of the research process in this area of study, including in the questions we ask, the
theories and literature we draw upon, the hypotheses we test, the data we collect, the
measures we employ, the analytic tools we use, and the conclusions we make. This
idea is not new (Horton 1999; Horton and Sykes 2001; Zuberi and Bonilla-Silva
2008). Unfortunately, lagged interest in racism as a central and scientific concept
in population health is our own collective faults. Only in the last few years have
the most powerful scientific funding agencies, professional associations, universities,
and think tanks seriously begun to engage with racism as a scientific and measur-
able construct that is central to American society. Such long-term institutional- and
individual-level neglect needs to change.

Long predating the origins of the Population Association of America, W. E. B.
Du Bois was the pioneer in studying racial disparities in health and mortality in the
United States. His painstaking work provided empirical evidence on the racism-
induced social conditions underlying such disparities in Philadelphia and other cities
around the country (Du Bois 1906/2003, 1899/2007); notably, he also counteracted
racist pseudo-scientific work at the time that attributed disparities to the biological
inferiority of Black Americans. Echoing Du Bois, Preston and Haines (1991) much
later discussed and statistically modeled the caste-like racial conditions of life in the
United States circa 1900, which resulted in enormous racial disparities in infant and
child mortality at that time. Efforts toward directly conceptualizing and measuring
racism in population health studies finally began to gain substantial momentum in the
very late twentieth century and early twenty-first century when a number of scholars
pushed scientific thinking and measurement forward in this area of study, roughly
100 years following Du Bois’s lead (Bailey et al. 2017; David and Collins 1991;
Gee and Ford 2011; Geronimus 1992; Hardeman et al. 2018; Horton 1999; Horton
and Sykes 2001; Hummer 1996; Jackson et al. 1996; Krieger 2003; Krieger et al.
1993; LaVeist 1992; Nazroo 2003; Williams 1996; Williams and Collins 1995; Zuberi
and Bonilla-Silva 2008). As just one example, Horton (1999:363-364) advanced the
critical demography paradigm that challenged researchers to “make explicit the man-
ner in which the social structure differentiates dominant and subordinate groups in
society.” Horton (1999) further argued that explanations of population health dispar-
ities must challenge assumptions about the way that society is thought to work by
dominant groups.

Along with this flurry of largely theoretical papers, other important efforts
emerged focusing on the conceptualization, operationalization, and use of measures
of racism in population health studies (see Williams et al. 2019 for a review). Most
prevalent have been studies using measures of self-reported, individual-level dis-
crimination developed by David Williams and colleagues (e.g., Sternthal et al. 2011)
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that have increasingly been incorporated into large-scale U.S. data collection efforts.
More recently, such individual-level measures have been expanded to include not
only self-reports of discriminatory treatment and its attribution (e.g., to race, immi-
grant status, sex) but also reports of vigilance, anticipatory discrimination, and vicar-
iously experienced discrimination. Together, these survey-based measures of racism
tap into individuals’ experiences with thinking about, preparing for, and experienc-
ing everyday racist encounters; they have been shown to exhibit associations with a
number of mental and physical health outcomes (e.g., DeAngelis 2020; Hicken et al.
2013; Hicken et al. 2018). Continued measurement innovations are needed to best
assess multiple forms and experiences of individual-level, day-to-day discrimination,
including the need for greater inclusion of such measures in longitudinal data collec-
tion efforts (Williams et al. 2019).

Less prevalent but gaining substantial momentum are efforts to incorporate mea-
sures of structural or cultural racism into population health studies (Williams et al.
2019). For example, creative work by Brown and Homan (2021) conceptualized and
measured structural racism at the state level and linked the measures to individual-
level population health data. Their work documented that structural racism is operat-
ing in all U.S. states, but that the level of such racism varies considerably across states.
Moreover, they showed that higher levels of structural racism are associated with a
number of worse individual-level adult health outcomes for Black Americans but
not White Americans. Their study provides the kind of theory-driven, measurement-
intensive, foundational work in this area of scholarship that should spur many related
efforts in the years to come.

All that said, efforts in conceptualizing, measuring, and understanding the effects
of racism on U.S. population health are very challenging. Such work involves con-
ceptualizing and measuring social, economic, political, and cultural contexts that
have played out in American society for centuries and that continue to do so, but that
are also changing across time and may differ across places such as states, counties,
cities, neighborhoods, schools, and worksites. I echo the pathbreakers discussed and
cited above in strongly encouraging major research efforts in this area that challenge
assumptions, push boundaries, and establish new knowledge regarding ethnoracial
disparities in population health through the incorporation of racism into our scholarly
community’s questions of interest, theories, models, measures, and methods.

Defining Racism

Borrowing from Williams et al. (2019:106), racism is “an organized social system
in which the dominant racial group, based on an ideology of inferiority, categorizes
and ranks people into social groups called ‘races’ and uses its power to devalue,
disempower, and differentially allocate valued societal resources and opportunities
to groups defined as inferior.” A critical aspect of this definition is the concept of
“social system.” In the U.S. case, such a system was created by European-origin set-
tlers to oppress and exploit the American Indian, Alaska Native, and Black popula-
tions, initially through genocide, forced migration, and slavery, and later through the
institutionalization of Jim Crow, political disenfranchisement, residential segrega-
tion, mass incarceration, and state-sanctioned violence (Alexander 2010; Gates et al.
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2012; Hannah-Jones et al. 2021; Massey and Denton 1993). The Hispanic and Asian
American populations, depending on time and space, have been subjugated to some
of these same systemic practices as well as others unique to their social histories
(Dennis et al. 2021). Importantly, then, the concept of racism captures an extremely
powerful but time- and space-varying social system that has the potential to influence
the health of ethnoracial groups through numerous mechanisms and across many
outcomes (Brown and Homan 2021; Hardeman and Karbeah 2020; Hummer 1996;
Phelan and Link 2015; Williams et al. 2019). Given the conceptualization of racism
as social system that changes across time and varies across space, its measurement
is incredibly challenging. Clearly, the comprehensive measurement of racism in the
population sciences cannot be limited to individual-level prejudicial thoughts and
attitudes and harmful language and behaviors, as important and damaging to health as
they may be. Racism as social system requires digging into the social and economic
history, institutions, and culture of a society to best understand and develop ways to
measure its long-term but evolving dimensions. Included in such a multilevel, evolv-
ing conceptualization and measurement are key institutions: government and politics,
family, education, health care, the economy, the criminal justice system, the arts,
sports, and the media. Given its virtual neglect by the scientific community until quite
recently, including in the population sciences, the measurement of racism is still in its
infancy. This measurement is a daunting task given the systemic character of racism,
but it is integral to understanding our society and likely why our nation’s population
health is so poor and our ethnoracial disparities in health are so wide.

A Conceptual Framework of Racism, Race and Ethnicity, and Population Health

My latest conceptual framework for understanding race, racism, and U.S. population
health is portrayed in Figure 2. I have long used such frameworks in research and
teaching to lay out my current thinking on a system of relationships; the figure should
not be thought of as a tight causal diagram from which one set of equations may be
estimated. This portrayal attempts to incorporate the conceptualization of racism out-
lined above and its damaging influences on the contexts in which ethnoracial groups
live, the resources that groups of people have access to, their social experiences and
behaviors, and ultimately the bodies they inhabit.

To start, the bottom half of Figure 2 depicts the individual-level relationship
between ethnoracial identity and health across the life course, which is the bedrock
of descriptive work in this area and should remain foundational. The box depicting
“ethnoracial identity” indicates that the relationship between race and health may be
associated with other dimensions of identity (and their related systemic inequities,
which I do not have space to cover here). Indeed, as noted earlier, people and groups are
not unidimensional and considerations of population heterogeneity and their meanings
are built in here. The bottom half of the figure also depicts the important mediat-
ing role that socioeconomic resources play in producing racial disparities in health.
Over the years, population scientists have conducted important work on estimating
the extent to which socioeconomic resource inequities can help explain racial health
disparities (e.g., Geruso 2012; Hummer and Chinn 2011; Rogers et al. 2017). Such
findings point to key socioeconomic-based policy levers that, if implemented, could
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Fig. 2 Conceptual framework linking systemic racism with physical and mental health across the life
course in the United States

help reduce disparities. The bottom half of the framework further shows that, beyond
socioeconomic resources, other social, psychological, and behavioral factors serve as
important individual-level mediators by which racial and ethnic disparities in popu-
lation health play out. For example, minority group experiences with discrimination
and greater exposure to stressors, such as higher levels of child/family loss, have
been shown to help account for racial disparities in health (Umberson et al. 2017;
Williams et al. 2019). In turn, these social, psychological, and behavioral mecha-
nisms influence population health outcomes. The two-way arrows between these
mechanisms and health show that there may also be important interrelationships that
unfold between them across the life course, making the collection and use of longi-
tudinal data all the more important in understanding ethnoracial disparities in health
(Harris et al. 2006).

Most important, the top portion of the figure specifies that systemic racism, not
ethnoracial identity, is the driving force that creates ethnoracial disparities in health
across the life course in the United States. It does so through its damaging influences
on the contexts in which we live: the creation, maintenance, and enforcement of the
laws and policies that govern us; the educational and economic contexts within which
we attend school and work; the social and health contexts within which we reside,
shop, recreate, access care, and live out our daily lives and interact with one another;
and the cultural contexts that define who is and what is important, valued, and mean-
ingful in society. Moving down the figure, these contexts of systemic racism also
define and give meaning to the ethnoracial groups we are divided into; indeed, as has
long been noted by social scientists, ethnoracial groups are created and maintained by
dominant groups exerting their influence on who does and who does not have access
to power and resources in society (Omi and Winant 2015; Williams et al. 2019).
Altogether, this framework makes the case that systemic racism has created the con-
ditions in which damaged social contexts, unfair resource and power allocations, and
inequities in treatment and social psychological resources result in bodily insults over
the life course that have negative influences on health, particularly for members of
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racialized groups with the greatest exposure to histories of systemic racism. In light
of such a framework, our field needs to do a much better job in incorporating mea-
sures of racism—at multiple levels of context across multiple institutions—into our
data collection and analysis work on racial health disparities in population health.

At the bottom of Figure 2, I show that racial disparities in population health need to
be studied within intergenerational and life course contexts. The late James Jackson
was one of the pioneers of such thought in the population sciences community in
laying out how historical processes and cumulative advantages and disadvantages
across the life course likely play into racial disparities in age-specific health and mor-
tality outcomes (Jackson et al. 2011). Arline Geronimus has also been instrumental in
this effort, in terms of both conceptualizing the weathering process and measuring it
across different ethnoracial groups in the United States (Geronimus 1992, 2023). Our
community’s research in this area of study needs to do a better job following their
leads. Granted, the data requirements are steep. But with advances in the collection
of intergenerational, life course—based data sets—such as Add Health, the Future of
Families and Child Wellbeing Study, and the Panel Study of Income Dynamics—and
the linkage of major population health surveys such as the Health and Retirement
Study to U.S. Census records from decades ago (e.g., Warren et al. 2020), our field is
developing the infrastructure by which critical intergenerational and life course ques-
tions of ethnoracial health disparities can be studied. For example, to what extent do
ethnoracial disparities in childhood neighborhood and school contexts—which, of
course, are inherited via inequities from the previous generation(s)—matter for later
life health disparities? And to what extent are ethnoracial disparities in biological
aging processes influenced by both disparities in socioeconomic status that accu-
mulate across generations and the life course and group differences in experiences
with discrimination-related stressors? Addressing such questions will provide policy-
makers with stronger evidence on the roots of ethnoracial disparities in health rather
than evidence that focuses on downstream symptoms of health disparities.

Data Collection for the Future

Putting the foregoing framework into practice, I am currently working in my role
as Director of the National Longitudinal Study of Adolescent to Adult Health (Add
Health) with a large and exceptional team to collect and disseminate data for the
scientific community that will have the potential to, among many other purposes,
create a better understanding of ethnoracial health disparities in the United States. As
illustrated in Figure 3, Add Health is a longitudinal study of a nationally representa-
tive sample of 20,745 adolescents who were in grades 7—12 during the 1994-1995
school year; they have been followed for five waves of data collection to date, with
a sixth wave in progress (shown at the bottom of the figure). Over the last 25+ years,
Add Health has collected rich demographic, social, familial, socioeconomic, behav-
ioral, psychosocial, cognitive, and health survey data from participants and their par-
ents; a vast array of contextual data on participants’ schools, neighborhoods, and
geographies of residence; and in-home physical and biological data from partici-
pants, including anthropometric measures, genetic markers, blood-based assays, and
medication use (Harris 2010; Harris et al. 2019). Ancillary studies have added more
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Fig. 3 Longitudinal design of Add Health. Each wave also has contextual data linked at various levels.
RR = response rate. GWAS = genome-wide association study.

information, including epigenetic, gene expression, and microbiome data. Thus, Add
Health is exceptionally unique because it has a rich, multilevel, longitudinal array
of data for a large nationally representative cohort of Americans who are entering
midlife. Importantly, Add Health also oversampled Black, Hispanic, and Asian ado-
lescents in its original design, thus facilitating many studies of ethnoracial health
disparities over the years.

As Wave VI data are collected from 2022 to 2024, the participants are 3949 years
old, with an average age of 44. Unfortunately, the overall health profile of the cohort as
they make the transition to midlife is problematic across many dimensions. Moreover,
ethnoracial health and mortality disparities in this cohort are wide and, in some cases,
widening (Becker et al. 2021). Given all of the rich longitudinal data available in Add
Health, Wave VI will help to fill a critical need in the understanding of ethnoracial
health and aging disparities in the United States. Like previous waves, Wave VI
again includes a survey as the core data collection tool; a majority of participants are
taking it on the web, while others are taking it in person. The effort also includes the
building of contextual data files corresponding to individuals’ geographies of resi-
dence; a home exam within which we are collecting blood, anthropometric, and med-
ications data; the collection of both web- and in-person-based cognitive data; and the
collection of mortality information for those who died and birth records information
for those who consented. We are aiming for data releases in 2025.

Consistent with my conceptual framework depicted in Figure 2, I mention three
features of the Wave VI data collection effort that we hope will help the research
community better document and understand ethnoracial health disparities in this
cohort. First, as has been the case in Add Health since the project’s inception (Harris
et al. 2019), we are measuring race and ethnicity in multiple ways, including through
self-report of identity(ies) and through self-reported observed race (i.e., the percep-
tion of others) (Roth 2016). To further understand the identity of Add Health partic-
ipants, we are also assessing a range of sociodemographic characteristics, including
self-reported skin tone, sexual orientation, biological sex, and gender identity. Such
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measurement will continue to provide a range of options for researchers to assess the
individual-level ethnoracial identity of participants, as well as substantial individual-
and population-level heterogeneity as discussed earlier.

Second, to address one of the main aims for Wave VI, we are enriching content in
key domains that will help researchers understand the individual-level mechanisms
by which ethnoracial disparities in population health are created. Beyond socioeco-
nomic resources, such measures include a range of employment-related characteris-
tics, individual-level experiences with discrimination across several dimensions of
life, a battery of chronic stressors, multiple questions on experiences with violence
and interactions with police and the criminal justice system, and experiences with and
burdens of caregiving.

Finally, as emphasized in the conceptual framework, we are adding important
contextual data coinciding with the timing of Wave VI data collection, with criti-
cal attention given to the potential role of systemic racism in influencing the pro-
duction and maintenance of ethnoracial health disparities. Among the contextual
domains we are building and linking to individuals are those focusing on politi-
cal and legal contexts, educational and economic contexts, social and health con-
texts, and cultural contexts. Moreover, my colleagues Taylor Hargrove and Chantel
Martin are simultaneously leading a study funded by the National Institute on
Aging that is building Add Health’s contextual database on structural racism going
back to Wave I. All told, then, we hope to provide the scientific community with a
key data resource for the understanding of race and ethnicity, racism, health, and
aging for a long time to come.

Conclusion: Studying Race and Ethnicity, Racism, and Population
Health to Educate the Public and Eliminate Disparities

The Human Genome Project was a decades-long, multi-billion-dollar project with the
goal of mapping humans’ genetic makeup (National Human Genome Research Insti-
tute n.d.); the results were meant to help improve health and well-being for the entire
society and beyond. Arguably, conceptualizing and measuring racism and modeling
its impact on population health outcomes across the life course is an equally challeng-
ing endeavor, given the historical, social, cultural, and demographic complexity of
U.S. society (National Academies of Sciences, Engineering, and Medicine 2022), but
doing so likewise offers the exciting and extraordinarily important potential to bet-
ter understand a very important portion of “our societal DNA” (Hannah-Jones et al.
2021). This work is not going to be complete in a year or two or with a few funded
projects. And such work will not yield a brief battery of measures that researchers
can pull off the shelf and link to their data set of choice; the histories, contexts, and
groups involved are too complex for such an expectation. Rather, conceptualizing,
measuring, and modeling racism will require a significant and sustained investment
of time, money, and sweat that is in its early stages but, in my view, will be well worth
the effort. Indeed, the effort will also be instrumental in developing ways to improve
the health and well-being of the U.S. population and eliminate health disparities by
targeting social systemic changes rather than, for example, medical or pharmaceuti-
cal interventions.
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At the same time, while conducting our research, we cannot wait to push for social
and institutional changes given what we already know about ethnoracial health dis-
parities; lives are at stake. Indeed, we know that racism-induced socioeconomic ineq-
uities, while by no means the complete story, are very important in helping to explain
racial and ethnic health disparities in our country; hundreds and hundreds of articles
have shown this (Phelan and Link 2015). We have a rock-solid case that achieving
racial equity in socioeconomic status (educational attainment, occupational status,
income, housing, and wealth) will move us toward the goal of eliminating ethnoracial
health disparities. Thus, policy efforts focusing on the goal of racial and ethnic equity
in socioeconomic status should undoubtedly be front and center on the national, state,
and local area radar screens. Empirical evidence is also building regarding linkages
between individual-level discrimination and health outcomes (Williams et al. 2019).
At this critical juncture in time, I believe that population scientists have a growing
and important opportunity, and even an obligation, to team up with policy scientists,
legal scholars, and activists of all stripes in the effort to help create empirically val-
idated changes in our schools, workplaces, health care settings, and communities.

While I have outlined the major needs in our research community’s work on sys-
temic racism and population health, there are some good research-based examples
to draw upon in our efforts to advocate for change with the evidence we can already
bring to the table. For example, in the area of civil rights, Hahn and colleagues (2018)
published an overview of the beneficial impacts of legislation and policy enforcement
regarding U.S. population health—a summary that strongly supports advocacy for civil
rights enforcement on behalf of the population health community. Other innovative
population health work has been published in recent years on, for example, the harm-
ful impacts of racist political rhetoric and targeted immigration enforcement policies
on the birth outcomes of Hispanic women (Gemmill et al. 2019; Gutierrez and Dollar
2023; Krieger et al. 2017; Novak et al. 2017); the harmful impacts of mass incar-
ceration on population health, particularly for Black and Hispanic men (Wildeman
and Wang 2017); and lower access to care among low-income people—many Black
and Hispanic—in states that have not expanded Medicaid under the Affordable Care
Act (Cross-Call 2020). As our research efforts on systemic racism and health unfold,
it is imperative that we simultaneously collaborate with policy scientists, legal schol-
ars, and advocates to make our work more widely known and impactful, especially
so in an area such as ethnoracial disparities in health that is both such a longstanding
injustice and for which we bring very credible evidence to the table.

My final comments focus on institutional change, but I will stick to what I know
best: undergraduate and graduate education. In the academic community, I think we
have fallen short in training undergraduate students on issues of population health
and, in particular, on the creation and maintenance of ethnoracial health disparities.
I have been teaching an undergraduate course of 300-400 students on population
health over the past five years and have witnessed tremendous student interest in both
population health in general as well as in ethnoracial health disparities. And beyond
teaching a bit about social history, racism, and health disparities, I have even been
able to sneak in a little demography along the way. For academic institutions that
have not done so, I strongly encourage the development of courses or even programs
(e.g., minors or certificates) that include serious content on race and ethnicity, racism,
and population health. From my experience, there is considerable student demand
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and such programs attract substantial student diversity. Moreover, students need to
understand the social histories of racism that have created ethnoracial disparities and
are maintaining them, as well as the policy and legal ideas that may help to dismantle
them. Political forces are indeed out to thwart such efforts; it is our collective respon-
sibility to ensure that such efforts do not succeed.

At the graduate level, we have an impressive infrastructure of population centers
around the country working for us; population scientists have the capability to bring
together tremendous social science, history, law, policy, biological, and epidemio-
logical expertise, with a demography core that holds it all together. Many of us were
trained in population centers with some interdisciplinary experiences; however, those
experiences typically consisted of a fairly narrow range of coursework and research
exposure, often centering around sociology and economics. I believe that continued
curricular innovation in our graduate programs is especially necessary to develop
higher level thinking on, for example, systemic racism (and sexism, heterosexism,
nativism, etc.) and how such history is important for understanding current popula-
tion health disparities and what can be done about them. Population science curricula
need demography. Our core is treasured, trusted, and central to the accurate documen-
tation and more complete understanding of population health and health disparities.
But demographic training should not stand alone or as a narrow venture consisting
largely of sociology, economics, and perhaps a little bit of epidemiology. Instead, a
truly innovative interdisciplinary curriculum is needed to best educate students in this
and related areas of science and to provide them with the theory and tools necessary
to create scientific and policy breakthroughs in the coming decades. m
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