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ABSTRACT: During the COVID-19 pandemic, the American Heart Association created a new 2024 Impact Goal with health 
equity at its core, in recognition of the increasing health disparities in our country and the overwhelming evidence of the 
damaging effect of structural racism on cardiovascular and stroke health. Concurrent with the announcement of the new 
Impact Goal was the release of an American Heart Association presidential advisory on structural racism, recognizing racism 
as a fundamental driver of health disparities and directing the American Heart Association to advance antiracist strategies 
regarding science, business operations, leadership, quality improvement, and advocacy. This policy statement builds on the 
call to action put forth in our presidential advisory, discussing specific opportunities to leverage public policy in promoting 
overall well-being and rectifying those long-standing structural barriers that impede the progress that we need and seek 
for the health of all communities. Although this policy statement discusses difficult aspects of our past, it is meant to 
provide a forward-looking blueprint that can be embraced by a broad spectrum of stakeholders who share the association’s 
commitment to addressing structural racism and realizing true health equity.
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Against the backdrop of the COVID-19 pandemic, 
the United States experienced a historic reck-
oning on the impact of structural inequities and 

structural racism, defined as “the normalization and 
legitimization of an array of dynamics—historical, cultural, 
institutional and interpersonal—that routinely advantage 
White people while producing cumulative and chronic 
adverse outcomes for people of color.”1 This period of 
reflection coincided with worsening health outcomes 
across the country, including a dramatic rise in cardiovas-
cular disease deaths, with the largest increases occurring 
in Asian, Black, and Hispanic populations.2 In recognition 
of the widening health disparities during the pandemic 
compounded by the overwhelming evidence of structural 
racism on cardiovascular and stroke health, the Ameri-
can Heart Association (AHA) shifted its strategic focus 
and timeline to a 2024 Impact Goal with health equity at 
its core.3 The release of this Impact Goal in 2020 was 

followed by an AHA presidential advisory on structural 
racism, which recognized racism as a fundamental driver 
of health disparities and outlined the history of racism in 
the United States, including the role of public policy in 
creating, contributing to, and perpetuating structural rac-
ism in society. The advisory declared unequivocal support 
of antiracist principles and directed the AHA to advance 
antiracist strategies regarding science, business opera-
tions, leadership, quality improvement, and advocacy.4

The history of structural racism in the United States 
and the resulting inequities persisting across genera-
tions did not occur by chance. Public policy and govern-
mental authority, historically and often by design, were 
used to impose and promote discriminatory policies and 
practices and societal norms that advantaged White 
Americans at the expense of other minoritized racial 
and ethnic groups. Similarly, structural racism with its 
persisting policies and substantial health consequences 
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is evident in other countries in the Americas, Europe, 
Africa, and other parts of the world and thus is not a 
uniquely US construct. The growing magnification of and 
public attention to the pervasiveness of structural rac-
ism in the United States and around the globe represent 
opportunities to reverse and shift policy and resources, 
governmental and nongovernmental, to acknowledge 
and address structural racism and structural inequities 
and to advance social justice and eliminate disparities 
in health outcomes to prevent death and disability from 
cardiovascular disease and other chronic conditions and 
to improve overall health and well-being.

The AHA, when declaring structural racism as a funda-
mental driver of health inequity, committed to use its ability 
to influence public policy and organization- and systems-
level policy to challenge racist policies that are fundamen-
tal barriers to health equity. Advocacy, the act of pushing 
change to existing social structures, policies, and practice 
to promote social justice, has an important role in highlight-
ing the tremendous physical, emotional, and psychological 
consequences that racist policies have on the health of the 
population. This includes the identification and disruption of 
policies at the local, state, and federal levels that perpetu-
ate the vestiges of inequities for historically marginalized 
racial and ethnic groups. With a health equity–first policy 
agenda and commitment to antiracist principles, the AHA 
must continue to combat structural racism and advance 
policies that reverse discriminatory practices and advance 
opportunities for every person living in the United States 
to have a full, healthy life. This policy statement builds 
on the call to action put forth in our presidential advisory, 
discussing specific opportunities to leverage public pol-
icy change and public/private partnerships to remove or 
mitigate the effects of the previously identified barriers to 
equitable health and well-being. Although it discusses dif-
ficult aspects of our past, it is meant to provide a forward- 
looking blueprint of the association’s commitment to 
address structural racism and realize true health equity.

ADDRESSING THE INFLUENCE OF 
STRUCTURAL RACISM ON HEALTH AND 
PUBLIC POLICY: IMPLICATIONS FOR 
HEALTH CARE, NUTRITION, ACCESS TO 
CAPITAL, HOUSING, EDUCATION, AND 
THE ENVIRONMENT
Eliminating structural racism requires a multidimensional, 
transdisciplinary approach involving stakeholders in public 
health, public policy, and social justice uniting and affirming 
their role in advancing this cause. This means delivering 
expedient and accessible interventions that target overlap-
ping social determinants and address long-standing inequi-
ties that drive disparate health outcomes. The link between 
structural racism and social determinants of health to pro-
duce inequities in health outcomes is well established.4

The association’s explicit focus on health equity, along 
with its commitment to addressing structural racism, 
requires a reprisal of the toxic effects of structural rac-
ism on health and well-being mediated through social 
determinants. It further requires the articulation of a stra-
tegic advocacy agenda that supports using the levers 
of government to reverse and shift public policy and 
resources to advance social justice and eliminate ineq-
uities in health outcomes. The following section traces 
the contours of structural racism in various social drivers 
of health outcomes—including health care, healthy food 
and nutrition access, access to capital, housing, and edu-
cation, and the environment—and offers specific policy 
levers that can be thoughtfully adapted and pursued to 
address challenges within each of these domains (Table).

Although the breadth and complexity of these chal-
lenges may seem daunting, it is important to recognize 
that no single entity can undertake the responsibility of 
dismantling structural racism alone. Thus, the AHA, cog-
nizant of its strengths and limitations and acknowledg-
ing the expertise of other dedicated institutions, presents 
these policy considerations in the spirit of shared 
responsibility and collective action. We are mindful that 
certain issues are being championed by others who are 
equipped to lead in those spheres, and we stand ready 
to support and amplify their efforts. Our aim in offering 
this guidance, therefore, is to inspire a broader coalition 
of diverse stakeholders to confront, through public policy 
advocacy, the far-reaching and multifaceted repercus-
sions of structural racism on health equity.

Access to High-Quality Health Care
The COVID-19 pandemic and its ongoing impact have 
disproportionately affected Black, Hispanic/Latino, and 
Native American populations,5 with >50% of early COVID- 
19 hospitalizations and deaths in the AHA COVID-19 
registry occurring in Black and Hispanic/Latino individu-
als despite the fact that they represent less than half of 
the general population.6 The historical distrust of medical 
establishments because of their tumultuous history with 
racially and ethnically underrepresented communities 
continues to influence engagement among these com-
munities with the health system. During the pandemic, 
this distrust contributed to vaccine hesitancy and slow 
and poor uptake in the highest-risk communities, result-
ing in widening disparities in cardiovascular disease out-
comes and sequelae of delayed care.7 These outcomes 
are inextricably linked to historical inequities in our public 
health infrastructure and the manifestations of structural 
racism embedded in US health care delivery. Racial and 
ethnic disparities in access to high-quality health care and 
health insurance coverage go back to the Reconstruction 
era when people from underrepresented racial and ethnic 
populations were systematically excluded from meaning-
ful health insurance. These groups were also relegated to 
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Table.  Suggested Policy Levers to Address the Role of Structural Racism Through Public Policy

Issue Policy Solutions Examples of specific public policy levers 

Access to 
quality health 
care

Pursue efforts to enhance access to and 
adequacy and affordability of adequate 
health coverage for every person living in 
the United States

Enhance the consumer protections of the Affordable Care Act, including premium and cost-
sharing assistance

Advance Medicaid expansion

Mitigate the proliferation of substandard health insurance products

Improve prior authorization policies that restrict or delay access to guideline-recommended  
treatments

Oppose changes to public charge policy that restrict access to critical public benefits for legal 
immigrants

Maintain telehealth flexibilities implemented during the COVID-19 public health emergency

Advance policies that compel public and private insurers to collect claims, quality, and other data 
aggregated by race and ethnicity to reveal and address inequities in coverage and care

Enhance the ability of the health system to 
advance primary care and prevention, to 
assess and address social needs, and to 
build trust with communities of color

Reduce/eliminate cost-sharing for preventive, primary, and mental health care

Implement health insurance benefit designs that support robust, diverse health care professional 
networks

Elevate and integrate community health professionals in health care professional networks and as 
members of the care team

Support states and CMS in implementing value-based payment model that drive and incentivize 
preventive practice (eg, Making Care Primary Model)

Expand appropriations for the support of FQHCs and other health care facilities that that serve 
remote, historically excluded, or underresourced communities

Support the ability of medical institutions 
to examine and address the role of  
structural racism on patient care and 
outcomes

Define metrics that institutions should assess to improve quality of care

Pursue medical-legal partnerships that embed legal professionals on the care team to resolve 
social and environmental concerns at the appropriate policy level

Support robust and diverse clinical  
trials through the elimination of barriers 
that disproportionately impede the  
participation of individuals living in rural 
areas, communities with lower socioeco-
nomic status, and underrepresented racial 
and ethnic populations

Provide financial compensation and reimbursement for expenses associated with participation in 
clinical trials (transportation, lodging, childcare, etc)

Improve flexibility of clinical trial study designs to make participation less burdensome for  
participants (eg, reducing frequency of study visits, using electronic communication tools)

Codesign new therapies, treatments, and interventions with members of the community whom 
they are aimed to serve and prioritize their access once treatments are developed and approved

Work to eliminate institutional barriers to 
academia to widen the pathway for more 
diverse practitioners and scientists to 
enter the medical workforce and serve as 
investigators for research affecting  
historically excluded populations

Facilitate STEM scholarship programs for students from historically excluded communities

Support the development of community-driven health equity plans to help communities identify 
and address disparities experienced by at-risk populations

Healthy food 
access and nu-
trition security

Support and eligibility for food assistance 
programs and expand other federal  
income support benefits 

Maintain and expand programs such as SNAP, SNAP-ED, WIC, FDPIR, CACFP, and school meal 
programs

Prioritize policies that incentivize and 
support the ability of health systems and 
insurers to address food insecurity 

Remove health system– and health care professional–level barriers to nutritional counseling in the 
clinical setting

Support food-as-medicine initiatives

Develop and implement a national measure of nutrition security, expanding the USDA food  
security screening tool

Support the efforts of CMS and other health care organizations efforts to pilot programs  
addressing food insecurity (eg, state Medicaid innovation waivers, the Accountable Health  
Communities model)

Develop partnerships with local  
governments and community boards  
to advocate for healthy and culturally 
relevant foods in restaurants, schools, and 
other public-facing institutions

Implement universal school meal program with robust nutrition standards aligned with most  
current Dietary Guidelines for Americans

Pursue policies that address and mitigate 
the impact of the disproportionate  
marketing of unhealthy food products to 
children from underrepresented racial  
and ethnic groups who reside in  
underresourced communities

Develop and implement federal standards for unhealthy food and beverage marketing to children

Implement tax policies on sugary drinks or other unhealthy products, directing tax revenue to  
underresourced communities that have been targeted by marketing

(Continued )
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Issue Policy Solutions Examples of specific public policy levers 

Access to 
capital and 
economic  
stability

Support policies that address poverty 
and target financial relief to families and 
children 

Maintain and expand the EITC and CTC

Address the impact of racism in the  
pipeline to and within the workforce

Explore opportunities to equitably raise the floor for workers in low-wage jobs

Increase federal and state appropriations for equitable workforce development and job training 
programs targeted to historically excluded communities

Support companies’ ability to track and report race-aggregated hiring and wage data to identify 
and address disparities

Develop policies and institutions that  
support wealth building through capital  
investment, sustainable community  
partnerships, and equitable institutional 
policies and incentives that address the 
racial and ethnic wealth gap

Incentivize the creation of medical-financial partnerships, which are novel cross-sector  
collaborations between health care systems and financial service organizations to reduce patient 
financial stress

Create asset building and matching retirement programs for employees

Support policies that reduce the racial and ethnic wealth gap, including paid family and medical 
leave, child educational savings funds, and baby bonds

Ensure that appropriations provide support for financial planning services in communities

Promote inclusion of financial literacy courses in schools

Address systematic racial disparities in 
debt and debt collection practices

Expand access to health care through expanded access to quality, affordable medical coverage

Support financial assistance and payment plan options for medical patients with low income or 
who are from underresourced communities

Explore opportunities to advance student loan debt relief

Improve credit scoring and reporting models to enhance guidelines around data accuracy,  
consumer access, and transparency

Preserve local financial institutions,  
including minority-owned banks, in an  
effort to support longitudinal investments 
in the economic development of  
individuals and groups who live and work 
in the communities they serve

Develop community development financial institutions to address differential credit by race and 
ethnicity

Access to eq-
uitable housing

Work to eliminate racial discrimination 
connected to acquisition of home loans 
and leasing and to improve environmental 
conditions associated with public  
or federally subsidized housing and  
integration of housing and health services

Increase supply and improve physical and financial viability of affordable rental housing

Equitably increase appropriations for federal rental assistance programs, including safe public 
housing, Section 8 Project-Based Rental Assistance, and Housing Choice Vouchers

Maintain and expand the Low-Income Housing Tax Credit

Reduce bias in the Federal Housing Administration program and other traditional channels to  
support first-time, lower-income home buyers

Increase mortgage lending on tribal trust lands

Build partnerships with financial  
institutions and foster the finance  
industry’s responsibility and accountability 
to the communities where they live and 
serve

Enhance appropriations for acquisition funding that enable developers who are creating afford-
able housing to acquire buildings

Eliminate bias in credit scoring systems to increase eligibility for historically disenfranchised racial 
and ethnic groups and social programs

Facilitate access to capital for diverse developers

Pursue multidisciplinary private-public 
stakeholder models to ensure that  
all communities are safe, are socially 
supportive, and have equitable access to 
health-sustaining resources

Encourage funders of CBDOs, including government, philanthropic, or corporate investors, to  
equitably invest in and expand donations to support the sustainability and financial health of CB-
DOs

Provide access for individuals who  
are experiencing housing instability or 
homelessness, particularly those with  
disabilities or health conditions, to  
housing opportunities that also support 
their specific functional, psychosocial, and 
medical needs

Develop partnerships with federal, state, and local agencies to mitigate pathways from foster care 
and criminal justice systems to homelessness

Screen for homelessness and housing insecurity during health care visits

Build capacity and procedures for health care professionals to connect patients with housing 
services

Table.  Continued

(Continued )
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Issue Policy Solutions Examples of specific public policy levers 

Access to  
education

Pursue policies that ensure equity in  
funding and resources across early  
childcare and educational systems 

Equitably address per-pupil allotments to public schools to narrow funding inequities and  
performance gaps

Promote development of schools in areas that need them

Support smaller class sizes and the hiring and retention of qualified teachers

Support wage enhancements for educators who service historically underresourced communities

Support expanded access to Early  
Childhood Education

Support and expand federal appropriations for Head Start and Early Head Start

Expand access to quality, affordable childcare programs

Support efforts that assist students from 
diverse backgrounds in optimizing their 
educational attainment and employment 
opportunities

Integrate a holistic approach to higher education admissions processes that considers lived expe-
rience along with the impact of differential access to resources

Adequately fund and expand pipeline programs that prepare diverse students for successful edu-
cational attainment and employment, and incorporate strategies that mitigate structural, financial, 
and geographic access barriers

Improve affordability of higher education through expanded support for Pell grants and free and 
low-cost community college

Support appropriations for grant programs that support the recruitment, retention, and support of 
trainees from underrepresented racial and ethnic groups

Advocate for expanded financial support of HBCUs and other minority-serving institutions

Work to mitigate implicit and explicit 
bias among school staff and to examine 
disciplinary policies and the role of law 
enforcement in schools

Reduce inappropriate referrals of students to the criminal justice system

Reduce the use and eliminate disparities in discipline practices by establishing clear and consis-
tent policies that promote fairness and equity

Expand access to social support and mental health services for at-risk students

Implement mandatory bias training and improve and expand bias training of school staff

Develop mechanisms to measure the impact of bias training

Environmental 
health

Pursue policies that support  
advantageous community infrastructure 
and partnerships related to environmental 
problem solving

Mitigate environmental “sacrifice zones”

Create inclusive, community-driven planning, policy development, and budgeting processes to ad-
dress environmental issues

Assess community impact in all transportation and industrial infrastructure projects to ensure envi-
ronmental justice and health equity

Ensure that advocacy organizations  
leverage networks of science and  
community stakeholders with government 
agencies to help advance environmental 
population- and individual health-linked 
agendas

Strengthen air quality standards

Provide government investment and facilitate private-public partnerships to shift to the use of 
renewable energy

Advance policies that promote corporate 
responsibility for business operations and 
their environmental and health impacts in 
the communities in which they operate 

Ensure that corporations commit to and government incentivizes through tax policy robust, mea-
surable, environment, social, and governance goals 

Work to expand research that helps to 
identify and address environmental health 
disparities and risks, as well as the long-
term adverse health impacts associated 
with exposure to environmental hazards

Ensure that governments make investments in research to address environmental health dispari-
ties and support data collection to assess improvement over time

Public health 
and data  
infrastructure

Ensure that federal, state, and local 
governments make investments in public 
health infrastructure and workforce

Pursue partnerships among public health entities, trusted professional and community organiza-
tions, and other public figures to deliver tactical information to diverse audiences

Modernize and link local, state, and  
federal data systems to provide effective 
and prescriptive results

Develop a comprehensive, standardized nationwide data infrastructure

Improve capture of social determinants of health data, including disaggregated data by race, eth-
nicity, sex, and gender identity at the patient and population level

Maintain and expand existing national  
databases that assess disparities health 
outcomes and social determinants of 
health

Enhance national health surveys to capture patient experiences of discrimination

Maintain place-based tools that measure social factors and cumulative community risk and, when 
appropriate, integrate them into clinical practice (eg, CDC Social Vulnerability Index, HHS Envi-
ronmental Justice Index)

Table.  Continued

(Continued )
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underresourced facilities that provided subpar care. So-
cial determinants of health are intimately tied to structural 
racism, and accordingly, the AHA, the Centers for Disease 
Control and Prevention, and other organizations have 
highlighted structural racism as a priority in public health.4

Policy Implications
Critical to ensuring that every person living in the United 
States has access to affordable health care is expand-
ing access to adequate health coverage. This includes 
expanding Medicaid in states that have yet to do so. 
Evidence demonstrates that uninsured and underinsured 
patients are more likely to report access issues related 
to cost, including not filling a prescription or forgoing 
critical care services.8,9 Enhancing Affordable Care Act 
insurance subsidies and ensuring access to Medicaid 
have contributed to narrowing disparities between White 
adults and Black and Hispanic adults in cost-related ac-
cess problems.10 Several studies have found a significant 
increase in adults in Medicaid expansion states who use 
preventive services and receive consistent care for their 
chronic conditions11 and greater improvements in cardio-
vascular outcomes, including larger declines in uninsured 
hospitalizations for cardiovascular events and smaller in-
creases in rates of cardiovascular mortality, compared 
with nonexpansion states.12,13 Further efforts should in-
clude the advancement of policies that compel public 
and private insurers to collect claims, quality, and other 
data aggregated by race and ethnicity to reveal and ad-
dress inequities in coverage and care.

There are opportunities at the federal and state levels 
to support health plan benefit designs tailored to improve 
affordability by reducing or eliminating cost sharing for 

certain preventive, primary care, or mental health care 
services and to expand access to telehealth services. In 
alignment with the AHA’s principles for adequate, acces-
sible, and affordable health care,14 further effort is needed 
to remove barriers and legal restrictions to health care 
access that correlate with immigration status. Insurance 
eligibility expansion has the potential to reduce coverage 
disparities and health care costs related to emergency 
care for undocumented immigrants and other individu-
als without health insurance who are ineligible for public 
assistance.

Advancing racial health equity also requires that the 
health system acknowledge and reconcile its tumultu-
ous history and the resulting distrust that persists among 
communities of color. Authentic partnerships with com-
munity members and organizations and strong health 
care professional networks that are culturally responsive, 
reflect the diversity of their enrollees, and include essen-
tial clinical and community health care professionals in 
the network service area are essential to overcoming 
racial health disparities. For example, evidence demon-
strates that greater Black representation in the primary 
care physician workforce is associated with better popu-
lation health measures for Black individuals.15 Indeed, 
the Supreme Court ruling reversing affirmative action 
in education may potentially affect the recruitment of a 
diverse medical workforce. Another key strategy is fiscal 
and infrastructural support for community health work-
ers who can partner with health care entities to help 
assess and address social drivers of health and provide 
complementary, culturally concordant prevention ser-
vices for patients and historically excluded populations. 
For example, low English proficiency is a critical barrier 

Issue Policy Solutions Examples of specific public policy levers 

Health  
information 
technology

Advance “health techquity” through  
efforts that address the digital divide  
and the systematic neglect or exclusion  
of underresourced and geographically 
isolated populations from available  
technology

Increase access to smart devices and computers

Support policy efforts to make broadband more affordable and to enforce the provision of equi-
table internet service (eg, FCC Emergency Broadband Benefit)

Civic engage-
ment

Support policies that cultivate an active 
and engaged electorate, with a focus on 
ensuring equitable voting opportunities in 
local, state, and federal elections for com-
munities of color who have been histori-
cally disenfranchised

Facilitate voter registration

Invest in “get out the vote” efforts to ensure that individuals are registered to vote, are educated 
about candidates and issues, and know how and where to vote

Oppose efforts to preempt the authority 
of communities to address their issues 
locally 

Oppose preemption efforts that limit the ability of communities to regulate, tax, or otherwise enact 
legislation stronger than the state law

Advance policies that support the pres-
ervation of trust in and the integrity of our 
electoral process 

Provide resources for robust technology and poll worker safety

CACFP indicates Child and Adult Care Food Program; CBDO, community-based development organization; CDC, Centers for Disease Control and Prevention; CMS, 
Centers for Medicaid and Medicare Services; CTC, child tax credit; EITC, earned income tax credit; FCC, Federal Communications Commission; FDPIR, Food Distribution 
Program on Indian Reservations; FQHC, Federally Qualified Health Center; HBCU, historically Black colleges and universities; HHS, US Department of Health and Hu-
man Services; SNAP, Supplemental Nutrition Assistance Program Education; SNAP-Ed, Supplemental Nutrition Assistance Program Education; STEM, science, technol-
ogy, engineering and math; USDA, US Department of Agriculture; and WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.

Table.  Continued
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that could be helped with the integration of culturally and 
linguistically appropriate community health workers such 
as promotoras into the care team.16 Value-based insur-
ance design presents an opportunity to integrate com-
munity health workers as part of the care team and to 
use payment to drive and incentivize the prevention and 
assessment of social needs in clinical practice. Maintain-
ing and expanding support for federally qualified health 
centers and other health care facilities and profession-
als who serve remote or underresourced communities is 
also critical to this goal. In addition, the use of a nontra-
ditional health care setting such as the randomized trial 
of blood pressure reduction in Black barbershops is an 
example of how coupling disease identification, patient 
education, and medication management with trustworthy 
and culturally familiar settings can also be successful.17

At the institutional level, examining the role of struc-
tural racism on patient care and outcomes is imperative. 
Defining metrics that institutions should strive to monitor, 
improve, and promote in the interest of achieving equi-
table access to and adequacy of care needs to be part of 
the performance measurement and reporting for all medi-
cal institutions. This includes better collection and repre-
sentativeness of sociodemographic data. The AHA and 
other entities must also continue to support robust partic-
ipation in clinical trials that are representative of the diver-
sity of the US population. The disproportionate burden of 
chronic disease across historically marginalized racial and 
ethnic populations compared with the representation of 
these groups in clinical trials necessitates that effort be 
made not only to improve outreach to communities his-
torically excluded from clinical trials but also to eliminate 
barriers that impede their participation, including transpor-
tation and financial barriers that disproportionately affect 
individuals living in rural areas, communities with lower 
socioeconomic status, and underrepresented racial and 
ethnic populations. Eliminating institutional barriers to and 
inside academia may also widen the pathway for more 
diverse practitioners and scientists to enter the medical 
workforce and serve as investigators for critical research 
affecting population health.

Because many complex health issues are the result of 
not only clinical factors but also the policies and systems 
that shape the patient’s environment, there is an urgent 
need and opportunity to improve the ability of the health 
system to address the upstream issues that influence 
health outcomes. Community-driven health equity plans 
have demonstrated success in laying the groundwork for 
communities to identify systems disparities experienced 
by at-risk populations and then leverage multisector col-
laboration to improve access to the resources that com-
munity members need to live healthy and productive 
lives.18 Medical-legal partnerships are another innovative 
approach that can help to address social and environ-
mental factors by embedding lawyers in the clinical care 
team who not only leverage their legal expertise to help 

resolve these issues on a family-by-family basis but also 
might aggregate the concerns of a community to the 
appropriate policy level. Such a collaborative care model 
consisting of medical personnel, legal service profes-
sionals, and social workers has significant potential for 
equitable improvements in population health.

Healthy Food Access and Nutrition Security
Food security refers to access to sufficient food for an 
active, healthy life; nutrition security means having con-
sistent access to, availability of, and affordability of foods 
that promote well-being and prevent disease.19 Both food 
security and nutrition security are critical to maintaining 
a healthy diet, which the AHA identifies as an essential 
component for optimizing cardiovascular health20 and for 
the primary prevention of cardiovascular disease.21 How-
ever, the challenges that get in the way of healthy diets 
for all are attributable to myriad factors driven by struc-
tural racism, resulting in poverty, unemployment, under-
employment, and residential segregation.22,23

In 2019, the mean prevalence of food insecurity in the 
United States was 10.5%.24,25 The rates of food insecu-
rity among underrepresented racial and ethnic groups are 
substantially higher than the US mean rate at 21.7% and 
17.2% for Black populations and Hispanic populations, 
respectively. Native American individuals are also twice 
as likely as White individuals to experience food insecu-
rity.25,26 Food insecurity limits and undermines opportuni-
ties to make healthy dietary choices and has been directly 
linked to poorer educational and cardiovascular outcomes 
and higher mortality.27 The COVID-19 pandemic con-
tributed to a sharp rise in food insecurity, sending many 
families into food insecurity for the first time, and these 
effects were largest in underrepresented racial and eth-
nic groups.28 Although several policy provisions, including 
expansion of Supplemental Nutrition Assistance Program 
eligibility and benefits, were enacted to push back against 
rising rates of food insecurity during the pandemic, the 
end of the federal COVID-19 public health emergency 
in May 2023 marks the end of many of these flexibilities, 
increasing the risk of hunger and hardship for the indi-
viduals and families who benefited from them.

In addition, many stakeholders across the food indus-
try have historically targeted communities of color, 
translating into higher rates of unhealthy food market-
ing in predominantly Black and Hispanic/Latino neigh-
borhoods.29–32 Concerted efforts to target children and 
preschoolers, especially through television and in the 
area of sweetened beverages, have had a dispropor-
tionate impact on Black and Hispanic/Latino youth, 
who now have the highest per capita consumption of 
sugar-sweetened beverages.33,34 In addition, significant 
investments were made by the fast-food industry in pre-
dominantly Black and Hispanic/Latino communities.35 
These targeted marketing and advertising tactics have 
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been demonstrated to contribute to increased consump-
tion of nonnutritious, ultraprocessed unhealthy foods, 
disproportionately accelerating the prevalence of obesity 
and cardiovascular disease.36–38

Policy Implications
Policymakers should maintain and expand benefits and 
eligibility for food and nutrition assistance programs, in-
cluding the Supplemental Nutrition Assistance Program; 
Supplemental Nutrition Assistance Program Education; 
Supplemental Nutrition Assistance Program for Women, 
Infants, and Children; Food Distribution Program on In-
dian Reservations; Child and Adult Care Food Program; 
and nutritious school meal programs. These programs are 
fundamental to ensuring healthy food access and nutri-
tion security for historically excluded populations across 
the life course. Efforts to advance policies that incentivize 
and support the ability of health systems and insurers to 
address nutrition insecurity, including the removal of bar-
riers to nutrition counseling, food-as-medicine initiatives, 
and integration of the provision of food assistance and 
medically tailored meals into clinical care, should be pri-
oritized. Another critical next step is the development and 
implementation of a national measure of nutrition secu-
rity because no standard measure currently exists. Such 
efforts are essential to enhancing the ability of the health 
system to screen for nutrition insecurity in the clinical 
setting and connect patients with community-based or-
ganizations assistance services such as food pantries or 
federal assistance programs such as the Supplemental 
Nutrition Assistance Program.

Advocacy for policies that promote food and nutrition 
security must extend to other federal income support 
benefits that widen latitudes to access healthy foods such 
as the Earned Income Tax Credit and Child Tax Credit. 
Additional opportunities exist to enhance nutrition educa-
tion in schools with specific emphasis on immediate and 
long-term health and psychosocial benefits. Partnerships 
with local government and community boards to advocate 
for the presence of healthy food options in restaurants, 
especially those embedded in Black, Hispanic/Latino, 
and indigenous communities, are important. Key aspects 
of any such partnership should include prioritization of 
nutritious foods that are culturally relevant to respective 
communities and advocacy for policies that address the 
disproportionate marketing of unhealthy food products to 
children from underrepresented racial and ethnic groups 
who reside in historically underresourced communities.

Access to Capital and Economic Stability
Building wealth and capital in racially and ethnically di-
verse populations is key to economic stability, educa-
tional advancement, and better health at the individual 
and population levels. However, disparities in wealth by 
race and ethnicity are striking and are skewed toward 

White households. Wealth disparities are compounded by 
unequal employment opportunities by race and ethnicity. 
Although White households, which make up 68% of US 
households, hold 86.8% of overall wealth in the coun-
try, Black and Hispanic households hold only 2.9% and 
2.8% of wealth, respectively, while accounting for 15.6% 
and 10.9% of the US population.39 For Black Americans, 
12 generations of unpaid labor before the civil war have 
contributed to severe difficulties in wealth generation 
and accumulation. This dynamic is compounded by the 
systemic exclusion of Black Americans from national 
programs meant to promote economic recovery and sta-
bility. For example, during the Great Depression, the New 
Deal, the Social Security Act of 1935, and unemploy-
ment insurance programs disqualified Black and Hispan-
ic/Latino workers from receiving benefits.40–42

The impact of poverty and disparate living and social 
conditions on the health of the individual and population 
in the United States has been studied and recognized 
since the 1800s. In 1899, the first sociological study of 
Black people in America by W.E.B. Du Bois,43 The Phila-
delphia Negro, detailed the findings that the difference 
in mortality in Black and White people in Philadelphia 
was explained by the deficits in economic status, sani-
tary conditions, and education of the studied populations, 
not by the differences between skin color and origin. 
A recent study by Boen and colleagues44 detailed the 
association of better health and a better financial status, 
with those owning stock and accumulating significant 
savings having better self-reported health, fewer health 
conditions, less risk of work limitations, less disability, and 
lower levels of stress.

Policy Implications
Building wealth in racially and ethnically diverse populations 
is key to economic stability, educational advancement, and 
better health for the individual and the populations at risk. 
Wealth building through capital resources and programs 
can lead to economic stability and should be an important 
goal in addressing the long-standing disparities that con-
tinue to ravage communities of color. Institutional invest-
ment policies and strategies leading to capital investment 
and greater economic stability are necessary according to 
specific community needs.45 Maximizing income and reduc-
ing expenses while increasing savings for individuals and 
families can have a positive impact on wealth generation for 
underresourced populations and will have a direct impact 
on better health. Equitably expanding support for policies 
that address poverty and target financial relief to families 
and children such as the Child Tax Credit and Earned In-
come Tax Credit is critical. Such efforts should extend to 
regulating the subprime and predatory lending industries 
and addressing the systematic racial and socioeconomic 
disparities in debt, including but not limited to student loans, 
public fines and fees, and medical debt, as well as debt col-
lection practices.

D
ow

nloaded from
 http://ahajournals.org by on M

ay 3, 2024



CL
IN

IC
AL

 S
TA

TE
M

EN
TS

 
AN

D 
GU

ID
EL

IN
ES

February 6, 2024� Circulation. 2024;149:e312–e329. DOI: 10.1161/CIR.0000000000001203

Albert et al Addressing Structural Racism Through Advocacy

e320

In addition, public policies at all levels of government 
addressing the impact of racism in the pipeline to and 
within the workforce are necessary. This includes efforts 
to equitably raise the floor for workers in low-wage jobs, 
investments in equitable workforce development and job 
training programs targeted to historically excluded com-
munities, and more robust tracking and reporting of race-
aggregated hiring and wage data. Expanded access to 
paid family and medical leave, which helps prevent dras-
tic losses of income for individuals caring for family or 
recovering from unexpected or long-term illness, should 
also be prioritized in improving wealth-building capacity 
for workers with low wages or those from underrepre-
sented racial and ethnic groups.46 Other public policy 
proposals such as a nationwide baby bond program, 
which would provide an equity-based trust fund to new-
borns that they could access after reaching adulthood, 
may also be impactful.47,48

Health systems can engage with communities and use 
internal expertise to help with tax preparation to maximize 
income generation within the rules set forward by the 
government. As an example, the Medical–Financial Part-
nership at Philadelphia Children’s Hospital has done work 
with families for tax preparation that, over a 2-year period, 
led to >300 tax returns prepared with nearly $700 000 
in refunds to the community.49 Institutional investments 
in financial planning for communities, asset building with 
matching retirement programs by institutions for their 
employees, and ensuring that lucrative building projects 
have defined participation from companies with racially 
and ethnically diverse ownership spread the financial 
opportunity and can promote building capital and wealth 
in communities that have been left behind.

Another important goal in sustaining economic stability 
in local neighborhoods is ensuring that financial institu-
tions within communities invest in the economic develop-
ment of individuals and groups who live and work in the 
area. Historically, between the end of the era of Recon-
struction and the Great Depression, >130 Black-owned 
banks were opened, providing an important resource for 
capital, entrepreneurship, and funding for prospective 
homeowners.50 In 2008, the Partnership for Progress was 
started by the Board of Governors of the Federal Reserve 
to encourage and help preserve minority-owned banks 
that predominantly serve communities of underrepre-
sented races and ethnicities. Despite this effort, the num-
ber of Black-owned banks declined from 48 in 2001 to 
22 in 2019.51 The loss of local resources to aid in devel-
oping knowledge and strategies for capital investment is 
compounded by an environment in which creditworthi-
ness and credit scoring are difficult to improve once credit 
is damaged and credit score falls, making it significantly 
harder to qualify for capital opportunities and banking 
services. Average credit scores by race tabulated in 2021 
show Hispanic and Black Americans at the bottom of the 
ratings scale.52 One solution to addressing differential 

credit by race and ethnicity is the development of Com-
munity Development Financial Institutions–private sector 
financial institutions that focus on personal lending, finan-
cial advising, and business development in distressed 
local communities in need of revitalization. Community 
Development Financial Institutions are a result of the 
Community Reinvestment Act of 1977, which was revised 
in 2020 and has been funded by the federal government 
specifically to ensure that real estate and business loans 
are available in communities affected by previous segre-
gationist policies, including redlining. Innovations in policy 
and law addressing the opportunities for financial growth, 
greater retention of wealth, and financial security and sta-
bility will have a significantly positive effect on improving 
health in our communities at greatest risk.

Access to Equitable Housing
According to the AHA, “Housing is a prominent social 
determinant of cardiovascular health and well-being 
and should be considered in the evaluation of preven-
tion efforts to reduce and eliminate racial/ethnic and 
socioeconomic disparities” and to improve cardiovascu-
lar health.53 Exclusionary policies affect multiple facets 
of life for Black, Hispanic/Latino, Native American, and 
Asian and Pacific Islander people in the United States, 
with access to housing and residential segregation policy 
as some of the most pernicious historic examples. The 
systematic sorting of people into certain neighborhoods 
or communities with historic and persistent economic and 
environmental disadvantages based on race or ethnicity 
has striking, long-standing, and far-reaching social, eco-
nomic, and health consequences for individuals and com-
munities.53,54 Although residential segregation was ended 
legislatively with the Fair Housing Act in 1968, residen-
tial segregation remains visible in the geography of cities 
and disproportionately affects available infrastructure (eg, 
green spaces, built environment, public transportation, 
broadband access), services (eg, social services, health 
care, public safety, affordable prekindergarten–grade 12 
schools), and employment opportunities.

Historically, many communities of color experienced 
disinvestment, the deliberate withholding of financial 
support that encourages economic growth, resulting 
in difficulty in obtaining seed money, bank loans, and 
mortgages. Predominantly Black “redlined” communities 
received less government funding and were avoided by 
investors. After World War II, properties in these areas 
were deemed ineligible for mortgage programs offered 
under the GI bill to returning veterans, and veterans of 
color were unable to purchase properties in suburbs that 
were occupied predominantly by White people because 
of racist real estate practices and restrictive covenants. 
The Homeowners’ Loan Corporation of 1933 that fol-
lowed the Great Depression led to predominantly Black 
neighborhoods being labeled as hazardous investment 

D
ow

nloaded from
 http://ahajournals.org by on M

ay 3, 2024



CLINICAL STATEM
ENTS 

AND GUIDELINES

Circulation. 2024;149:e312–e329. DOI: 10.1161/CIR.0000000000001203� February 6, 2024

Albert et al Addressing Structural Racism Through Advocacy

e321

areas. This reduced opportunities for communities with 
majority Black populations to receive mortgages and 
loans under the Homeowners’ Loan Corporation pro-
gram.55 These policies helped create separate and 
unequal neighborhoods with ongoing devastating impact 
on opportunity and health outcomes.

Discriminatory housing policies and practices extend 
to other underrepresented racial and ethnic popula-
tions, including Hispanic/Latino individuals. As recently 
as 2019, an analysis of home-lending data showed that 
Hispanic/Latino homebuyers pay higher interest rates 
and fees, reducing their ability to become homeowners 
compared with their non-Hispanic White counterparts.56 
Evidence also demonstrates differential treatment of 
Asian American and Pacific Islander people in housing 
rental and sales markets, often being told that there are 
fewer available rental properties and being shown fewer 
units than their White counterparts.57 American Indian 
and American Native (AI/AN) individuals, particularly 
those living on tribal lands, face a unique set of hous-
ing challenges, many of which are related to the legal 
status of lands on reservations. This poses a barrier to 
originating mortgages on properties located in Indian 
country.58 Moreover, the colonization and forced dis-
placement of indigenous populations from their native 
lands by the Indian Removal Act and other actions by the 
US federal government contribute to significant housing 
distress in these communities, including challenges with 
affordability, infrastructure inadequacy, overcrowding, 
and homelessness. Native Hawaiian and other Pacific 
Islander people make up nearly 40% of the population 
experiencing homelessness in Hawaii despite making up 
only ≈10% of the state’s population as a whole.59 In fact, 
between 2020 and 2022, Native Hawaiian and other 
Pacific Islander people experienced the highest increase 
in homelessness compared with all other racial and eth-
nic groups.60 Among AI/AN households living in tribal 
areas, 23% live in housing with a deficit in its physical 
condition compared with 5% all US households.58 AI/
AN individuals living in urban areas also face challenges 
in the housing market, with AI/AN borrowers having a 
higher share of high-cost home purchase and refinance 
loans and higher loan denial rates compared with White 
borrowers across income levels.61

In addition to exclusionary housing policies, road con-
struction policies have had a demonstrable impact on 
intergenerational housing and health disparities. The 
policies and practices that governed the construction of 
major interstate highways have uprooted, displaced, and 
isolated previously economically and culturally vibrant 
neighborhoods composed predominantly of people with 
lower incomes or people from underrepresented racial 
and ethnic groups. Limited transportation options and 
availability contribute to increased marginalization and 
social exclusion of these communities from well-paying 
job opportunities and the resulting enhanced resources 

and amenities. These policies have profound effects on 
health; multiple analyses document higher rates of can-
cer and cardiovascular disease and shorter life expectan-
cies for Americans living in segregated communities and 
areas that were previously redlined.54,62–64

Policy Implications
Eliminating discrimination connected to acquiring home 
loans, leasing, local zoning, and land use; improving en-
vironmental conditions associated with public or federally 
subsidized housing; and integrating housing and health 
services are essential components of healthy housing 
policy strategy. The development and maturation of com-
munity partnerships with financial institutions are also in-
tegral to advancing housing equity, population health, and 
economic well-being. The AHA is well positioned to sup-
port and convene multidisciplinary stakeholders to inform 
policy opportunities at all levels of government that elevate 
the responsibility and accountability the finance industry to 
the communities where they live and in which they serve. 
Examples include alliances that are working to eliminate 
biases coded into the credit scoring system and in the as-
sessment of eligibility for social programs, which derail the 
opportunity for many people from underrepresented racial 
and ethnic groups to rent or purchase homes.

Enhancing access to and adequacy of federal rental 
assistance programs is another important strategy to 
equitably expand access to high-opportunity neighbor-
hoods for families with low to moderate incomes. For 
example, evidence demonstrates that more individuals 
use the tenant-based housing voucher program when 
the program includes financial assistance such as a 
security deposit or insurance incentives for landlords.65 
Widespread implementation of the Small Area Fair Mar-
ket Rents program, in which voucher amounts can vary 
according to the neighborhood, also allows more lower-
income households to move into higher-rent and higher-
opportunity areas.66,67 Generational home ownership can 
be promoted through curtailing the consequences of gen-
trification, which disrupt legacy homes and homeowners 
and diminish the social fabric of communities. Policies 
that reduce barriers to accessing first-time homebuyer 
and down-payment assistance programs should be 
advanced and targeted to individuals and families with 
low to moderate incomes and those from communities 
historically affected by discriminatory housing and lend-
ing practices to widen the pathway to home ownership.

New economic development should be brought into 
and operate in partnership with historically underre-
sourced neighborhoods, predominantly communities 
of color, to not alienate, stigmatize, or force out exist-
ing residents but align with their economic and health 
interests and needs. Community-based development 
organizations may also help deliver opportunities for the 
missing middle of housing affordability, a category often 
beyond the interest and reach of profit-driven developers 
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but ineligible for public housing. Efforts must be made to 
equitably support the sustainability and financial health 
of community-based development organizations, par-
ticularly among government, philanthropic, or corporate 
funders, which are a primary source of revenue for these 
entities.68 The consequences of the Not in My Backyard 
Syndrome, or NIMBYism, referring to neighborhood 
opposition to the development of affordable, supportive, 
and transitional housing and other construction projects 
serving at-risk or otherwise marginalized populations in 
the local area, should also be addressed.69 These efforts 
should include policies that mitigate restrictive zoning 
practices, promote flexibility in housing types and densi-
ties across communities, and support fair housing and 
due process for affordable housing project denials.

All people, particularly those with disabilities or health 
conditions who are experiencing housing instability or 
homelessness, need access to housing opportunities 
that also support their specific functional, psychosocial, 
and medical needs. As an example, an unhoused patient 
with heart failure should be afforded basic opportuni-
ties to access housing with extended medical services 
such as screening for weight gain, a potential indicator of 
escalating volume overload, as well as onsite or telemon-
itoring opportunities for medical advice. Consideration 
should be given to opportunities to enhance housing 
affordability assistance for those experiencing financial 
distress and toxicity due to high medical costs associ-
ated with chronic disease and comorbidities.70

Equitable Access to Education
Structural racism and discrimination result in dramatic 
effects on one of the strongest predictors of cardiovas-
cular health and disease: educational attainment. Ineq-
uities in access to high-quality education have denied 
generations of students in many predominantly Black 
and Brown communities across the United States the 
skills and opportunities to secure better-paying jobs and 
financial security, contributing to and perpetuating exist-
ing health disparities in these populations.

Residential segregation is perhaps the greatest con-
tributor to educational disparities because investment in 
schools is driven largely at the local government level and 
affected by the local tax base. As a result, predominantly 
White school districts receive approximately $23 billion 
more than non-White school districts serving a simi-
lar student population density, resulting in less funding 
per student in non-White districts and negatively affect-
ing the quality of education and high school graduation 
rates at schools serving predominantly Black, Hispanic/
Latino, and Native American students.71 Long-standing  
racial and ethnic disparities in educational attainment 
persist and mirror disparities in other socioeconomic 
metrics. For example, at every educational level, Black 
and Hispanic individuals have a lower income level than 

their White counterparts.72 In addition, the diminishing-
returns hypothesis postulates that compared to their 
White counterparts, individuals from historically excluded 
racial and ethnic groups do not have the same improve-
ments in health as their socioeconomic levels and edu-
cation increase.73,74 The effects of ongoing discrimination 
and racism contribute to this gap, even when accounting 
for socioeconomic status.75

The discriminatory application of “zero tolerance” poli-
cies that criminalize minor infractions of school rules is 
also having deleterious impacts on lower-income, histori-
cally marginalized communities, primarily Black, Hispanic/
Latino, Native American, and Asian and Pacific Islander 
populations. In addition to leading to lower rates of high 
school graduation, such policies create a perverse pipe-
line of students from underrepresented racial and ethnic 
groups to the criminal justice system.76 Additional consid-
eration should be given to the disproportionate applica-
tion of suspensions and expulsions of Black children.77 
Disparities in disciplinary practices and exclusionary poli-
cies are observed as early as preschool78 and are asso-
ciated with a multitude of negative student outcomes, 
including lower academic performance, higher dropout 
rates, failure to graduate on time, decreased academic 
engagement, and future disciplinary exclusion.79

The disparities recorded across school disciplinary 
and criminal justice systems extend to the enforcement 
of tobacco purchase, use, and possession laws that crimi-
nalize tobacco use and possession by minors, rather than 
holding the tobacco industry and retailers accountable 
for marketing and selling tobacco products to youth.80 
Many school policies regulating the use and possession 
of tobacco products include punitive and exclusionary 
measures, including suspensions and expulsions for stu-
dent violations.81

Policy Implications
In the United States, public school financing is inextri-
cably tied to the wealth of a community by property val-
ues and property taxes. Despite efforts over the years 
to address educational funding inequities stemming from 
the unequal affluence between communities, often sepa-
rated by only a few streets or city blocks, many students 
still attend public schools in racially concentrated, high-
poverty school districts; 78% of these institutions serve 
predominantly non-White student populations.71 In this 
context, allocation of resources to teachers and schools 
to narrow performance gaps should be proportional to 
the community needs. A strategy to engage policymak-
ers and to change rules to equitably increase per-pupil 
allotments, especially for predominantly segregated and 
impoverished schools, stands as a concrete and vital next 
step in meeting the needs of schools that have been his-
torically underresourced. Concurrently, advocacy efforts 
directed at expanding the construction of schools in ar-
eas that require them, reducing class sizes, implementing  

D
ow

nloaded from
 http://ahajournals.org by on M

ay 3, 2024



CLINICAL STATEM
ENTS 

AND GUIDELINES

Circulation. 2024;149:e312–e329. DOI: 10.1161/CIR.0000000000001203� February 6, 2024

Albert et al Addressing Structural Racism Through Advocacy

e323

rigorous curricula, and prioritizing the recruitment and re-
tention of qualified teachers are necessary.

In addition, significant evidence demonstrates links 
between high-quality early care and education and 
positive school outcomes, economic stability, and better 
physical and mental health, with financial savings to soci-
ety.82 Prioritizing the expansion of access to high-quality 
early care and education programs is essential because 
many children from families with low incomes, especially 
those from underrepresented racial and ethnic groups, 
continue to face significant barriers to affordable early 
care and education opportunities. The AHA continues to 
support federal appropriations for Head Start and Early 
Head Start, as well as access to high-quality, affordable 
childcare programs.

A comprehensive strategy for combating structural 
racism in education should extend its focus to college 
and higher education admissions policies, adopting a 
holistic approach that takes into account lived experi-
ences and the profound impact of differential access 
to resources across the educational continuum. Over-
reliance on academic success alone fails to consider 
that not all students have had the same opportunities to 
access and engage in high-quality education programs. 
For many students from underrepresented and histori-
cally excluded racial and ethnic backgrounds, unequal 
access to higher education and enrichment narrows 
the pathway to successful employment, including in the 
medical workforce. Effort should be made to remove bar-
riers for individuals from racially and ethnically underrep-
resented communities, particularly Black, Hispanic, and 
indigenous populations, to apply to and enroll in institu-
tions of higher learning, including through policy inter-
ventions at the federal, state, and local levels that make 
collegiate, technical, and professional education more 
affordable and provide longitudinal social, academic, and 
professional support as they matriculate and beyond. In 
medical and health professions schools especially, effort 
should be made to recruit, retain, and support trainees 
from diverse backgrounds and to identify and address 
experiences of discrimination that contribute to higher 
rates of burnout and attrition.83,84 Additional consider-
ation should be given to those students from underrep-
resented racial and ethnic backgrounds with intersecting 
excluded identities. Policies should also ensure contin-
ued and expanded support for historically Black colleges 
and universities and other minority-serving institutions.

As a science organization, the AHA is uniquely posi-
tioned to lead in the diversification of our workforce with 
science and education at the forefront. For example, the 
AHA launched the Supporting Undergraduate Research 
Experiences program for undergraduate students from 
diverse backgrounds, including a fully virtual alternative 
to an in-person laboratory experience. Early results from 
this program suggest that students reported significant 
gains in scientific proficiency.85 Such pipeline programs 

must begin as early as kindergarten and incorporate 
strategies to help mitigate structural, financial, and geo-
graphical barriers that impede full student engagement.

Training school staff to recognize their implicit biases 
and cultivating a positive school climate through the 
establishment of clear and consistent discipline poli-
cies that promote fairness, equity, and achievement for 
students are critical. These efforts should also include 
reducing inappropriate referrals of students to law 
enforcement, examining the role of law enforcement offi-
cers in schools, and expanding access to social support 
and mental health services for at-risk students.

Environmental Health
The policies of redlining and segregation noted earlier 
have contributed to higher levels of exposure to a broad 
range of pathogenic exposures for racial and ethnic mi-
norities. For example, at every level of income, communi-
ties of color are exposed to higher levels of air pollution.86 
Conditions of lower levels of tree canopy and higher ur-
ban heat are also present in the residential areas that 
were historically redlined.87 In addition, local zoning or-
dinances, or the lack thereof, have contributed to higher 
concentrations of garbage dumps, industrial plants, con-
gested roads, and airports in neighborhoods of color.88,89 
As a result, these neighborhoods are more likely to expe-
rience environmental exposures from ambient pollution 
associated with proximity to such enterprises, particularly 
in homes where there are older ventilation systems and 
high-density living units. These adverse exposures have 
had broad negative effects on cardiovascular risk factors 
and disease.90,91 For example, exposures to ambient pol-
lution and toxic metals are associated with heightened 
oxidative stress, autonomic dysfunction, hypertension, 
diabetes, and cardiovascular disease.92–96 Data also in-
dicate associations between stroke and atherosclerosis 
risk and exposure to toxic metals such as lead from old 
pipes and industrial waste byproducts.97,98 Furthermore, 
communities of color are less likely to have green spac-
es and recreational facilities that create opportunities 
for physical activity.99 The absence of a green canopy is 
linked to negative heat effects of climate change, in turn 
resulting in a higher ozone level, which has deleterious 
health effects.100

Policy Implications
All communities need direct access to clean water and air. 
However, race is an independent predictor of pollution dis-
tribution regardless of income. For example, Black house-
holds with incomes between $50 000 and $60 000 live 
in neighborhoods that are more polluted than the average 
neighborhood of White households with incomes below 
$10 000.101 The concentrated and significant presence 
of environmental toxins in communities of color warrants 
greater investigation and pathways developed for mitiga-
tion. Many low-income neighborhoods and communities 
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of color have become environmental “sacrifice zones,” or 
residences adjacent to heavily polluted industries with un-
equal or no environmental protection. Policy and legislative 
action supporting and encouraging business investment 
in advantageous community infrastructure, as well as 
partnerships with communities related to environmental  
problem solving, is also necessary. In addition, transporta-
tion and industrial infrastructure projects should assess 
community impact to ensure environmental justice and 
health equity.

Racial, ethnic, and socioeconomic diversity within 
planning teams is also imperative in addressing com-
plex environmental issues. Processes of planning, policy 
development, and budgeting should engage relevant 
stakeholders and those communities most affected by 
environmental pollution and poor health outcomes in 
developing culturally sensitive and ecologically appropri-
ate solutions.

At the medical professional society level, understand-
ing and implementing safe and equitable environmental 
practices will require, for example, leveraging the net-
work of the AHA’s science and community stakeholders 
with governmental agencies to help advance environ-
mental population and individual health-linked agendas. 
To achieve maximal impact, professional societies from 
various sectors should also collaborate with environmen-
tal justice organizations.

ADDITIONAL ISSUES AT THE 
INTERSECTION OF STRUCTURAL RACISM 
AND HEALTH EQUITY
Public Health and Data Infrastructure
The COVID-19 pandemic has served as a reminder of 
the importance of a competent, capable, and adequately 
resourced public health and public health data infra-
structure. Investment in public health is associated with 
better population health outcomes and increased life 
expectancy.102,103 However, there is still an urgent need 
for an expanded role of and investments in public health 
to effectively address the persistent components con-
tributing to health inequities. To do so, integration of the 
tenets of health equity into the framework and goals of a 
robust, structured, national public health system is criti-
cal. Local, state, and federal public health data systems 
need modernization and linkage with each other and 
with clinical care health system data systems to provide 
efficient, effective, and equitable results regardless of 
the health care need or crisis. An urgent need also exists 
for a comprehensive, nationwide data infrastructure that 
captures real-time individual-, local health system–, and 
population-level data in a standardized, representative 
manner, including race, ethnicity, and other structural 
and social determinants of health, and with sufficient 

granularity, that is, data disaggregation, to identify health 
inequities, to develop and implement solutions, and to 
track performance. Existing survey databases such as 
the National Health Interview Survey offer unique op-
portunities to understand the extent of racial and ethnic 
disparities in chronic disease prevalence, mortality, and 
access to care indicators on a population level. How-
ever, there are few to no data on perceived discrimina-
tion in these databases, which should be addressed. 
Other place-based, federally supported tools such as the  
Centers for Disease Control and Prevention Social Vul-
nerability Index104 that measure health and social risk 
factors with an equity lens and help public health offi-
cials identify communities that need support should also 
be maintained and expanded.

The extensive overhaul of the public health data 
infrastructure must remain contemporary while being 
reformatted to facilitate rapid, accurate data collec-
tion, analysis, and interpretation for known and as-yet 
unknown health factors and communicable and non-
communicable diseases. A fundamental principle for this 
refurbished data collection process and system must 
be that data be accessible to and usable by any and all 
stakeholders and be used to inform community engage-
ment, planning, and investments and to spark systemic 
change rather than to further stigmatize and marginalize 
communities.

Health Information Technology
Affordability and equitable expansion of access to smart 
devices, computers, and broadband remain foundational 
to closing the digital divide and bringing essential clinical 
and nonclinical support services within reach for histori-
cally excluded populations. These efforts should include 
support for “health techquity” (universal broadband ac-
cess) and active opposition to “digital redlining,” or the 
systematic neglect or exclusion of lower-income neigh-
borhoods from adequate broadband service by internet 
service providers. Racial and ethnic disparities in owner-
ship of a traditional computer or access to home broad-
band continue to persist, with Black, Hispanic, Asian, 
and AI/AN adults consistently citing affordability as a 
primary barrier.105,106 Policies can be implemented at the 
individual, health systems, and community levels to widen 
consumers’ abilities to participate in an expanding digital 
health and health care ecosystem, including the Federal 
Communications Commission’s Emergency Broadband 
Benefit for low-income families and digital health equity 
task forces within health institutions.107 Regulatory ef-
forts at the federal level requiring internet service provid-
ers to equitably service every resident or business within 
their service geography, particularly in traditionally isolat-
ed, rural, or other similar environments, would also help 
reduce disparities in technology infrastructure.
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Civic Engagement
The AHA believes that an active and engaged electorate 
strengthens the ability of a community to overcome struc-
tural racism and barriers to equitable health. An engaged 
electorate includes greater voter participation in the 
election process, with a focus on preserving trust in and 
the integrity of elections and ensuring equitable voting  
opportunities for historically disenfranchised populations, 
which have systematically been denied the opportunity 
to inform, shape, and influence issues that directly affect 
their lives.108 Similarly, the ability of communities to have 
the discretion and authority to actively pursue public 
policy that promotes the health and safety of their resi-
dents must be preserved, protected, and even expanded. 
Opposing efforts to preempt community authority to ad-
dress their issues locally and work in allyship with or-
ganizations that promote and protect voting rights and 
elections is key for communities to have a true voice in 
the advancement of health, favorable social determinants 
of health, and health care. Such efforts may include pro-
moting nonpartisan voter registration and participation in 
elections at the local, state, and federal levels, along with 
supporting equitable access to voting.

PRINCIPLES FOR ADDRESSING 
STRUCTURAL RACISM THROUGH PUBLIC 
POLICY ADVOCACY
The AHA has developed a set of principles to guide its ad-
vocacy and to help provide a road map for successful policy 
agendas focused on mitigating structural racism (Figure).

•	 Public policy advocacy should be advanced with a 
lens toward equity, recognizing the complex inter-
action between intersecting identities (for example, 
race, ethnicity, class, sex, gender expression, sexual 
orientation) and social determinants of health.

•	 Public policies to address structural racism should 
be developed with a life course approach, consid-
ering the cumulative influence of social and envi-
ronmental factors on health and well-being and the 
critical, intergenerational transition stages when 
intervention may be most impactful.

•	 Individuals with lived experience navigating structural 
racism have valuable insight that can inform the devel-
opment of inclusive, culturally appropriate policies and 
interventions that respond effectively and authentically 
to the needs of communities. Mechanisms to engage 
those with lived experience—particularly patients, 
communities, and even colleagues from historically 
excluded or underrepresented racial and ethnic back-
grounds—and to incorporate lived experience into 
decision-making around advocacy activities should 
be developed, implemented, and sustained. However, 
addressing structural racism and championing health 
equity should not be solely the responsibility of those 
individuals or groups with lived experience; everyone 
must be involved.

•	 To eliminate the impact of structural racism on eco-
nomic, social, and health inequities, powerful part-
nerships within communities and across sectors 
and disciplines must be cultivated and maintained.

•	 Advocates should prioritize policies that are flexible, 
adaptable, and scalable.

•	 Effort should be made to support the development of 
well-defined goals, indicators, and data sources that 
promote accountability and facilitate the ability to adju-
dicate the success of policies and the organization’s 
role in its successful adoption and implementation.

CONCLUSION
The influence of structural racism is embedded in the 
evolution of our country’s social structures and how 
our cities and communities have been shaped. To ad-
vance health for all communities in the United States, 
the AHA and stakeholders across disciplines, sectors, 
and industries must address structural racism in policy 
and practice. The AHA commits to working with diverse 
stakeholders and partners to improve social determi-
nants of health and to tackle the root causes of health 
inequities. Policies and initiatives at all levels of govern-
ment that center efforts on key drivers of multisectoral, 
intergenerational inequities should be a key aspect of 
all work. With the help of our local communities and 
complementary programmatic efforts, the public poli-

Figure. Principles for addressing 
structural racism through public 
policy.
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cy opportunities outlined in this policy statement can 
serve as a crucial starting point to real, lasting change 
and an elevation of health equity for the generations 
to come.
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