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Preface 

Literature that informed this research brief was identified 

from a range of sources. Academic databases and websites 

of intergovernmental organizations were searched with 

key terms for relevant literature. Searches were structured 

around the 14 strategic and operational levers of WHO’s 

operational framework for PHC. Academic literature 

searches were carried out via MEDLINE, EMBASE and 

Google Scholar, while intergovernmental organization 

websites included that of WHO (headquarters and regional 

offices), the World Bank, the European Commission and 

United Nations agencies. There were additional targeted 

searches to obtain literature from all six WHO regions. 

The authors included relevant literature from their own 

knowledge and consulted with experts in the field for 

additional sources. A snowballing approach was used, 

where the references of relevant literature were screened 

to identify further relevant studies. 

Included literature was prioritized based in its relevance 

to intercultural health, racism and racial discrimination in 

relation to health and PHC. This included studies evaluating 

interventions related to tackling racial discrimination and 

intercultural health within health systems, and theoretical 

literature on the issues. Exemplars were selected based 

on relevance and to ensure geographical representation.

The Thirteenth General Programme of Work 2019–2023 

commits the World Health Organization (WHO) to work 

for populations in vulnerable situations who are facing 

marginalization, exclusion and discrimination. Structures of 

disadvantage, marginalization, exclusion and discrimination 

that have historical roots and present day manifestations 

drive socioeconomic and health inequities. Since 2021, 

WHO’s Ethnicity and Health workstream has aimed to 

support tackling health inequities that are linked to racism, 

racial discrimination and intersecting forms of social 

exclusion. It does this by providing evidence, working 

across the levels of WHO to support national authorities, 

and working together with other United Nations System 

agencies to mainstream a focus on racial discrimination and 

protection of minorities. One activity within this workstream 

focuses on supporting national and local authorities in 

strengthening primary health care (PHC) to address racial 

discrimination and reduce health inequities affecting 

indigenous peoples, as well as people of African descent, 

Roma and other ethnic minorities. 

Kunming, China - Three members of one of China’s ethnic minorities 
by Steve Evans / CC BY

https://www.flickr.com/photos/babasteve/34544223361/
https://www.flickr.com/photos/babasteve/
https://creativecommons.org/licenses/by-nc/2.0/
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Executive summary

orientated more towards certain populations, languages or 

cultures, with insufficient or lack of regard for differing patient 

preferences, languages and cultural beliefs. However, health 

systems can also be a leading force for tackling the inequities 

faced by populations experiencing racial discrimination. 

They can advocate for support across sectors to address 

racial discrimination, highlighting evidence that it adversely 

impacts health. In addition, through the application of equity, 

gender and human rights-based approaches, health systems 

can deliver intercultural and equity-oriented health services 

that result in the reduction of health inequities and the 

fulfilment of other fundamental human rights (for example, 

the right to participation).

Primary health care (PHC) is the essential strategy for 

reorientating health systems and societies to become 

healthier, equitable, effective and sustainable. In 2018, on 

the 40th anniversary of the Declaration of Alma-Ata, the 

World Health Organization (WHO) and the United Nations 

Children’s Fund (UNICEF) renewed the emphasis on PHC 

with their strategy, A vision for primary health care in the 

21st century: towards universal health coverage and the 

Sustainable Development Goals. The strategy asserts 

that PHC is indispensable for achieving universal health 

coverage and the SDGs, including the SDGs for health 

(SDG 3) and equality (SDG 10).

PHC-oriented health systems strengthening, as a platform 

for societal change, can contribute to tackling racial 

discrimination and reduce the health inequities affecting 

populations experiencing such discrimination. This is 

because PHC addresses the root causes of poor health 

and inequities, focuses on social justice (including racial 

justice action), calls for intersectional and multisectoral 

approaches to health and well-being, and gives attention 

to the empowerment of all communities. 

As countries aim to progress towards the Sustainable 

Development Goals (SDGs) and achieving universal health 

coverage, health inequities driven by racial discrimination 

and intersecting factors remain pervasive. Inequities 

experienced by indigenous peoples as well as people 

of African descent, Roma and other ethnic minorities 

are of concern globally; they are unjust, preventable 

and remediable.

Indigenous peoples as well as people of African descent, 

Roma and other ethnic minorities are more likely to 

experience adverse socioeconomic conditions, often 

influenced by racial discrimination, and compounding and 

intersecting forms of disadvantage across many aspects 

of their lives. Inequities affecting populations facing 

discrimination are rooted in racism shaped by the legacies 

of slavery, indentured servitude, colonialism, imperialism, 

war, ultra-nationalism, ethnic absolutism, xenophobia 

and hate speech; they are reflected in persistent and 

multigenerational social and economic disadvantages. 

This is despite international human rights obligations that 

prohibit racial discrimination in all its forms and guarantee 

everyone’s rights before the law, without distinction as to 

race, colour, or national or ethnic origin. 

Health systems themselves are important determinants 

of health and health equity, including for people of African 

descent, Roma and other ethnic minorities, as well as 

indigenous peoples. Health systems can perpetuate 

health inequities by reflecting structural racism and 

discriminatory practices of wider society. For instance, 

systemic racism (for example, linked to where services are 

located or requirements for accessing them), implicit bias, 

misinformed clinical practice, or discrimination by health 

professionals contributes to health inequities. In addition, 

lack of intercultural care can be a reflection of health services 
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WHO outlines 14 strategic and operational levers for 

policy-makers to strengthen PHC. Within each lever, there 

are multiple potential entry points for targeted actions to 

address racial discrimination, foster intercultural care, and 

reduce health inequities experienced by indigenous peoples 

as well as people of African descent, Roma and other ethnic 

minorities. A non-exhaustive overview of such entry points, 

based on a rapid review of literature, is provided in Table 

below. A comprehensive analysis of the state of health and 

specific health needs of the indigenous peoples, people 

of African descent, Roma and other ethnic minorities is 

beyond the scope of the present brief.

PHC is an ideal platform for integrating actions to address 

health inequities affecting populations experiencing racial 

discrimination because it is an agenda for societal change, 

has a commitment to leaving no one behind, includes  

Potential action areas for addressing racial discrimination, by PHC lever 

PHC levers Entry points for addressing racial discrimination and ensuring intercultural care

Strategic levers

1. Political 
commitment  
and leadership

 � Incorporate specific policy objectives for addressing health inequities experienced by 
populations affected by racial discrimination.
 � Build a strong commitment to PHC strengthening in geographic areas with higher indices of 
multidimensional deprivation and where populations experiencing racial discrimination are more 
likely to live.
 � Foster PHC reforms based on progressive universalism.
 � Take a stand on xenophobia, racist disinformation, hate speech, stereotyping and discriminatory 
practices, and ensure the negative impacts of these on health and well-being are clearly articulated.
 � Promote policies and interventions that recognize and implement an intercultural and intersectoral 
approach, together with action on social determinants to combat racial discrimination.
 � Recognize that political and high-level structures themselves must change to include and 
ensure the participation of diverse actors in decision-making processes.

2. Governance 
and policy 
frameworks

 � Strengthen existing or adopt new antidiscrimination legislation to combat discrimination that 
aligns with international human rights standards. 
 � Use policy frameworks to explicitly tackle xenophobia, racist disinformation, hate speech and 
media stereotyping.
 � Institutionalize multisectoral synergies between health and other sectors to address the 
intersecting and compounding social determinants of health affecting populations experiencing 
racial discrimination.
 � Build respect for and strengthen the organizational, social and cultural institutions of indigenous 
peoples as well as people of African descent, Roma and other ethnic minorities, while supporting 
their right to participate fully in political, economic, social and cultural life. 
 � Ensure that the health sector has policies, codes of conduct, guidelines for and enforcement of 
antidiscrimination measures, as well as functional grievance redress mechanisms.

3. Funding and 
allocation of 
services

 � Ensure equity-oriented budgeting approaches for PHC and health systems strengthening, so 
that more disadvantaged areas with greater health needs will receive adequate resources. 
 � Incorporate an ethnicity lens to better understand the role of health system financing in tackling 
inequities.
 � Introduce financing arrangements that enable joined up funding between health and other 
sectors; for example, for joined up health and social services.
 � Advance participatory budgeting approaches where communities can be involved in deciding 
how budget allocations can best meet community needs. 
 � Ensure the appropriate allocation of funds for antidiscrimination mechanisms and the 
coordination or integration of intercultural health services, as applicable to the national context.

far-reaching actions to address the wider social 

determinants of health, and has an explicit focus on tackling 

inequity and the root causes of inequity. That said, research 

gaps remain, and strengthening the evidence base is key to 

build action to address health inequities. Moving forward, 

key areas include strengthening participatory approaches 

in research, further interdisciplinary conceptual refinement 

at global levels, addressing the lack of data disaggregation 

by ethnicity and other relevant social stratifies, deepening 

the knowledge base on tackling compounding and 

intersecting forms of disadvantage that interact with 

racial discrimination, expanding the understanding of 

different populations’ needs and beliefs based on differing 

worldviews, recognition of the value of culture and diversity, 

and identifying promising practices and interventions to 

address racism and racial discrimination.
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PHC levers Entry points for addressing racial discrimination and ensuring intercultural care

4. Engagement 
of community 
and other 
stakeholders

 � Foster social participation and accountability platforms for indigenous peoples as well as people 
of African descent, Roma and other ethnic minorities experiencing racial discrimination, stigma 
and exclusion.
 � Ensure opportunities for meaningful and equitable participation of indigenous peoples as well 
as people of African descent, Roma and other ethnic minorities in matters that would affect their 
rights, while respecting their organizational structures and accounting for gender considerations.
 � Invest in building capacities of health professionals and communities experiencing racial 
discrimination to ensure equitable opportunities for participation. 
 � Take into account linguistic, geographic, financial, gender and other barriers to participation.
 � Advocate for and empower health professionals from communities that face racial discrimination 
to have a fair say and assume leadership positions.

Operational levers

5. Models of care  � As a health equity priority, health systems should be orientated towards high-quality primary 
care, ensuring equitable access across the continuum and levels of care.
 � Invest in increasing the accessibility of primary care services, especially for indigenous peoples, 
as well as people of African descent, Roma and other ethnic minorities with lower levels of access.
 � Promote continuity in primary care and address specific barriers to providing care over time for 
populations experiencing racial discrimination.
 � Develop integrated people-centred health services that are tailored to identities, beliefs, preferences 
and health needs, while also being respectful of people’s dignity, social circumstances and culture.
 � Build comprehensive primary care services integrating preventive, curative and rehabilitative 
care that is based on person-centred approaches.
 � Strengthen primary care services by incorporating intercultural approaches based on knowledge 
dialogues between conventional and traditional medicines and practices as a way of achieving 
person- and community-centred health care.

6. PHC workforce  � Invest in and deliver anti-racism, antidiscrimination and cultural competency training for health 
professionals.
 � Consider expanding the PHC workforce to include professionals specifically focused on 
intercultural care, in addition to expanding intercultural competencies of existing staff.
 � Build team-based structures that promote coordinated action to address health inequities 
experienced by populations facing discrimination.
 � Encourage medical schools to increase diversity and representativeness of indigenous peoples 
as well as people of African descent, Roma and members of other ethnic minorities, as 
applicable in the national context. This is relevant for the training of the full spectrum of health 
care professionals and should be backed by efforts to support educational institutions with 
related legal and policy frameworks.
 � Reduce barriers to promotion and ensure training of medical professionals from ethnic and 
racial groups experiencing discrimination to ensure representativeness across the hierarchy of 
seniority.
 � Introduce and/or strengthen curricula of medical schools, educational institutions and in-service 
training on the topics of intercultural health, discrimination-related health inequities, racism and 
exclusion, and the role of health services in exacerbating and alleviating these inequities.

7. Physical 
infrastructure

 � Install equity-enhancing resource allocation systems that address historical underinvestment 
in areas disproportionately inhabited by persons experiencing social exclusion, including 
indigenous peoples, as well as people of African descent, Roma and other ethnic minorities. 
 � Provide flexible, locally tailored and culturally appropriate health care facilities that align with the 
needs and preferences of local communities.
 � Ensure the provision of services for mobile/nomadic communities.

8. Medicines and 
other health 
products

 � Critically evaluate current and future medicines and medical devices for the influence of 
conscious and unconscious racial or ethnic bias.
 � Tackle, through regulation, the affordability of health care products where the costs can 
disproportionately affect populations experiencing social exclusion, such as persons affected 
by racial discrimination.
 � Promote recognition, respect and protection of – and coordination with – knowledge-based 
traditional, ancestral and complementary medicines in national health systems.
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PHC levers Entry points for addressing racial discrimination and ensuring intercultural care

9. Engagement 
with private 
sector 
providers

 � Ensure that private sector providers uphold practices relating to non-discrimination and conform 
with human rights standards when providing health care, through regulation, enforcement, and 
stewardship of the private system.
 � Regulate to reduce the impacts of private industry on the wider social determinants of health to 
address health inequities experienced by populations facing racial discrimination.

10. Purchasing 
and payment 
systems

 � Build strategic purchasing and contracting mechanisms that are equity-enhancing, such as 
contracting with local, minority-owned service providers.
 � Harness payment systems to incentivize actions to reduce health inequities.
 � Incentivize active rather than passive community engagement with populations experiencing 
racial discrimination through purchasing and payment systems.

11. Digital 
technologies 
for health

 � Invest in accessible and universal digital technology platforms.
 � Employ telemedicine as an important tool for reducing access barriers to health care.

12. Systems for 
improving the 
quality of care

 � Use a national quality policy and strategy as an entry point for strategic dialogue on the role of 
the health system in addressing health inequities. 
 �Make addressing the health inequities experienced by indigenous peoples, as well as people 
of African descent, Roma and other ethnic minorities, one of the goals and priorities of national 
quality policies and strategies.
 � Explicitly incorporate the perspectives of indigenous peoples as well as people of African 
descent, Roma and other ethnic minorities into local definitions of quality, especially in relation 
to equitable and person-centred care. 
 � Require that clinical and managerial teams responsible for implementation reflect inclusivity and 
a commitment to reducing inequity in their own approach and values.
 � Expand quality improvement mechanisms to specifically target inequities in health care quality 
for populations affected by racial discrimination. 

13. PHC-oriented 
research

 � Promote participatory research approaches for the health of indigenous peoples as well as 
people of African descent, Roma and other ethnic minorities.
 � Document and evaluate effective interventions that can tackle underlying determinants of health 
inequities, barriers to accessing high-quality primary care, and service-based discrimination.
 � Invest in flexible research approaches to trial new interventions to address racial discrimination 
and the health inequities affecting indigenous peoples as well as people of African descent, 
Rome and other ethnic minorities.
 � Advance documentation of “promising practices” and case-studies relating to interventions 
addressing health inequities affecting populations experiencing racial discrimination.
 � Prioritize health equity in health research. Funders of research should encourage the prioritization 
of health equity and intersectional approaches that assess people’s capacities and deprivation 
across multiple intersecting dimensions, as well as measures for redress.

14. Monitoring  
and evaluation

 � Invest in routine data collection systems that permit self-identification and facilitate the collection 
of data disaggregated by ethnicity as well as other equity stratifiers.
 � Ensure a human rights-based approach to data, where the data are not identifiable and robust 
data protection mechanisms and procedures are in place.
 � Ensure access to data, in line with confidentiality and safeguarding processes, is provided 
for independent research and monitoring of the health system, public policies and society in 
relation to health inequities affecting populations experiencing racial discrimination.
 � Deliver open, accessible and transparent platforms for data on health inequalities.
 � Ensure data monitoring and evaluation activities integrate approaches that respect local cultures 
and are devised with community support.
 �Measure the extent to which synergistic and cross-sectoral approaches to addressing health 
inequities of populations affected by racial discrimination occur.
 �Measure the cultural competency of providers and the extent of intercultural services.
 � Invest in the monitoring and safeguarding roles of health services and in promoting cross-
sectoral dialogue.
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Introduction

Indigenous peoples as well as people of African descent, 

Roma and other ethnic minorities are generally at higher 

risk of poverty than the general population. They also 

face substantial disadvantages in access to health 

care, education and employment, and often live in rural 

and remote areas that lack adequate infrastructure and 

services  (5). Racial discrimination, racism or exclusion 

on the basis of their characteristics or identity results in 

unequal power relations, which in sequence operate in 

the formulation of social policies and the delivery of public 

services, including health services (5). Globally, over 476 

million indigenous peoples live in 90 countries (6). There is 

an estimated 150 million people of African descent living 

in Latin American and the Caribbean – and many millions 

living in Europe and Asia (7,8). In 2015, the United Nations 

Special Rapporteur on Minority Issues estimated that there 

were 11 million Roma in Europe, with 6 million residing in 

the 27 European Union (EU) member states (9). 

Countries worldwide have committed to progressing the 

United Nation’s Sustainable Development Goals (SDGs) 

by 2030, including target 3.8 for universal health coverage. 

Countries are aiming to “achieve universal health coverage, 

including financial risk protection, access to quality essential 

health-care services and access to safe, effective, quality 

and affordable essential medicines and vaccines for all” 

(1). Primary health care (PHC), as a foundation for health 

systems strengthening, is key to achieving universal health 

coverage, meeting the SDG targets for health and also 

advancing other non-health SDGs, including reducing 

inequalities (2,3). 

Health inequities are a pervasive challenge for all countries. 

The 2030 Agenda for Sustainable Development is 

underpinned by the universal principle of “leaving no one 

behind” and SDG 10 is to “reduce inequality within and 

among countries” (1). Inequality inhibits progress towards 

the SDGs by reducing economic growth, constraining 

poverty alleviation, eroding trust in governments and 

destabilizing political systems (4). 

Inequality inhibits progress 
towards the SDGs by reducing 
economic growth, constraining 

poverty alleviation, eroding trust 
in governments and destabilising 

political systems.

In alignment with Article 1 of the International 
Convention on the Elimination of All Forms 

of Racial Discrimination (1965), racial 
discrimination is understood as a differentiated 

treatment for the purpose or effect of 
impairing particular rights or freedoms based 
on 5 prohibited grounds: race, colour, descent, 

or national or ethnic origin.  Also, consistent 
with Article 1 of the UNESCO Declaration on 
Race and Racial Prejudice Racism and Racial 

Discrimination, providing that “all human 
beings belong to a single species and are 
descended from a common stock”,  “race” 
is understood as a social construct which 

imply differences, hierarchies, and privileges 
between certain groups.
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Global attention to racial discrimination and its impact has 

increased in recent decades. This has been driven by calls 

for action, such as: the Durban Declaration of 2001 (10); 

evidence of stark inequities from human rights monitoring 

bodies; increased availability of data disaggregated by 

ethnicity; the work of the global Commission on Social 

Determinants of Health (11); regional commitments such 

as those by the WHO Regional Office for the Americas on 

ethnicity and health (12,13); awareness-raising by social 

justice movements such as Black Lives Matter; and, most 

recently, the stark inequities exacerbated by COVID-19 (14). 

Indigenous peoples as well as people of African descent, 

Roma and other ethnic minorities continue to experience 

stigma, racial discrimination and lack of recognition of 

their rich and unique history, culture and traditions. This 

limits their influence on decision-making, impedes their 

active participation, prevents the incorporation of their 

worldviews and health needs in policies and services, and 

drives health inequities. Part of a PHC-oriented approach 

to health systems strengthening is to address these issues.

Based on a rapid review of literature conducted in the 

second half of 2021, this brief aims to equip policy-

makers, civil society organizations, researchers and other 

development partners with knowledge of potential entry 

points for addressing racial discrimination, promoting 

intercultural services, and reducing health inequities in and 

through PHC. Each of WHO’s 14 strategic and operational 

levers are reviewed, and example actions are outlined that 

can shape and strengthen PHC. It is beyond the scope of 

this brief to highlight all of the potential entry points; rather, 

the brief provides some sample actions and specific case-

studies as a means of highlighting potential issues to be 

considered in PHC strengthening approaches. 

Working definitions

The principles and definitions outlined below guide the 

discussion in this report. 

Racial discrimination as defined by the 1965 International 

Convention on the Elimination of All Forms of Racial 

Discrimination is any “distinction, exclusion, restriction 

or preference based on race, colour, descent, or national 

or ethnic origin which has the purpose or effect of nullifying 

or impairing the recognition, enjoyment or exercise, on an 

equal footing, of human rights and fundamental freedoms in 

the political, economic, social, cultural or any other field of 

public life” (Article 1). See also definitions of racism (Box 1).  

For the purpose of this document, the concept of “racial 

discrimination” is aligned with Article 1 of the International 

Convention on the Elimination of All Forms of Racial 

Discrimination (1965), which establishes 5 grounds for 

discrimination based on race, colour, descent, or national 

or ethnic origin. Also, consistent with Article 1 of the 

UNESCO Declaration on Race and Racial Prejudice Racism 

and Racial Discrimination, providing that “all human beings 

belong to a single species and are descended from a 

common stock”, “race” is understood as a social construct 

which imply differences, hierarchies, and privileges 

between certain groups.

The principle of “leaving no one behind” entails reaching 

the poorest of the poor, but also motivates combatting 

discrimination and rising inequities within and among 

countries, and their root causes. This is grounded in the 

United Nations normative standards, including the principles 

of equality and non-discrimination that are foundational 

principles of the Charter of the United Nations, international 

human rights laws and national legal systems across the 

world. As part of the leaving no one behind pledge, countries 

must take actions to identify who is being marginalized 

including those facing discrimination and exclusion (15).

The concept of “othering” is valuable framework for 

considering how and why discrimination and racism 

exist in societies, and can help to identify the populations 

experiencing discrimination and exclusion (16). Othering 

outlines the common mechanisms that drive exclusion 

across contexts, including discrimination, prejudice, implicit 

(unconscious) bias, denialism, segregation and violence. 

Othering, as a concept, can help in recognizing the social 

practices, norms and other forces that drive marginalization 

of certain groups (16). 

An intersectional lens is vital when identifying local 

populations experiencing discrimination (17). Intersectionality 

analysis illuminates how discrimination can occur 

across multiple dimensions and confers differing levels 

of disadvantage across individuals and social groups. 

Individuals within different ethnic and racial groups cannot 

be considered to be homogenous, since each is exposed to 

intersecting forms of discrimination based on ethnicity as well 

as on the basis of sex, age, sexual orientation, place of birth, 

language, religion, disabilities or poverty. Intersectionality is 

not just the cumulative effects of multiple deprivations, but 

rather how different social classifications interact to confer 

different levels of privilege and disadvantage for specific 

individuals and groups (18). 
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There is no internationally agreed definition of indigenous 

peoples or ethnic minorities. Considering the diversity 

of indigenous peoples, the United Nations System has 

instead developed an understanding of this term based 

on the following major characteristics: self-identification as 

indigenous peoples; social, cultural and economic conditions 

distinguish them from other sections of the national 

community; they have distinct language, culture and beliefs; 

they form non-dominant groups of society; and, a resolve 

to maintain and reproduce their ancestral environments 

and systems as distinctive peoples and communities 

(8,19). Throughout this brief, the term “indigenous peoples” 

is used as distinct from “ethnic minorities” because in 

principle indigenous peoples are subject to a specific 

normative framework under international human rights laws, 

especially the United Nations Declaration on the Rights of 

Indigenous Peoples that recognizes, among other rights, 

the right to self-determination and self-identification (20). 

Therefore, many people who self-identify as indigenous 

peoples oppose categorization as minorities for reasons 

including both their unique identity as the first and original 

occupants of land, as well as due to the comparatively 

weaker international rights framework for minorities (21,22).

Ethnicity is understood to be based on perceived common 

ancestry, history and cultural practices (14). The term 

“ethnic minority” generally refers to “ethnic or racial groups 

in a given country in which they are in a non-dominant 

position vis-à-vis the dominant ethnic population” (5). In this 

brief, the term refers to a group of people that meets one 

or more of the following criteria: the group is numerically 

smaller than the rest of the population; it is not in a [social, 

economic, or politically] dominant position; it has a culture, 

language, religion or ethnicity that is distinct from that of 

the majority; and its members have a will to preserve those 

characteristics (5,21).

People of African descent, as indicated by the Working 

Group of Experts on People of African Descent, may be 

defined as “descendants of the African victims of the Tran-

Atlantic and Mediterranean Sea slave trade. The group 

includes those of the sub-Sahara slave trade. Descendants 

of the victims of the trans-Atlantic trade live primarily in 

the diaspora of North, Central and South America and the 

Caribbean”. Also, this definition includes “Africans and their 

Descendants who emigrated to other parts of the world 

where they have experienced racial discrimination” (14,23).

1 The UNESCO 1978 Declaration on Race and Racial Prejudice states that “all human beings belong to a single species and are descended 
from a common stock. They are born equal in dignity and rights and all form an integral part of humanity” (Article 1).

Roma, as stated by the former United Nations Special 

Rapporteur on minority issues, Rita  Izsák, refers to 

“heterogeneous groups, the members of which live in 

various countries under different social, economic, cultural 

and other conditions” (9). She noted that the term Roma 

“does not denote a specific group but rather refers to the 

multifaceted Roma universe, which is comprised of groups 

and subgroups that overlap but are united by common 

historical roots, linguistic communalities and a shared 

experience of discrimination in relation to majority groups. 

“Roma” is therefore considered a multidimensional term 

that corresponds to the multiple and fluid nature of Roma 

identity” (9). The term Roma used at the Council of Europe 

refers to “Roma, Sinti, Kale and related groups in Europe, 

including Travellers and the Eastern groups (Dom and Lom), 

and covers the wide diversity of the groups concerned, 

including persons who identify themselves as Gypsies” (24).

This report acknowledges that the terms “race” and 

“ethnicity” have no internationally agreed-upon definitions 

(25,26) and that their conceptualization varies based on 

country, historical, political and cultural contexts. Thus, 

the report emphasizes that “race” and “ethnicity” are 

social constructs for grouping human populations, and 

as a social construct they are highly variable between and 

within countries, over time, and from different perspectives. 

This report also emphasizes the United Nations position 

that considers humanity to be indivisible and the differences 

between individuals to be of a political, cultural and 

symbolic nature.1 In the same line, the existence of racial 

categories has been widely discredited from a genetic 

perspective (25,26).

The principle of self-identification which according to 

the principles of international law, (including Article 27 of 

the International Covenant on Civil and Political Rights, the 

Declaration on the Rights of Persons Belonging to National 

or Ethnic, Religious and Linguistic Minorities and General 

Comment No. 23 (1994) of the Human Rights Committee) 

states that minority identity does not depend on recognition 

by a State, but rather on individual self-identification.

Cultural competency is the ability of a health system to 

provide care to patients with diverse values, beliefs and 

behaviours, including the tailoring of service delivery to 

meet patients’ social, cultural and linguistic needs. Barriers 

to culturally competent care include a lack of diversity in 

the health leadership, poorly designed systems, and poor 

communication and dialogue with populations of different 

ethnic and cultural backgrounds (9).
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Interculturalism can be understood as the ability 

to recognize, harmonize and negotiate the multiple 

cultural differences that exist within society. It is also the 

communicative interaction between two or more human 

groups with different cultures and is considered an 

interactive social process of recognition and respect for 

the differences that exist within or between cultures. It 

includes the interaction between cultures from positions of 

equivalence, horizontality and mutual respect that allows 

setting a harmonious relationship between different human 

communities. In health care, an intercultural approach 

is understood as all the elements and variables of 

interculturalism (such as adaptation of health services, 

recognition of traditional medicines) that are accepted, 

included and respected in the health systems – for example, 

adaptation to cultural practices in childbirth, the approach 

to prenatal care, and so on. Intercultural competence goes 

beyond cultural competency, as it additionally includes the 

need for interaction and dialogue between different cultures 

and embraces the notion of cultural humility (27,28).

Interculturalism includes the 
interaction between cultures 

from positions of equivalence, 
horizontality and mutual respect 
that allows setting a harmonious 

relationship between different 
human communities.

Box 1
Racism

Racism is an ideological construct that assigns a certain race and/or ethnic group to a position of power over others 

on the basis of physical and cultural attributes, as well as economic wealth, involving hierarchical relations where the 

“superior” race exercises domination and control over others. Article 2 of the United Nations Educational, Scientific 

and Cultural Organization (UNESCO) 1978 Declaration on Race and Racial Prejudice states that “racism includes racist 

ideologies, prejudiced attitudes, discriminatory behaviour, structural arrangements and institutionalized practices resulting 

in racial inequality as well as the fallacious notion that discriminatory relations between groups are morally and scientifically 

justifiable; it is reflected in discriminatory provisions in legislation or regulations and discriminatory practices as well as in 

anti-social beliefs and acts” (29). 

Racism comes in many forms (30):

 � individual racism is an individual’s own racist beliefs, assumptions or ideas about either their own or others’ race  
or ethnicity. It is often called implicit bias, or prejudice. It can either be conscious or unconscious.

 � interpersonal racism is the manifestation of personal racist beliefs and refers to racist actions between individuals. 
These can be activities such as racist comments, discriminatory actions, hate crimes or violence. 

 � institutional racism refers to discriminatory attitudes and practices that are embedded in institutions.  
These can be educational, criminal justice, health care, political and social welfare institutions, or private  
companies such as banks and corporations. It stems from laws, regulation, policies or power systems that 
disadvantage individuals based on their perceived race or ethnicity.

 � systemic (or structural) racism is racism that arises across society from the interactions of institutions and 
individuals. It is the cumulative, long-term effects from power inequities or unequal opportunities across systems.
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Fig. 1. WHO’s operational framework for PHC

Primary health care (PHC) is a whole-of-society approach 

to health. It was first outlined in the 1978 Declaration of 

Alma-Ata. Forty years later, in 2018, WHO and UNICEF 

updated the vision of PHC for the modern day with the 

strategy A vision for primary health care in the 21st century: 

towards universal health coverage and the Sustainable 

Development Goals (3,31). PHC is defined as a whole-of-

government and whole-of-society approach to health that 

combines: multisectoral policy and action; empowered 

people and communities; and primary care and essential 

public health functions as the core of integrated health 

services. PHC aims to equitably maximize the level and 

distribution of health and well-being, by focusing on 

people’s health needs and preferences as early in life as 

possible and as close as feasible to people’s everyday 

environment. It is embedded in the community, and equity 

and social justice are at the heart of PHC. These key 

attributes are why health systems based on PHC are best 

positioned to tackle racial discrimination in health to ensure 

accessible, quality and culturally sensitive services and 

address persistent health inequities. 

Primary care services, which are the core of PHC, can 

reduce inequities in access to health care and can facilitate 

access to other social welfare programmes (32). Primary 

care services are  effective in addressing the wider unmet 

health needs in a population and can also address the 

greater barriers to accessing health care experienced by 

more deprived populations (33–36). They also have an 

important role in linking patients with specialist care when 

required and in addressing determinants of health inequities, 

across the whole life course (37). High-quality primary 

care services are defined by the attributes of accessibility, 

continuity, comprehensiveness and coordination (36).

WHO’s operational framework for PHC (Fig. 1) demonstrates 

the links between PHC and improved health, equity, health 

security and cost-efficiency. Fourteen strategic and 

operational levers are outlined as potential action areas 

for policy-makers to strengthen PHC (38). 

PHC is defined as a whole-of-
government and whole-of-society 
approach to health that combines: 

multisectoral policy and action; 
empowered people and communities; 

and primary care and essential 
public health functions as the core of 

integrated health services.
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Health systems 
and racial discrimination

Stark health inequities affect people of African descent, 

Roma and other ethnic minorities as well as indigenous 

peoples. Despite the pervasiveness of these health inequities 

and growing attention to the issue, scientific/health data 

and evidence of health inequities across populations 

experiencing racial discrimination are sparse and are 

often available mostly in high-income countries (Box 2). 

Against this background, the COVID-19 pandemic has had 

major implications for the 2030 Agenda for Sustainable 

Development and has further exposed the challenges of 

ethnicity-based inequities. In June 2021, the World Bank 

estimated that 97 million people were driven into extreme 

poverty (i.e. living on less than US$ 1.90 a day) in 2021 

due to COVID-19 (39), with indigenous peoples, people 

of African descent, Roma and ethnic minorities worldwide 

likely to be disproportionately affected. 

African American mother
“Safe to sleep” by NICHD / CC BY

https://www.flickr.com/photos/nichd/49091423307/
https://www.flickr.com/photos/nichd/
https://creativecommons.org/licenses/by-nc/2.0/
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Examples of health inequities faced by populations experiencing racial discrimination

 � The Centers for Disease Control and Prevention, in the United States of America, identified that African American 
women were three times more likely to die from a pregnancy-related cause than white American women over the 
period 2007–2016 (40).

 � According to a King’s Fund report in 2021, although stillbirth and infant mortality rates in England and Wales have 
fallen since 2007 across populations of different ethnicities, infant mortality remains higher among ethnic minorities. 
For example, persons of Pakistani and African descent had infant mortality rates of 6.8 and 6.5 per 1000 live births, 
respectively, compared to 3.2 for those of European ethnic origin over the period 2017–2019 (41). 

 � A cross-sectional study of 14–15-year-old children at schools in Cape Town, South Africa, in 2009, found that 
children of African descent were twice as likely to have depression or post-traumatic stress disorder compared to 
children of European ethnic origin (42). 

 � A Government of Australia analysis of national mortality records identified Aboriginal and Torres Strait Islander 
peoples had a 10.6 and 9.5 years shorter life expectancy than non-indigenous males and females, respectively, over 
the period 2008–2012 (43). 

 � A study on indigenous health over the period 1997–2014 found that Baka Pygmies in Cameroon died on average 
22 years earlier than non-Pygmy populations (44,45).

 � According to the 2018 report State of the world’s indigenous peoples by the United Nations Department of 
Economic and Social Affairs, the infant mortality rate in Ecuador among indigenous children is 67.6 per 1000 live 
births, compared to 30.0 for the general population (based on the 2011 census) (8). 

 � In Viet Nam, in 2002, the under-5 mortality rate of 
indigenous Vietnamese was 41 per 1000 live births 
compared to 28 for non-indigenous Vietnamese 
(according to the national Demographic and Health 
Survey 2002) (45,46).

 � Responses from the Prospective Urban and Rural 
Epidemiology (PURE) survey in China, between 2005 
and 2007, found the prevalence of hypertension in 
Chinese ethnic minorities was 42.4% compared to 
34.4% in Han Chinese, with lower control and treatment 
rates for Chinese ethnic minorities (47).

 � A study states that according to available data up to 
2006, Pygmy peoples (the Aka in the Central African 
Republic and the Twa in Uganda) have infant mortality 
rates 1.5–4 times higher than the neighbouring non-
Pygmy populations (48,49).

 � The 2014 European Commission report on the health 
status of the Roma population in Europe reviewed 
country-level data on life expectancies and found that the life expectancy of Roma populations across Europe was 
approximately 10–15 years shorter than non-Roma populations (50).

 � The Tanzania Demographic and Health Survey of 2010 found that 59% of Maasai pastoralist children were stunted 
in Tanzania, with higher rates of fever, diarrhoea and pneumonia compared to other majority ethnic populations 
(51,52). Moreover, the Tanzania National Nutrition Survey 2018 found that Manyara, with a high population of 
indigenous peoples, is one of the regions with high prevalence of stunting (36.1%) (53).

 � An analysis of the 2010 Brazilian National Demographic Census found that indigenous children and adolescents 
(aged less than 20 years old) have higher mortality rates compared to their non-indigenous counterparts, including 
those identifying as African descents and other ethnic minorities, in both rural and urban residential settings (54). 

 � A study analysing the 2003 Nigeria Demographic and Health survey found that in Nigeria, compared with children 
of Hausa/Fulani mothers, those from Igbo, Yoruba and other ethnic groups had a 40%, 57% and 19% lower risk of 
dying, respectively (55).

Box 2

Hmong minority people in traditional clothes. Sa Pa, Vietnam, 
by Pal Szilagyi Palko/Scopio

https://scop.io/
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Health inequities affecting populations experiencing racial 

discrimination are interrelated with, and driven by, the 

wider social determinants of health and accumulate over 

generations (see the Commission on Social Determinants 

of Health (11)). These inequities are rooted in racism shaped 

by the legacies of slavery, indentured servitude, colonialism, 

imperialism, war, ultra-nationalism, ethnic absolutism, 

xenophobia and hate speech. This history has resulted 

in persistent and multigenerational social and economic 

disadvantage. Racism and racial discrimination remain 

fundamental social determinants of health (32,56). As one 

of the potential frameworks to unpack this issue, Williams 

& Mohammed (2013) provide an overview of the pathways 

by which racism, racial discrimination, socioeconomic 

status, the social determinants of health and health are 

connected (Fig. 2).

Racism – from the individual to systemic level – leads to 

“othering” or the development and propagation of negative 

attitudes (prejudice) and beliefs (stereotypes) towards 

certain populations, and results in differential treatment 

of these people. Individual racism and structural racial 

discrimination can reduce opportunities and deny access 

to health improving activities (such as health care) and 

contribute to poorer socioeconomic status (for example, 

through employment, housing and education opportunities). 

Individuals who experience racism or perceive discrimination 

have poorer mental health outcomes (57,58), higher blood 

pressure (59), increased levels of inflammatory and stress 

hormones (60,61), and increased mortality (62). Experiencing 

everyday discrimination is also associated with lower birth 

weight (63), cognitive impairment (64), poorer sleep (65) 

and higher levels of visceral fat (66).

Source: Williams DR, Mohammed SA. Racism and health I: pathways and scientific evidence.  
Am Behav Sci. 2013;57(8):10.1177/0002764213487340. https://doi.org/10.1177/0002764213487340.

Fig. 2. A framework for the study of racism and health

Racism and racial discrimination 
remain fundamental social 

determinants of health.

Williams and Mohammed 1157

of books, newspapers, and other materials that is a good representation of American 
culture and equivalent to what the average college-level student would read in his or 
her lifetime (Verhaeghen, Aikman, & Van Gulick, 2011). Statistical analysis of the 
associative strength between pairs of words revealed the following order of the fre-
quency of the pairing of the word Black with these 10 words in American culture: poor, 
violent, religious, lazy, cheerful, dangerous, charming, merry, ignorant, and musical. 
Thus, the negative stereotypes of Blacks in the GSS (violent, lazy, dangerous, and 
unintelligent) probably reflects how often Americans have seen or heard these words 
paired with Black in their lifetime.

Mechanisms by Which Racism Can Affect Health and 
Evidence of Health Effects

Figure 1 outlines the multiple pathways by which racism can affect health. It indicates 
that racism is one of several fundamental or basic determinants of health, and it gives 
emphasis to institutional and cultural racism (D. Williams, 1997). The model empha-
sizes the importance of distinguishing basic causes from surface or intervening causes 
(proximal pathways). Whereas changes in fundamental causes lead to changes in out-
comes, interventions in the intermediate or proximal pathways, without corresponding 
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Figure 1. A framework for the study of racism and health.

https://doi.org/10.1177/0002764213487340
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Health systems are important determinants of health and 

health equity of all people, including indigenous peoples 

as well as people of African descent, Roma and other 

ethnic minorities (67). Health systems can reduce health 

inequities, but also exacerbate or widen them (68.69). There 

are multiple ways in which health systems can influence and 

are influenced by racial discrimination, as described below. 

i. Structural discrimination in health systems. Health 

systems reflect the societies in which they operate, 

including wider structural drivers of discrimination-

related health inequities. Without actions to address 

the situation of disadvantage faced by populations 

experiencing racial discrimination, health systems can 

perpetuate inequities. For example, many populations 

experiencing racism and racial discrimination live 

in geographical areas where there is low availability 

of quality health services and, when available, such 

services are often at high direct and indirect costs. 

Health systems can also present barriers, such as one 

dominant language, limited understanding of group-

specific health needs, insufficient linkages with social 

care, financial barriers linked to employment type and 

access to financial protection, and lack of cultural 

competence by providers (28,70). 

ii. Differential patient preferences, in part based on 

differing worldviews and in part based on past 

experiences of discrimination. Indigenous peoples as 

well as people of African descent, Roma and other ethnic 

minorities can have differing health practices, preferences 

and beliefs and are more likely to experience discrimination 

when accessing health care services, fuelling mistrust and 

discouraging the use of services. The lack of an intercultural 

approach to health can affect health care-seeking 

behaviour, service use, interactions with professionals 

and treatment adherence (71). A poll in October 2020, 

conducted by The Undefeated and the Kaiser Family 

Foundation, found that 70% of African Americans feel 

they are treated unfairly by the health system, and 55% 

of African Americans do not trust the health system (72). 

Studies in the United States, analysing survey responses 

between 1994 and 2007, found that ethnicity concordance 

between doctors and patients is associated with higher trust 

and compliance with care (73–75). Similarly, a qualitative 

study collected data via unstructured in-depth interviews 

in 2010 and found that indigenous women in Limpopo, 

South Africa, prefer traditional birth attendants to hospital 

midwives due to issues of trust and providers’ attitudes to 

indigenous beliefs (76). 

Ndebele Tribe in South Africa.
Two mothers from the Ndebele tribe wait for their sons to start marching and dancing after their initiation ceremony.
UN Photo/Peter Mugubane

https://dam.media.un.org/asset-management/2AM9LO1OKSE7
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iii. Differential treatment within health systems. 

Potentially discriminatory and paternalistic attitudes 

and the lack of cultural competency among some 

health care providers can exacerbate health inequities. 

Racism and conscious and unconscious bias may 

lead to misdiagnosis and mistreatment of illness. For 

instance, the subjectivity, variability and uncertainty 

of clinical symptoms, as well as the discretion of 

health professionals can interact with implicit bias and 

discriminatory attitudes to drive unequal treatment 

(77). The prevalence of implicit bias within the medical 

profession is at similar levels to that of the wider 

population (78). Different treatments can be offered 

to different individual patients, even when clinical 

considerations are the same, if health professionals 

make presumptions or expect differential treatment 

adherence (79,80). For example, under-prescription of 

pain medications is based on implicit racial bias when 

health professionals hold false beliefs regarding levels 

of pain, or weigh subjective testimonies by indigenous 

peoples or certain ethnic minorities differently to those 

of other population groups (81).

Unequal treatment can also be intentional discrimination. 

For example, providers can discount the legitimacy 

of patients’ narratives or deprioritize timely treatment 

(82). Racism and discriminatory attitudes can also drive 

unequal treatment. A 2010/2011 cross-sectional survey 

of 755 Aboriginal Australians in Victoria, Australia, found 

that nearly one third of respondents experienced racism 

within health settings (83). In Brazil, the 2013 National 

Health Survey identified that 10% of the population 

report experiencing racism and discrimination in health 

services, with higher rates among the poorest groups, 

females, indigenous peoples, and persons of African 

or Asian descent (84).

Differential treatment and discrimination drives poorer 

health services for indigenous peoples as well as people 

of African descent, Roma and other ethnic minorities 

by affecting patient–provider interactions, treatment 

decisions and treatment adherence (85). Discrimination 

is associated with lower trust in providers, lower perceived 

quality of care, reduced satisfaction with care and patient–

provider relationships, increased delays in seeking 

health care, and reduced treatment adherence (86,87). 

Discriminatory attitudes drive wider system inequities, 

such as influencing medical students’ willingness to work 

with certain ethnic groups (77).

iv. Health systems addressing health inequities. Equity-

oriented health systems can reduce the health inequities 

experienced by persons affected by racial discrimination, 

including through the approaches described in this brief. 

Health systems can also provide evidence and advocate 

for multisectoral action to reduce racial discrimination 

as a determinant of (ill-) health.

Differential treatment and 
discrimination drives poorer 

health services for indigenous 
peoples as well as people of 

African descent, Roma and other 
ethnic minorities by affecting 
patient–provider interactions, 

treatment decisions and 
treatment adherence.
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For each PHC strategic and operational lever, there 

are multiple potential entry points for tackling racial 

discrimination and related health inequities. A non-

exhaustive sample of these entry points are discussed 

below, by lever.

Strategic lever 1: Political commitment 
and leadership

This lever encompasses political commitment and leadership 

that places PHC at the heart of efforts to achieve universal 

health coverage and recognizes the broad contribution of 

PHC to the SDGs (38). Health system leaders and health 

care professionals can be powerful political forces in 

driving societal change. Health system leaders can adopt 

specific policy objectives for addressing health inequities 

experienced by populations affected by racial discrimination 

(Box 3). Such measures can include prioritizing intercultural 

care, addressing specific health inequities, or collecting data 

by ethnicity and intersecting factors (88). Relatedly, there 

is also a need to strengthen health leadership and build a 

strong commitment to PHC-strengthening in geographic 

areas with higher indices of multidimensional deprivation 

and where populations experiencing racial discrimination 

are more likely to live. High-level commitment is vital for 

mobilizing the health sector and guiding multisectoral 

actions for health across the wider government (89), and 

for building cross-sector support for actions to tackle 

racial discrimination and the intersecting drivers of health 

inequities (90). 

There is also a need to foster PHC reforms based on 

progressive universalism, so that PHC reforms benefit more 

disadvantaged, socially excluded subpopulations at least as 

much as more affluent and advantaged subpopulations (91). 

This should be done by articulating the moral imperative 

and society-wide benefits of reducing inequities. Equity-

enhancing approaches alter power balances and can 

encounter resistance, and political leadership with 

widespread support is vital (4). In keeping with the findings 

of the Commission on Social Determinants of Health, 

policies should enable universal coverage with services, 

backed by targeted measures for those populations who 

fall through the cracks of universal systems (11). 

It is necessary to ensure that health sector leaders, at all 

levels, take a stand on xenophobia, racist disinformation, 

hate speech, stereotyping and discriminatory practices, 

and ensure that the negative impacts of these on health 

and well-being are clearly articulated. This raises the profile 

of the issues of structural racism and discrimination, gives 

voice to affected communities and strengthens the agenda 

for change (32). Strong, consistent and visible leadership 

is key to building sustainable change (88). 

PHC – embedding actions  
to tackle racial discrimination 
and health inequities 

Equity-enhancing approaches 
alter power balances and 
can encounter resistance, 

and political leadership with 
widespread support is vital.
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Within this lever, consideration can be given to promoting 

policies and interventions that recognize and implement 

an intercultural and intersectoral approach, together 

with actions on social determinants and to combat racial 

discrimination (12) (Box 4). This makes it necessary to: 

 � identify regulatory gaps with respect to international 

human rights standards (strategic lever 2); 

 � propose policy frameworks that respect, promote and 

fulfil the right to health and other rights such as the right 

to birth registration (for example, persons who do not 

have birth certificates and therefore lack legal identity, 

and who may disproportionately constitute members 

of an indigenous population or ethnic minority, may 

face access barriers to health care facilities, goods 

and services where identification is a prerequisite); 

 � favour and promote equity-oriented approaches to 

service delivery that account for supply- and demand-

side barriers; 

 � provide intercultural health services; and 

 � enable access to quality health care and services 

according to the specific needs of people throughout the 

life course, considering the national and local context.

In addition, it is important to recognize that political and 

high-level structures themselves must change to include 

and ensure the participation of diverse actors in decision-

making processes, including indigenous peoples as well as 

people of African descent, Roma and other ethnic minorities. 

Diverse leadership can improve organizational culture, 

service performance and patient outcomes (92).

A whole-of-government approach to health inequities in New Zealand

Since 2000, New Zealand has undertaken a whole-of-government approach to reducing inequities in health – particularly 

around the interactions between racial discrimination and socioeconomic inequities. This included collecting data on ethnicity 

in the health sector, and is supported with protocols on ethnicity enshrining the principles of self-identification and participation, 

and legislation governing data protection and confidentiality (93,94). It also included the use of small area deprivation 

measures to boost cross-sectoral action to tackle health inequities, facilitate discussion about the root causes of inequities, 

increase social participation, and equip 

agencies to plan programmes and 

policies to address health inequities 

(11). In 2019, the Whānau Ora initiative 

was launched as a cross-government, 

culturally-grounded, family-based 

approach to health services and 

empowering communities (95). As a 

result of these efforts, New Zealand 

has made progress in the reduction 

of ethnic inequities in health in recent 

decades (96). 

Box 3

New Zealand: Maori Culture 
by Steve Evans / CC BY

https://www.flickr.com/photos/babasteve/5397152967
https://www.flickr.com/photos/babasteve/
https://creativecommons.org/licenses/by-nc/2.0/
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National health plan for people of African descent in Costa Rica

The United Nations Working Group on the Universal Periodic Review 

for Costa Rica reported, in 2019, the important steps adopted 

by Costa Rica to improve the quality of life of people of African 

descent. In 2014, a Presidential Commissioner for issues related to 

persons of African descent was appointed, with the responsibility 

of coordinating government action to promote the advancement 

of people of African descent. Costa Rica has also advanced in 

the design and implementation of a national health plan for Afro-

descendant persons for 2018–2021. The plan aims to improve the 

quality of life of the Afro-descendant population through intersectoral 

actions, intercultural health care, promoting revitalization of the 

culture, and the implementation of interventions in the context of 

social determinants of health (97,98).

Specific laws can be focused on antidiscrimination or 

equality legislation that includes a duty for all public 

authorities to promote equality (102). Policy frameworks and 

legislation should be used to explicitly tackle xenophobia, 

racist disinformation, hate speech and media stereotyping. 

In particular, such practices are incompatible with countries’ 

obligations under the International Convention on the 

Elimination of All Forms of Racial Discrimination to ensure 

equality before the law, to discourage racial divisions and 

to eliminate practices of racial discrimination by all persons, 

groups and organizations (99). 

Confronting hate speech is crucial for progress across the 

2030 Agenda by helping to prevent armed conflict, end 

violence against women and other violations of human 

rights, and promote inclusive and just societies (103). The 

health sector can play an important role by identifying 

patterns of intersectional hate speech (i.e. hate speech 

that targets individuals or groups on the basis of more 

than one identity factor), by promoting mutual respect, 

social cohesion, inclusion and diversity, and by upholding 

communication that discredits and deconstructs the 

narratives on which hate speech is based (104). 

Box 4

Boys in San Jose, Costa Rica by Mark Zilberman / CC BY

Strategic lever 2: Governance and policy 
frameworks

Strategic lever 2 covers governance structures, policy 

frameworks and regulations that support PHC to build 

partnerships within and across sectors (multisectoral 

action for health) and promote community leadership and 

mutual accountability (38). A key step for policy-makers is 

to strengthen existing – or adopt new – antidiscrimination 

legislation which aligns with international human rights 

standards (Box 6). This includes aligning national legislation 

with the international human right frameworks as applicable 

to the national context relevant to indigenous peoples as 

well as people of African descent, Roma and other ethnic 

minorities, such as:

 � the International Convention on the Elimination of All 

Forms of Racial Discrimination (99);

 � the International Labour Organization’s Indigenous 

and Tribal Peoples Convention, 1989 (No. 169) (100);

 � the United Nations Declaration on the Rights of 

Indigenous Peoples (20); and 

 � the United Nations Declaration on the Rights of 

Minorities (101). 

https://www.flickr.com/photos/mark_zilberman_photography/16196177870
https://www.flickr.com/photos/mark_zilberman_photography/
https://creativecommons.org/licenses/by-nc/2.0/
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Policies are also essential for institutionalizing multisectoral 

synergies between health and other sectors to address 

the intersecting and compounding social determinants 

of health affecting populations experiencing racial 

discrimination. Multisectoral interventions to improve the 

social determinants of health can contribute to reductions 

in health inequities (105), and are key to addressing racism, 

stigma and racial discrimination due to the complex and 

interacting root causes that lie outside the direct influence 

of the health sector. A strong cross-government mandate 

is essential to build multisectoral action, and policies 

must foster cross-sector action, build ownership, increase 

exposure to collaborative opportunities, align policy 

priorities, harmonize policy-making and facilitate conflict 

resolution. Vertical and horizontal governance structures 

can overcome departmental boundaries to establish joint 

responsibility, while ministries of health have an importance 

role to play in investing in and facilitating integration, 

linkages and synergies (89). Legislative frameworks for 

multisectoral action are important for strengthening and 

sustaining change (89). 

Policy frameworks are key to building respect for and 

strengthening organizational, social and cultural institutions 

of indigenous peoples as well as people of African descent, 

Roma and other ethnic minorities, while supporting their 

right to participate fully in political, economic, social and 

cultural life (Box 5). It is also necessary to ensure that the 

health sector has policies, codes of conduct, guidelines 

for and enforcement of antidiscrimination measures, as 

well as functional grievance redress mechanisms. These 

policies and legislative frameworks drive system change 

and provide the regulatory basis for many entry points 

within the PHC levers. An enabling policy environment is 

key to building strong community engagement (strategic 

lever 4), supporting wider system reform, strengthening 

primary care services, and adapting models of care to 

promote interculturality (operational lever 5). 

Government action to promote the health of indigenous peoples in Canada

For indigenous peoples, harmonizing of national health policies with the United Nations Declaration on the Rights of 

Indigenous Peoples is essential to building a health system that can address discrimination and health inequities. In 2019, 

the Government of Canada established the Indigenous Services Canada and Crown-Indigenous Relations and Northern 

Affairs Canada. Indigenous Services Canada has the specific mandate to “to improve access to high quality services for 

First Nations, Inuit and Métis” and “to support and empower Indigenous Peoples to independently deliver services and 

address the socio-economic conditions in their communities” (106).

In June 2021, the United Nations Declaration on the Rights of Indigenous Peoples Act came into force as federal law in Canada. 

The Act requires that national law be consistent with the United Nations Declaration on the Rights of Indigenous Peoples, 

and requires taking concrete actions to achieve the objectives and monitor progress of the Declaration. It also includes 

measures to “address injustices, 

combat prejudice and eliminate 

all forms of violence, racism and 

discrimination against Indigenous 

peoples” and to promote mutual 

respect and understanding (107).

Box 5

Policies and legislative frameworks 
drive system change and provide 

the regulatory basis for many entry 
points within the PHC levers.

Squamish Nation canoe approaching 
Bella Bella, Canada 
International Year of the World’s 
Indigenous People, 1993
UN Photo/John Isaac

https://dam.media.un.org/asset-management/2AM9LO1F324H?WS=SearchResults
https://dam.media.un.org/asset-management/2AM9LO1F324H?WS=SearchResults
https://dam.media.un.org/CS.aspx?VP3=DamView&VBID=2AM94SP4DF6K&PN=1&WS=SearchResults&RW=1625&RH=968#/DamView&VBID=2AM94SP49QDW&PN=2&WS=SearchResults
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Promoting the rights and freedoms of people of African 
descent and indigenous peoples through national 
legislation in Bolivia

According to the Economic Commission for Latin America and the Caribbean, 

in 2014 Bolivia had the largest proportion of indigenous persons in its total 

population of any country in the region: over 60% of Bolivia’s 11.5 million 

population is indigenous (6 million). Bolivia also has one of the most advanced 

constitutions globally for legally recognizing and protecting indigenous peoples. 

While many countries recognize the principle of equality in national legalisation, 

the 2009 Constitution of Bolivia explicitly prohibits discrimination, recognizes 

the contribution of indigenous peoples and people of African descent as part 

of the Bolivian Nation, and enshrines the right to self-identification (108,109).

Key to supporting multisectoral action for health are 

financing systems that enable joined up financing between 

health and other sectors. Within health services this can be, 

for example, jointly with the social sector for multisectoral 

service points such as “one stop shops” offering support for 

navigating health and social services (89). More broadly, this 

can be joint budgets between sectors, such as housing and 

public health, to deliver targeted action towards improving 

the social determinants of health. PHC should also advance 

participatory budgeting approaches where communities 

can be involved in deciding how budget allocations can 

best meet community needs. Participatory budgeting can 

promote education, engagement and empowerment of local 

citizens, and with enhanced transparency and accountability 

can help to reduce government inefficiencies and corruption 

(113,114). Evidence indicates that participatory budgeting 

can provide voice and an opportunity to influence decisions 

for marginalized and excluded groups, including those 

experiencing racism and discrimination (115,116). 

Within this lever, policy-makers can consider enacting 

policies to ensure the appropriate allocation of funds for 

antidiscrimination mechanisms and the coordination or 

integration of intercultural health services as applicable to 

the national context. 

Participatory budgeting can provide 
voice and an opportunity to influence 

decisions for marginalized and 
excluded groups, including those 

experiencing discrimination. 

Strategic lever 3: Funding and 
allocation of services

Strategic lever 3 focuses on adequate financing for PHC 

that is mobilized and allocated to promote equity in access, 

to provide a platform and incentive environment to enable 

high-quality care, and to minimize financial hardship (38). 

Equitable health financing is a vital determinant of wider 

health system equity. As a priority, policy-makers can ensure 

equity-oriented budgeting approaches for PHC and health 

systems strengthening, so that more disadvantaged areas 

with greater health needs will receive adequate resources. 

This can include subnational fund distribution formulas 

that account for local deprivation and needs, and budgets 

that consider local population mobility and unregistered 

populations. Budgets matter because they determine how 

governments mobilize and allocate public resources and are 

used to shape policies and set priorities (110). In addition, 

disaggregated and up-to-date data on local health needs, and 

monitoring gaps in health service access and provision, are 

essential to inform financing decisions (operational lever 14) 

and appropriate distribution and allocative mechanisms for 

targeting resources in relation to need.

Relatedly, financing decisions should incorporate an ethnicity 

lens to better understand the role of health system financing 

in tackling inequities (Box 7). This builds on approaches 

such as “gender budgeting” (102,111,112) and is not solely 

additional funds for different demographic groups but an 

assessment of the impact of fiscal and monetary measures 

on different groups, including populations experiencing 

racial discrimination. Both spending and resourcing should 

be examined to evaluate the equality impact of policies, in 

tandem with community engagement (strategic lever 4). 

Box 6

Bolivia by M M / CC BY

https://www.flickr.com/photos/43423301@N07/3997658231
https://www.flickr.com/photos/43423301@N07/
https://creativecommons.org/licenses/by-nc/2.0/
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Strategic lever 4: Engagement of 
community and other stakeholders

WHO defines this lever as the engagement of communities 

and other stakeholders from all sectors to define problems 

and solutions, and prioritize actions through policy dialogue 

(38). It is integral to actions tackling racial discrimination. 

Participation is a social determinant of health and a core 

principle of a human rights-based approach to ensure 

effective community action in setting priorities, making 

decisions, planning, implementing and evaluating strategies 

to achieve better health (119). Participation in decision-

making is important as:

 � communities can provide important perspectives on 

their health needs (119);

 � representatives can provide information on how 

health programmes or policies work in practice and 

where they can be improved (119);

 � biases that favour more advantaged social groups 

can be reduced (114);

 � coordination and coherence of different actors and 

services can be increased (114); and 

 � accountability can be strengthened (114). 

Community engagement and community-based primary 

care are important for reducing health inequities (120) by 

helping to reach remote populations and more rapidly 

expanding service coverage (121). Community engagement 

interventions are cost-effective and can improve health 

behaviours, self-efficacy and perceived social support 

outcomes (122), and can reduce non-health inequalities 

through human and social capital gains (122). 

To achieve strong community engagement, policy-

makers can consider fostering social participation and 

accountability platforms for indigenous peoples as well as 

people of African descent, Roma and other ethnic minorities 

experiencing racial discrimination, stigma and exclusion in 

the design, implementation and evaluation of health plans, 

programmes and policies. Mechanisms include: 

 � involving local leadership in the planning and 

management of activities;

 � engaging communities in actions to adapt local 

services;

 � involving women’s groups in participatory learning 

and peer–to–peer education;

 � facilitating community participation; and 

 � establishing long-term partnerships for sustainable 

systems (121). 

It is important to ensure opportunities for meaningful and 

equitable participation of indigenous peoples as well as 

people of African descent, Roma and other ethnic minorities 

in matters that would affect their rights, while respecting 

their organizational structures and accounting for gender 

considerations. This is vital for a real engagement with 

populations that have been historically marginalized and 

for developing policies and strategies that align with the 

cultures, needs and preferences of populations experiencing 

racial discrimination (Box 8) (123).

Box 7
A “racial equity toolkit: an opportunity to operationalize equity” 
in the United States of America

A “Racial equity toolkit: an opportunity to operationalize 

equity” has been developed by the Government Alliance on 

Race and Equity in the United States, and is one example of 

integrating equity considerations into decision-making and 

budgeting (117). The city of Seattle has used a “race equity 

approach” to examine city policies, projects, initiatives and 

budget decisions since 2004 (under the “Seattle Race and 

Social Justice Initiative”) and has influenced policies ranging 

from housing to recreation and health (118). 

National Center for Children & Families and African American Health 
Program by Elvert Barnes / CC BY

https://www.flickr.com/photos/perspective/51247278040/
https://www.flickr.com/photos/perspective/51247278040/
https://www.flickr.com/photos/perspective/
https://creativecommons.org/licenses/by-nc/2.0/
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There is a need to invest in building capacities to ensure 

equitable opportunities for participation, as called for by 

the WHO handbook on social participation for universal 

health coverage, targeting both health professionals not 

familiar with participatory approaches and also communities 

experiencing racial discrimination (124). This capacity-

building needs to take place both within government and 

health professional institutions and within populations 

experiencing discrimination to build technical skills, 

recognition skills and communication skills (124). Because 

the process of participation and engagement can reflect 

wider discriminatory practices in society, it is important 

to take into account linguistic, geographic, financial, 

gender and other barriers to participation that may be 

faced by populations experiencing racial discrimination and 

intersecting types of disadvantage (112). It is necessary 

that health sector leaders advocate for and empower 

health professionals from communities that face racial 

discrimination to have a fair say and assume leadership 

positions. This relates to operational lever 6 (workforce), 

with a range of actions to improve workforce diversity and 

representativeness. 

Box 8

Indigenous Women of Uummannaq, Greenland 
UN Photo/Mark Garten

Developing childhood health strategies through engagement with indigenous 
peoples in Greenland

In 2020, the Government of Greenland (the Naalakkersuisut) adopted the Inuuneritta III (the 2020–2030 co-operation 

strategy for good childhood), in which participation of indigenous Greenlanders was central to the development (125). The 

indigenous Greenlanders call themselves Kalaallit and are an Inuit people (Inuit meaning “human being”) constituting 85% 

of the population of Greenland (126). The strategy included the development of a social determinants of health framework 

from the perspective of – and with the collaboration of – Innuit Greenlanders, underpinning cross-sector strategies for 

child health. Inuuneritta III is a multisectoral collaboration between the Department of Social Affairs, Family and Justice, 

the Department of Health, and the Department of Education, Culture and Church, which aims to address the social 

determinants of health of Greenlandic children. The strategy is based on the development of new institutional capacities 

related with higher levels of autonomy and self-governance by the Inuit Greenlanders (125).

https://dam.media.un.org/asset-management/2AM9LOB8B3GW?WS=SearchResults
https://dam.media.un.org/asset-management/2AM9LOB8B3GW?WS=SearchResults
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Operational lever 5: Models of care

Operational level 5 refers to models of care that promote 

quality, people-centred primary care and essential public 

health functions as the core of integrated health services 

(38). The inverse care law is particularly pertinent to the 

issue of health inequities affecting populations experiencing 

racial discrimination, because, as these groups are often 

more socially disadvantaged, they are more likely to 

experience lower access to quality health care (127,128), 

Therefore, to address the inverse care law and as a health 

equity priority, health systems should be orientated 

towards high-quality primary care to ensure equitable 

access across the continuum and levels of care. Quality 

primary care is defined by the concepts of first-contact 

accessibility, person-focused continuity, coordination and 

comprehensiveness (36,129).

A key entry point within this lever is a call to invest in 

increasing the accessibility of primary care services, 

especially for indigenous peoples as well as people of 

African descent, Roma and members of other ethnic 

minorities with lower levels of access. This is because the 

accessibility of primary care can contribute to reductions 

in health inequities (33–36,130), especially through efforts 

to cover areas and populations with greater health needs 

(131,132). Deprived areas, which are often disproportionately 

inhabited by populations experiencing racial discrimination, 

have greater health needs but are often poorly served (133). 

Strategies for reducing health workforce inequities and 

building strong primary care include (134):

 � decentralizing health professional training 

programmes;

 � expanding rural health training; 

 � flexible incentives for professionals (operational 

lever 6); and

 � needs-based allocations of funds and resources 

(strategic lever 3). 

Access to health services can also be improved for 

populations experiencing racial discrimination through 

outreach work and community-based services, as 

these are critical for bridging the gaps between 

services and socially excluded populations by, for 

example, building trust (135). This includes trained and 

motivated community health workers recruited from 

local communities, who can be vital for reducing health 

inequities (136). 

The health system should promote continuity in primary 

care and address specific barriers to providing care over 

time for populations experiencing racial discrimination. 

Continuity builds patient–provider trust and is associated 

with health benefits (137,138), particularly for those with 

chronic conditions and of lower socioeconomic status 

(139). Often, indigenous peoples as well as people of 

African descent, Roma and other ethnic minorities face 

barriers to continuity of care due to language, cultural 

differences, or socioeconomic and geographical barriers. 

Actions to address these barriers include:

 � strengthening intercultural models of care;

 � establishing linkages between health and social 

care (140);

 � ensuring a diverse and representative health care 

workforce;

 � promoting knowledge dialogues to reduce 

communication barriers;

 � strengthening integrated care systems and data 

sharing platforms (141–144); and

 � promoting policies that address key demand-side 

barriers to health services that are linked to adverse 

determinants of health (strategic level 2).

Policy-makers can also develop integrated people-centred 

health services that are tailored to identities, beliefs, 

preferences and health needs, while being respectful of 

people’s dignity, social circumstances and culture (Box 9). 

Integrated health services by design enhance equity; they 

encourage the selection of services based on the holistic 

needs (145). 

An integrated approach requires coordination with and 

beyond the health sector (145). Primary care’s important 

role in coordinating care pathways can deliver health gains 

(146,147) and is also valuable for facilitating access to 

other sectors, such as social welfare programmes and 

community services (32,148). Primary care services also 

have a role in ensuring appropriate referral to services and 

support that promote holistic recovery and the well-being 

of people who are the victims of racism, intolerance and 

hate speech (149).

It is also necessary to build comprehensive primary care 

services integrating preventive, curative and rehabilitative 

care that is based on person-centred approaches (Box 

9. Comprehensive primary care includes prevention and 

promotion, education, and early life determinants of 

health, which are essential for addressing health inequities 

affecting populations experiencing racial discrimination. 

Community health workers are key to increasing the 

comprehensiveness of primary care services in many 

countries (136). Evidence shows that early life factors are 

important longer term determinants of health inequities, 
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for example, in mental health outcomes (150), and that 

increasing the comprehensiveness of primary care can 

increase equity in health outcomes (147). Person-centred 

care also relates to the comprehensiveness of primary care, 

as it centres the “person” within their wider familial, cultural 

and social context. Person-centred care improves patient–

provider interactions for indigenous peoples as well as 

people of African descent, Roma and other ethnic minorities 

(151), reduces the impact of providers’ unconscious bias, 

and can help to identify and address the wider social 

determinants of health (152).

A vital entry point for PHC to tackle inequities experienced by 

populations affected by racial discrimination is to strengthen 

primary care services by incorporating intercultural 

approaches based on knowledge dialogues between 

conventional and traditional medicines and practices as a 

way of achieving people- and community-centred health 

care (11). Intercultural dialogues entail the sharing of ideas 

and differences with the intent of developing a deeper 

understanding of different perspectives and practices, 

and of bringing health services closer to local users, by 

conducting horizontal and two-way communication from a 

standpoint of mutual respect and equality aimed at reaching 

consensus (153,154).

Cultural competency of health care can be promoted through 

user engagement (of local communities), commitment 

of managers, training of health care professionals, and 

audit and quality improvement approaches (155). These 

interventions can help to increase access, utilization and 

quality of health services, as well as to improve patient–

provider relationships and health outcomes (such as 

improved medication use and mental health conditions) 

(155). Local interventions to improve cultural competency 

of health care can be effective at driving wider system 

change and national policies (155).

“Birthing on Country” in Australia

A study from Charles Darwin University, Brisbane, examined intercultural care 

for First Nations Peoples in Australia, specifically “Birthing on Country” (which 

refers to an Aboriginal mother giving birth to her child on the lands of ancestors). 

It outlines how maternity services in Brisbane, Australia, were redesigned in 2013 

to provide intercultural care for Aboriginal and Torres Strait Islander families through 

engagement workshops and co-design. Key components of the redesigned birthing 

services included: 

 � First Nations leadership and involvement in the steering committee; 

 � community-based midwifery groups providing continuous care from early 

pregnancy to 6 weeks post-birth; 

 � education and training of First Nations health care workforce; 

 � cultural training of frontline staff; 

 � holistic wraparound services focused on connecting and interacting with 

others and Elders through community drop-in days and cultural activities; and 

 � coordinated care practices from a dedicated community-based service 

manager.

The study also reported on a trial involving 1422 mothers of First Nations babies, 

between 2013 and 2019, which found intercultural care through service redesign led to 

increased antenatal care, reduced pre-term births and increased breastfeeding (156).

Person-centred care improves 
patient–provider interactions 

for indigenous peoples, as well 
as people of African descent 
and other ethnic minorities, 

reduces the impact of providers’ 
unconscious bias, and can help 

to identify and address the wider 
social determinants of health.

Box 9

Aboriginal couple walking in evening light - Darwin 
by fvanrenterghem / CC BY

https://www.flickr.com/photos/fvanrenterghem/2642280904/
https://www.flickr.com/photos/fvanrenterghem/
https://creativecommons.org/licenses/by-nc/2.0/
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Box 10. Intercultural health in Suriname

A 2017 report of the Inter-American Development Bank 

highlighted a case-study in the southern area of Suriname 

related to intercultural care for indigenous peoples, where 

clinics for both conventional medical care and traditional 

indigenous medicine operate. Within the clinics, there is 

space for several healers to practice traditional medicine, 

and shamans, physicians and staff of nongovernmental 

organizations to lead workshops to raise awareness among 

health professionals about traditional health practices, 

important medicinal plants, and indigenous concepts of 

health and illness. The workshops also train traditional 

healers on basic primary care and preventive health. As 

a result, both primary care workers and shamans have 

altered their practices. Depending on the diagnosis and 

type of treatment required, referrals are routinely made 

between the two clinics. With the goal of preventing the 

disappearance of traditional knowledge, the Shamans and 

Apprentices programme encourages young apprentices to 

learn from the elder shamans and to preserve the knowledge 

of medicines from the Amazon rainforest. Apprentices 

are also trained to complete record forms that document 

conditions and treatments utilized for each patient at the 

traditional medical clinics (157).

Relatedly, another key entry point for this lever is investing 

in and delivering anti-racism, antidiscrimination and cultural 

competency training for health professionals. Unconscious 

bias, stereotypes and prejudice can be targeted through 

workforce training on culturally appropriate care, self-

reflection, privilege and clinical decision-making (88). 

Operational lever 6: PHC workforce

WHO defines this lever as adequate quantity, competency 

levels and distribution of a committed multidisciplinary 

PHC workforce that includes facility-based, outreach 

and community-based health workers supported through 

effective management supervision and appropriate 

compensation (38). 

To make steps towards addressing discrimination and 

racism within health services, inappropriate clinical 

practices and knowledge that are based on paternalistic, 

discriminatory, racist or colonial thinking should be identified 

and addressed. Addressing this issue can be done through 

PHC-oriented research and participatory research methods 

involving persons experiencing racial discrimination. Such 

research could be around prescribing practices or treatment 

regimes based on false biological beliefs (79,80). 

Box 10

Unconscious bias, stereotypes and 
prejudice can be targeted through 

workforce training on culturally 
competent care, self-reflection, 

privilege and clinical decision-making.

Suriname by Virgil Kapel, Pan American Health Organization PAHO / CC BY

https://www.flickr.com/photos/pahowho/8937251247/
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https://creativecommons.org/licenses/by-nc/2.0/
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Interventions to improve cultural competency can 

improve the knowledge, skills and attitudes of providers, 

increase health care access and utilization for populations 

experiencing racial discrimination, and in some settings 

improve patient outcomes (such as diabetes control and 

user satisfaction) (158). Measures to improve intercultural 

care include:

 � increased representation of indigenous peoples as 

well as people of African descent, Roma and other 

ethnic minorities in the health workforce; 

 � training of health professionals on providing 

intercultural care; 

 � culturally-tailored health programmes for patients and 

local populations; 

 � interpreter presence and provision of multilingual 

services; 

 � peer education; 

 � patient navigators; and

 � exchange programmes (158). 

In addition to expanding the cultural competencies of 

existing staff, policy-makers can consider expanding the 

PHC workforce to include professionals specifically focused 

on intercultural care. Intercultural mediators can serve 

to improve communication and understanding between 

patients and health care professionals by reducing linguistic 

and sociocultural differences (70). Quality primary care 

services should also be team-based and thus better 

equipped to promote coordinated action to address 

discrimination-related health inequities and the multiple 

and intersecting factors of discrimination, such as adverse 

gender norms, religion, disability, socioeconomic status and 

migration status. Team-based primary care is associated 

with improved patient satisfaction and health outcomes 

(for conditions such diabetes, depression and dementia), 

as well as higher provider satisfaction and retention (159).

Policy-makers can encourage medical schools to increase 

diversity and representativeness of indigenous peoples 

as well as people of African descent, Roma and other 

ethnic minorities, as applicable in the national context. 

This is relevant for the training of the full spectrum of health 

care professionals and should be backed by efforts to 

support educational institutions with related legal and 

policy frameworks (Box 11). It is vital that the health care 

workforce reflects the diversity of the populations they 

serve, thereby increasing the provision of more culturally 

appropriate care and empowering the communities that 

these health professionals represent. Policy-makers can 

recruit, retain and elevate clinicians from these communities, 

taking into account their lived experience, more extensive 

knowledge of the community health assets and barriers to 

health services, and connections with the community. Health 

care professionals can be actively engaged in developing 

solutions and advocating for cross-sectoral change.

Relatedly, health systems need to reduce barriers to 

promotion and ensure training of medical professionals 

from ethnic and racial groups experiencing discrimination to 

ensure representativeness across the hierarchy of seniority 

(Box 11). These medical professionals are more likely to serve 

in the underserved communities they represent and clinical 

care can be improved when there is ethnic concordance 

between patients and providers (160). Indigenous peoples 

as well as people of African descent, Roma and other 

ethnic minorities are often under-represented in medical 

schools (161,162); however, in many countries, data on 

ethnicity in medical schools and the health workforce are 

not collected (134). Actions for increasing medical school 

diversity include (163):

 � investing in and expanding institutions with good 

track records of recruiting ethnic minorities;

 � offering outreach programmes and “gateway” courses;

 � changing admission interviews to reduce unfair 

advantages from coaching; and

 � reserving specific places (for example, for local 

indigenous applicants). 

Another entry point within this lever is to introduce and/

or strengthen curricula of medical schools, educational 

institutions and in-service training on the topics of 

intercultural health, discrimination-related health inequities, 

racism and exclusion, and the role of health services in 

exacerbating and alleviating these inequities (Boxes 11 

and 16). It is necessary to acknowledge the inequitable 

and often discriminatory practices in medical education 

that drive poorer quality care for populations experiencing 

racial discrimination. Medical curricula must teach that 

health inequities affecting populations experiencing racial 

discrimination are a consequence of structural racism and 

discrimination, and should aim to expose and address pre-

existing implicit racial biases (164,165). Medical education 

must also foster and institutionalize intercultural approaches 

to health care (8) from the start of a medical career (166). 

Education based on structural competency and cultural 

humility can encourage long-term commitments to self-

reflection and addressing of racial and ethnic power 

imbalances (30). 
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Box 11
Decolonizing medical education in Northern Ontario, Canada

Since 2003, the Northern Ontario School of Medicine has provided examples of decolonizing medical education, with a focus 

on community engagement (strategic lever 4) with local indigenous peoples. In addition to reserved places for indigenous 

applicants, the course includes modules on indigenous health as part of the core curriculum (167). All medical students 

undertake a one-month residency programme living and working in indigenous communities, and there is an option for 

specialization in indigenous health. Remote learning approaches are in place, which can be important for students from 

indigenous backgrounds. Lastly, a wide range of peripheral activities are promoted through the medical school related to 

advocacy and public health of indigenous communities, including knowledge-sharing circles, cultural interest groups, and 

networking and mentorship schemes (168).

Operational lever 7: Physical 
infrastructure

Operational lever 7 focuses on ensuring secure and 

accessible health facilities that can provide effective 

services with reliable water, sanitation and waste disposal/

recycling, telecommunications and power, as well as 

transport systems (38). Inequities in effective health service 

coverage of indigenous peoples as well as people of African 

descent, Roma and other ethnic minorities can stem from 

inadequate or limited health facilities, as many live in areas 

which are historically underserved, remote or lacking other 

essential services.

In tandem with financing actions (strategic lever 3), models 

of care (operational lever 5) and workforce investments 

(operational lever 6), policy-makers can install equity-

enhancing resource allocation systems that address 

historical underinvestment in areas disproportionately 

inhabited by indigenous peoples as well as people of 

African descent, Roma and other ethnic minorities. This 

can contribute to addressing the systemic inequities that 

continue to perpetuate health inequities. 

Relatedly, it is essential to provide flexible, locally tailored 

and culturally appropriate health care facilities that align 

with the needs and preferences of local communities. 

This can include the adaption of physical infrastructure, 

for example, to local geographies to reduce barriers to 

accessing care (Box 10). In addition, for populations that 

are nomadic, mobile or live in specific geographical areas 

(for example, remote islands or river systems) appropriate 

service adaptations are required, i.e., mobile health clinics, 

boat clinics, and so on.

Two members of the Quileute Nation 
displaying the intricate patterns of 
their button blankets, during the 
Qatuwas Festival of the indigenous 
nations of the Pacific Rim. 
Bella Bella, Canada 
International Year of the World’s 
Indigenous People, 1993
UN Photo/John Isaac

https://dam.media.un.org/asset-management/2AM9LO1F3X8N?WS=SearchResults
https://dam.media.un.org/asset-management/2AM9LO1F3X8N?WS=SearchResults
https://dam.media.un.org/asset-management/2AM9LO1F3X8N?WS=SearchResults
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Box 12

Operational lever 8: Medicines and other 
health products

WHO defines this lever as the availability and affordability 

of appropriate, safe, effective, high-quality medicines 

and other health products through transparent processes 

to improve health (38). Policy-makers, clinicians and 

technology producers need to critically evaluate current 

and future medicines and medical devices for the influence 

of conscious and unconscious racial or ethnic bias. For 

instance, the adjustment of medical instruments and devices 

based on ethnicity (for example, estimated glomerular 

filtration rates and pulmonary lung function tests) can 

inappropriately affect treatment outcomes, and should be 

replaced with more precise analytics (164). 

Policy-makers can also tackle, through regulation, the 

affordability of health care products where the costs can 

disproportionately affect populations experiencing racial 

discrimination. These actions include controlling price 

speculation from pharmaceutical companies.

Improving equitable access to safe, quality and effective 

traditional and complementary medicine can potentially 

meet communities’ needs and build sustainable and 

culturally sensitive health services  (170). Traditional and 

complementary medicine contributes to empowering 

people and communities and provides important modalities 

for prevention, promotion, treatment, rehabilitation and 

palliation in primary care (170). It is important to promote 

recognition, respect and protection of – and coordination 

with – knowledge-based traditional, ancestral and 

complementary medicines in national health systems (Box 

13). This can support disease prevention or treatment, health 

maintenance and health promotion, in line with patient 

choices and expectations (170).

Floating PHC units in Brazil

A review article from 2019 outlines how PHC is being adapted in Brazil to meet 

the needs of populations living near or on major river systems – particularly 

indigenous peoples. The River PHC Units are boats that include River Family 

Health Teams, and necessary furniture and equipment to serve the riverside 

populations in the Brazilian Amazon and Pantanal. They seek to respond to the 

specificities of these regions, ensuring care for indigenous peoples, quilombolas 

and ethnic minorities engaged with fishing, forestry and coconut breaking. River 

PHC Units must include at least a medical, dental and nursing office, a room for 

storing and dispensing of medicines, a laboratory, vaccination room, bathrooms, 

cabins with enough beds for the entire team of health professionals, a kitchen 

and a procedure room (169).

Children in the window of their home 
The Dos Santos children in the window of their home in Rio Canoas in the Amazon region 
of Brazil, near Manaus. The houses are built on tilts and many dry foodstuffs by hanging 
them in the structure. Brazil. 
Julio Pantoja / World Bank / CC BY

https://www.flickr.com/photos/worldbank/3632582531/
https://www.flickr.com/photos/worldbank/
https://creativecommons.org/licenses/by-nc/2.0/
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Traditional and complementary 
medicine in Congo

The WHO global report on traditional and complementary 

medicine 2019 reports on Congo’s national policy 

dedicated to traditional and complementary medicine 

(Politique Nationale de Médecine Traditionnelle), which 

was launched in 2006. Indigenous traditional medicine 

is considered important in the country and is used by 

over 80% of the population. The Government officially 

recognizes traditional and complementary medicine 

education including apprenticeships, certified programmes 

and training programmes for providers. In 2006, there were 

2084 indigenous traditional and complementary medicine 

providers in Congo (171). 

Regulation, legislation, monitoring and accountability systems 

are essential tools for policy-makers, as are appropriate 

systems for investigating and redressing discriminatory 

practices. Evidence suggests it is important to regulate to 

reduce the impacts of private industry on the wider social 

determinants of health that underpin discrimination-related 

health inequities. This includes, for example, recognizing 

indigenous peoples’ right to lands, territories and resources 

in accordance with international law. It includes regulating 

extractive and manufacturing industries which may indirectly 

infringe upon the right to health by polluting water, air and soil 

in areas disproportionately inhabited by indigenous peoples 

and other ethnic minorities experiencing social exclusion. It 

can also be the targeting of advertisements for unhealthy 

products, such as for tobacco (174) or junk food (175), to 

populations of lower socioeconomic status or to racial and 

ethnic groups experiencing higher rates of deprivation and 

poor health. 

Operational lever 9: Engagement with 
private sector providers

Operational lever 9 refers to sound partnership between the 

public and private sectors for the delivery of integrated health 

services (38). Private providers are important components 

of the health system and are particularly important in places 

where the public system is weaker, such as in rural or remote 

areas where often indigenous peoples, as well as people 

of African descent, Roma and other ethnic minorities live. 

The strategy report of the WHO Advisory Group on the 

Governance of the Private Sector for Universal Health 

Coverage notes that private sector actors can be 

successfully engaged in health service delivery. In Mexico, 

for example, pharmacy chains have helped to increase 

access to high-quality generics through affordable prices, 

while in Thailand there is strong integration of public and 

private primary and in-patient care (172).

However, in many health systems, the private sector is 

poorly regulated. A key entry point under this lever is to 

ensure that private sector providers uphold practices relating 

to non-discrimination and conform with human rights 

standards when providing health care, through regulation, 

enforcement and stewardship of the private system (173). 

Box 13

Regulation, legislation, monitoring 
and accountability systems are 

essential tools for policy-makers, 
as are appropriate systems for 
investigating and redressing 

discriminatory practices.

Onchocerciasis Prevention and Control - Congo 2019
© WHO

https://photos.afro.who.int/preview/10099
https://photos.afro.who.int/preview/10099
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Operational lever 10: Purchasing and 
payment systems

Operational lever 10 covers purchasing and payment 

systems that foster a reorientation in models of care for 

the delivery of integrated health services with primary care 

and public health at the core. Purchasing and payment 

systems are underused levers to reduce disparities and 

they offer opportunities to advance equity in multiple ways 

(176); there is a growing call to use these systems more 

effectively to enhance equity (177). One entry point under 

this lever is building strategic purchasing and contracting 

mechanisms that are equity-enhancing, such as contracting 

with local, minority-owned service providers (178). It also 

includes leveraging new service delivery platforms (such 

as community health workers) or including supplemental 

benefits (such as food, structural home modifications and 

transportation) to address social drivers to inequities in 

health (177). This can contribute to addressing inequities 

created by historical disinvestment through strengthening 

community and business partnerships and by creating 

jobs and incomes. Equity-enhancing purchasing and 

payment systems also include allocation and distribution 

mechanisms that account for population deprivation and 

health needs (179), allowing providers that cover populations 

with greater health needs (such as those experiencing 

racial discrimination) to receive additional resources. This 

can include both risk adjusting quality measures for social 

factors at the patient level and area- and community-based 

adjustment criteria (177, 180).

Policy-makers can also harness payment systems to 

incentivize actions to reduce health inequities (181) (Box 

12). Bundled or global payment mechanisms with targets 

and pay-for-performance (P4P) can incentivize actions to 

reduce inequity (182), and evidence demonstrates that 

some carefully devised P4P mechanisms can reduce health 

inequities (183). Incentives can explicitly focus on equity by 

adjusting payments to account for deprivation and risk, and 

by rewarding providers that reduce inequities or introduce 

effective interventions for tackling inequities  (176). Fee-for-

service models limit the ability of providers to address the 

factors outside of health services that affect health (176), 

and sustained and flexible funding is key for successful 

multisectoral approaches (89). 

Lastly, there is the option to incentivize active rather 

than passive community engagement with populations 

experiencing racial discrimination through purchasing 

and payment systems. This can include mandating the 

engagement as part of financing requirements and providing 

funds to facilitate activities. 

Incentives can explicitly focus on 
equity by adjusting payments to 

account for deprivation and risk, and 
by rewarding providers that reduce 

inequities or introduce effective 
interventions for tackling inequities.

Improving health care services for tribal 
populations in India

India is home to over 104 million indigenous tribal peoples whose 

health indicators lag behind the national average. A 2013 review article 

examined India’s health systems provision for tribal populations, 

highlighting the Government of India’s national framework and roadmap 

to improve health services for tribal peoples. Local health system reform 

has focused on tribal health and wellness centres and new governance 

arrangements. Health services recruit local staff from tribal areas, there 

has been expanded training of staff, and traditional healers have been 

incorporated into the services. This reform has been facilitated by new 

financing mechanisms including flexible recruitment and contracting 

mechanisms, encouraging public–private partnerships, and funding 

corporate social responsibility activities (184).

Box 14

Tribal Woman by Praveen Rao Kaliga / UN Women 
Asia and the Pacific / CC BY

https://www.flickr.com/photos/unwomenasiapacific/9187761821/
https://www.flickr.com/photos/unwomenasiapacific/
https://www.flickr.com/photos/unwomenasiapacific/
https://creativecommons.org/licenses/by-nc/2.0/
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Operational lever 11: Digital 
technologies for health

Operational lever 11 covers the use of digital technologies 

for health in ways that facilitate access to care and service 

delivery, improve effectiveness and efficiency, and promote 

accountability (38). On the patient side, policy-makers 

should consider investing in accessible and universal digital 

technology platforms that can contribute to reducing health 

inequities. Technology can reproduce or exacerbate existing 

social inequities if cost, connectivity or digital literacy 

barriers exist and benefits are disproportionately accrued 

by healthy, affluent early adopters (185). However, reducing 

barriers to accessing and using technologies can reduce 

inequities by increasing access to health care, fostering 

accountability, and promoting health literacy and healthy 

behaviours (186). Routine health data, disaggregated by 

ethicality, can be harnessed using digital technologies to 

highlight service deficiencies and inequities. However, it 

is vital to ensure data protection legislation and protocols 

are in place to guard against human rights abuses and 

possible misuse of data. These include legal provisions 

covering data confidentiality, the preferential use of sample 

surveys instead of full count (census) data-gathering, and 

the grouping of published responses and data to prevent 

identification of individuals (155). 

Health systems can employ telemedicine as an important 

tool for reducing access barriers to health care (Box 15). 

Many indigenous peoples as well as people of African 

descent, Roma and other ethnic minorities live in remote 

areas and telemedicine can be important for expanding 

access, coordination and continuity of care. Telemedicine 

programmes must be culturally tailored, properly 

financed and resourced, and facilitated by trained health 

professionals – and roll out must be supported by improving 

connectivity and users’ digital literacy (187). For health care 

professionals, digital technologies can be used to overcome 

the lack of cultural competence of health professionals 

and low health service provision that could affect people 

of African descent, Roma and other ethnic minorities, as 

well as indigenous peoples. 

Telemedicine through TulaSalud in Guatemala

The TulaSalud initiative in Guatemala aims to reduce maternal and 

child mortality and improve health services for Guatemala’s rural and 

indigenous populations by focusing on interculturalism, a gender 

approach, and the use of information and communication technologies. 

At the centre of the service are 195 community health workers, known 

as tele-facilitadores, who serve over 600 communities in 10 health 

districts in Alta Verapaz. These health workers come from the local 

communities and speak local languages. Each community health 

worker has a cell phone with internet access, basic medical-surgical 

equipment, and emergency medicines to respond to health problems 

in local communities. They also coordinate referral and transfer to 

emergency, secondary and tertiary services, and keep detailed records 

(via an app) about the health of local populations (188).

Reducing barriers to accessing 
and using technologies can reduce 
inequities by increasing access to 

health care, fostering accountability, 
and promoting health literacy and 

healthy behaviours.

Box 15

A Young Guatemalan Girl Gets Weighed 
by Tory Taylor / USAID / CC BY

https://www.flickr.com/photos/usaid_images/14877411846/
https://www.flickr.com/photos/usaid_images/
https://creativecommons.org/licenses/by-nc/2.0/
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Operational lever 12: Systems for 
improving the quality of care

WHO defines this lever of the PHC framework as systems 

at the local, subnational and national levels to continuously 

assess and improve the quality of integrated health care 

services (38). Quality health care is effective, safe, people-

centred, timely, efficient, equitable and integrated (189). 

However, indigenous peoples as well as people of African 

descent, Roma and other ethnic minorities often receive 

lower quality care than other populations and may have 

differing needs that require specific consideration.

A national quality policy and strategy can systematize and 

strengthen efforts to improve quality of care (189). Given 

equity is a key dimension of quality, policy-makers can 

use a national quality policy and strategy as an entry point 

for strategic dialogue on the role of the health system in 

addressing health inequities. Orientation of services around 

the needs, preferences and engagement of all populations, 

accounting for ethnic considerations, is an important step to 

institutionalize inclusive quality of care (189). Key elements 

of national policies can be strengthened to specifically 

consider health inequities of populations affected by racial 

discrimination. Another entry point is to make addressing 

the health inequities experienced by indigenous peoples, as 

well as people of African descent, Roma and other ethnic 

minorities, one of the goals and priorities of national quality 

policies and strategies (Box 14). 

The local definitions of quality should explicitly incorporate 

the perspectives of indigenous peoples as well as people 

of African descent, Roma and other ethnic minorities into 

local definitions of quality. Within the context of inequities 

affecting populations experiencing racial discrimination, 

these definitions of quality must understand inequities in 

quality of care and differing patients’ experiences (189). 

Delivering quality reforms that are inclusive of populations 

experiencing racial discrimination requires that the clinical 

and managerial teams responsible for implementation reflect 

inclusivity and a commitment to reducing inequity in their 

own approach and values.

There are multiple quality improvement mechanisms that can 

shape health services, and there is a need to expand such 

mechanisms to specifically target inequities in health care 

quality for populations affected by racial discrimination. Where 

countries have developed a national quality policy and strategy, 

there will often be a defined set of quality interventions (186). 

Many of these interventions can be examined and refined 

through a health equity lens. Actions to improve quality of 

care in relation to racial discrimination can be, for example:

 � establishing standards and targets for health care 

quality that include health inequities of populations 

affected by racial discrimination;

 � incorporating intercultural care as part of professional 

accreditation; and 

 � utilizing point-of-care quality improvement capacities 

to identify variations in care and develop local 

solutions (189). 

Orientation of services around the 
needs, preferences and engagement 

of all populations, accounting 
for ethnic considerations, is an 

important step to institutionalize 
inclusive quality of care.

Box 16
Improving quality of maternal care for indigenous peoples  
in Colombia

In northern Colombia, an interagency strategy to reduce maternal and neonatal mortality 

of Wayúu and Arhauco peoples has focused on improving the quality of maternal care. 

Actions include training in maternal nutrition for traditional practitioners and health teams, 

and guidelines on adapting sociocultural services and maternal and perinatal care during 

the COVID-19 pandemic. Health workers have been trained to respect indigenous practices 

and customs, for example, allowing mothers to be accompanied during the birth and using 

certain traditional medicines. Nurses, midwives and community workers from local indigenous 

communities have been recruited and trained, which has promoted trust as they speak local 

languages and understand indigenous belief systems. Actions to address ethnicity-based 

health inequities are being supported by digital tools on disaggregated tracer indicators for 

health and maternal and perinatal care (190).

Colombia
by Pan American Health 
Organization PAHO / CC BY

https://www.flickr.com/photos/pahowho/8790581002/
https://www.flickr.com/photos/pahowho/
https://www.flickr.com/photos/pahowho/
https://creativecommons.org/licenses/by-nc/2.0/
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Operational lever 13: PHC-oriented research

Operational lever 13 covers research and knowledge 

management, including dissemination of lessons learned, 

as well as the use of knowledge to accelerate the scale-up of 

successful strategies to strengthen PHC-oriented systems 

(38). PHC research on health inequities of populations 

affected by racial discrimination is infrequently carried out. 

It is the responsibility of policy-makers, research funders, 

research institutions and civil society to foster systems that 

promote and value such research. 

Firstly, it is necessary to promote participatory research 

on the health of indigenous peoples as well as people of 

African descent, Roma and other ethnic minorities (Box 17). 

Participatory research implies that the research process, 

the goals, objectives, methods, analysis, interpretation 

and dissemination should be collaborative and be agreed 

between the researchers and the local population (124,191–

194). A lack of participation in research can negatively 

affect populations experiencing racial discrimination, and 

also advance situations of repression, colonial control and 

scapegoating (192,195). It is crucial that an ethical research 

approach is based on consultation, strong community 

participation, and methods that acknowledge the diverse 

ways of learning and teaching (“ways of knowing”) of 

indigenous peoples as well as people of African descent, 

Roma and other ethnic minorities (123,195). Additionally, 

consideration should be given to intersecting forms of 

disadvantage, for example, by ensuring the participation of 

women belonging to populations facing racial discrimination 

and promoting their empowerment in research (Box 18) (196). 

Participatory research must also align with data protection 

standards and confidentiality, ensure adequate informed 

consent, and limit access to the data to avoid misuse (195). 

Health system actors, civil society, governments and local 

communities can all contribute to promoting this research. 

Research should include documenting and evaluating 

effective interventions that can tackle underlying determinants 

of health inequities, barriers to accessing high-quality primary 

care, and service-based discrimination. This knowledge is 

key for informing ongoing health systems strengthening 

efforts (56), and it is important the research is conducted 

with the participation of the communities it affects (194).

Key to building the evidence base is expanding research 

funding and investing in flexible research approaches to 

trial new interventions to address racial discrimination and 

the health inequities affecting populations experiencing 

such discrimination. This permits implementors to adapt 

interventions during roll-out to meet changing needs 

and emerging evidence on effectiveness. In the longer 

term, the research community can work towards creating 

repositories of “promising practices” and case-studies 

relating to interventions addressing health inequities 

affecting populations experiencing racial discrimination. 

These case-studies could identify which policy, governance 

or financing arrangements facilitated the success of certain 

interventions, and which posed barriers.

Lastly, efforts should be made to prioritize health equity in 

health research. Funders of research should encourage the 

prioritization of health equity and intersectional approaches 

that assess people’s capacities and deprivation across multiple 

intersecting dimensions, as well as measures for redress (197). 

Participatory research implies that 
the process, the goals, objectives, 

methods, analysis, interpretation and 
dissemination of research should be 

collaborative and be agreed between the 
researchers and the local population.

Reflecting on community-based participatory 
research in Ghana

A commentary reflecting on the process of conducting community-

based participatory research in Ghana (between 2015 and 2017) noted 

key ethic-cultural issues when using this research approach. According 

to the study, it is necessary to build relationships and trust, promote 

confidentiality, ensure informed consent, and respect cultural values 

and practices to safeguard the integrity of the research. Additionally, 

measures were implemented to reduce barriers to participation, 

including designing intervention sessions to be practicable, interactive 

and delivered in the native language of participants (198).

Box 17

Traditional Medicine and Universal Health Coverage (UHC) Ghana 
WHO / Ernest Ankomah

https://photos.afro.who.int/preview/8915
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Operational lever 14: Monitoring and 
evaluation

Operational lever 14 covers monitoring and evaluation 

through well-functioning health information systems that 

generate reliable data and support the use of information for 

improved decision-making and learning by local, national 

and global actors (38). Understanding of the scale of 

challenges faced by the health system, including health 

inequities, and strengthening health systems accordingly 

requires reliable, detailed and up-to-date data. However, 

in many countries, health data are rarely disaggregated 

by ethnicity.

To build a foundation for addressing health inequities 

affecting populations experiencing racial discrimination, 

it is necessary to invest in routine data collection systems 

that permit self-identification and facilitate the collection of 

data disaggregated by ethnicity and other equity stratifiers. 

These data are key to informing goals and objectives of 

interventions to reduce discrimination and racism, and also 

drive system improvements and foster accountability. For 

example, allocation formulas for resourcing and processes 

for local adaptations of services rely on these data (200). 

All data collection processes must be in line with a human 

rights-based approach to data, where the data should not 

be identifiable and robust data protection mechanisms and 

procedures are in place (201). Legislation and protocols are 

key to supporting this process (strategic lever 2; operational 

lever 11) (155). 

High-quality data are necessary for research and for 

promoting system accountability to support other actions 

to tackle inequities affecting populations experiencing 

racial discrimination (strategic lever 4; operational lever 13). 

Access to data, in line with confidentiality and safeguarding 

processes, should be provided for independent research 

and monitoring of the health system, public policies and 

society in relation to health inequities affecting peoples 

experiencing racial discrimination. Policy-makers can 

consider utilizing digital technologies (operational lever 11) 

to deliver open, accessible and transparent platforms for 

data on health inequities to raise awareness and promote 

accountability within the health system, and to engage and 

equip communities to demand change (strategic lever 4). 

This could be documenting, in different local contexts, the 

health service access and quality gaps. Relatedly, there 

is a need to ensure that data monitoring and evaluation 

activities integrate approaches that respect local cultures 

and are devised with community support. This includes 

co-developing data collection processes and the types of 

data collected with local communities. This can improve 

understanding of how different groups self-identify and 

which processes are important (to beneficiary communities) 

and should be measured. 

Global network for indigenous women’s participatory research 

The Foro Internacional de Mujeres Indigenas (International Indigenous Women’s Forum)  

is a global network that enables indigenous women’s organizations from around the world 

to strengthen capacities and develop leadership skills, and to ensure the participation 

of women in research and decision-making processes. One example of their work is 

the Indigenous Women’s Observatory against Violence, developed in 2010, which is a 

mechanism to monitor and shed light on the situation of violence against indigenous 

women, as a response to the lack of relevant data and information. It also aims to ensure 

a participatory and interactive approach for research studies and documentation of cases 

at the local level (199).

Box 18

Understanding of the scale 
of challenges faced by the 

health system, including health 
inequities, and strengthening 
health systems accordingly 

requires reliable, detailed and up-
to-date data. However, in many 
countries, health data are rarely 

disaggregated by ethnicity.

Guatemala - Rural Women Diversify 
Incomes and Build Resilience
by UN Women / CC BY

https://www.flickr.com/photos/unwomen/43114385874/
https://www.flickr.com/photos/unwomen/43114385874/
https://www.flickr.com/photos/unwomen/
https://creativecommons.org/licenses/by-nc/2.0/
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Monitoring processes should be applied to multisectoral 

actions for health, and there is an option to measure the 

extent to which synergistic and cross-sectoral approaches 

to addressing health inequities of populations affected by 

racial discrimination occur (176). For example, measuring 

the extent to which health care providers connect patients 

to social and wider services in communities (176). There is 

also the opportunity to expand monitoring and evaluation 

of health services by measuring the cultural competency 

of providers and the extent of intercultural services as part 

of health care quality metrics (202). Better measurement 

can identify quality gaps and be used to identify areas for 

improvement (203).

Lastly, health care services can play an important role in 

tackling racism and racial discrimination by identifying the 

early signs of (repeat) victimization through sub-criminal 

incidents (149). This role can be strengthened by investing 

in the monitoring and safeguarding roles of health services 

and by promoting cross-sectoral dialogue (such as with 

policing or social welfare sectors).

The EU’s 2020–2030 Roma strategic framework for equality, inclusion  
and participation

The European Commission strategy A union of equality: EU Roma strategic framework for equality, inclusion and participation 

states that many of the 10–12 million Roma peoples in the European continent (2012 estimates) continue to face 

discrimination. The strategy focuses on diversity among Roma to ensure national strategies meet the needs of different 

groups, such as Roma women, youth, children, EU mobile citizens, stateless, and older Roma, as well as those living 

with disabilities. The strategy encourages an intersectional approach, considering how different aspects of identity can 

combine to exacerbate discrimination. It also includes a measurement framework with objectives and indicators that map 

to the SDGs. These include measuring health care access for Roma peoples and differences in health outcomes between 

Roma and non-Roma populations (204). 

Box 19

A large Roma family, matriarch with her daughters, daughter-in-laws and grandchildren
WHO / Malin Bring

https://photos.euro.who.int/preview/16372
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Research, monitoring and strategics to address inequalities in COVID-19 transmission 
and vaccination uptake in England

The Government of the United Kingdom’s final report on progress to address COVID-19 health inequalities, published in 

December 2021, examined why COVID-19 was having a disproportionate impact on ethnic minorities in the country, and 

planned improvements to the government response. Research collaborations involving universities, multiple government 

departments and the Office for National Statistics identified risk factors for COVID-19 transmission (including occupation, 

multigenerational households, poor air quality and deprivation), leading to specific actions to protect ethnic minorities (for 

example, guidance on infections in multigenerational households) and to reduce barriers to vaccine uptake. Such actions 

included building trust with ethnic minorities by including them in COVID-19 research, as well as ethnic minority government 

ministers taking part in vaccine trials. Targeted interventions included:

 � using places of worship as vaccination centres; 

 � providing vaccination buses and taxis to pop-up 

venues in local communities;

 � targeted campaigns to address vaccine concerns 

and promote uptake;

 � collaborating with faith leaders and prominent ethnic 

minority celebrities and influencers to build trust and 

encourage vaccination uptake;

 � tackling vaccine misinformation on social media 

channels with myth-busting content and targeted 

approaches (205).

Box 20

The United Kingdom: COVID-19 vaccination 
WHO / Blink Media – Chiara Luxardo

https://photos.hq.who.int/preview/84775
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Conclusion

Health inequities affecting populations experiencing 

racial discrimination are significant and remain pervasive 

across many countries. They are driven by interactions 

between the wider social determinants of health and 

structural racism and discrimination in society. The evidence 

presented in this rapid review identifies that health systems, 

being one of the basic social institutions, have a vital role 

to play in reducing health inequities affecting populations 

experiencing racial discrimination. Without specific and 

targeted actions that address the fundamental causes 

of health inequities, health systems can perpetuate and 

exacerbate inequities by reinforcing structural racism and 

discrimination. On the other hand, health systems can play 

a central role for mobilizing or reforming societies to tackle 

health inequities. 

PHC is an ideal platform for integrating actions to address 

health inequities experienced by populations facing racial 

discrimination and driving health system change. It is well 

positioned to do this because:

 � PHC is an agenda for societal change;

 � PHC is part of the SDG agenda and the commitment 

to leaving no one behind;

 � PHC has an explicit focus on tackling inequities and 

the root causes of inequity;

 � PHC includes far-reaching actions to address the 

wider social determinants of health; 

 � PHC encompasses high-quality, accessible health 

care services; and

 � PHC engages and empowers local communities.

PHC is a “whole of society” and “whole of government” 

approach to health and well-being, which is essential to 

addressing the health inequities of populations affected by 

racial discrimination – limited and standalone interventions 

will not be sufficient to deliver change. Addressing 

inequities in health has synergies with and spillover effects 

into other sectors.

This rapid review has identified key evidence, but sizeable 

research gaps remain. Health policy and systems research 

relating to people of African descent, Roma and other ethnic 

minorities, as well as indigenous peoples, is substantially 

lacking in many domains. This is underpinned by limited 

collection of data disaggregated by perceived race and/or 

ethnicity in many countries. To fill key gaps, future research 

may include: 

 � strengthened conceptualization at the global level of 

the issue of racial discrimination in relation to health, 

building on existing frameworks and literature across 

countries, and working to align different perspectives 

and build census across disciplines;

 � continued demographic, epidemiological and health 

systems studies examining inequities across groups 

experiencing racial discrimination; 

Without specific and targeted 
actions that address the fundamental 

causes of health inequities, health 
systems can perpetuate and 

exacerbate inequities by reinforcing 
structural racism and discrimination. 

On the other hand, health systems 
can play a central role for mobilizing 

or reforming societies to tackle 
health inequities.
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 � expanded understanding of the health needs, 

preferences, cultural beliefs and worldviews of different 

populations experiencing racial discrimination;

 � improved knowledge on the multiple and intersecting 

factors that can drive discrimination (such as adverse 

gender norms, religion, disability, socioeconomic 

status and migration status) and that interact with racial 

discrimination, and the associated health impacts;

 � continued studies on the impact of interventions 

aiming to tackle racial discrimination both within the 

health system and health-related sectors;

 � strengthening a health equity lens across the range 

of health-related research, including health policy 

and systems research (206,207) and implementation 

research (208); 

 � global syntheses of evidence and best practices 

relating to health inequities affecting populations 

experiencing racial discrimination, with efforts to 

identify barriers to success in specific contexts.

At the global level, political, intergovernmental and civil 

society efforts are needed to build support for actions to 

address racial discrimination in relation to health and its 

determinants, across sectors, including:

 � continued strengthening of the role of the United 

Nations Network on Racial Discrimination and 

Protection of Minorities, and advancing cooperation 

and collaboration across the United Nations to 

support country efforts and activities to tackle 

racial discrimination and advance the protection of 

minorities (209);

 � aligned efforts to address racial discrimination and 

strengthen the protection of minorities under the 

umbrella of the Secretary General’s Call for Action for 

Human Rights, which identifies seven thematic areas 

including human rights at the core of sustainable 

development, rights in times of crisis, gender equality 

and women’s empowerment, and public participation 

and civic space (210);

 � continued support of international platforms for 

strengthening research on indigenous peoples as well 

as people of African descent, Roma and other ethnic 

minorities; one example is The Lancet’s Group for 

Racial Equality (GRacE), which aims to advance racial 

and ethnic equality by examining its own publishing 

practices, editorial policies and workforce, as well as 

promoting research on these populations (211, 212). 

The 2030 Agenda for Sustainable Development is 

underpinned by the universal principle of “leaving no one 

behind” – a value at the heart of PHC. The COVID-19 

pandemic and increased attention to racial discrimination-

related inequity globally have demonstrated that many 

people are still “far behind” and are at risk of being “left 

behind”. Racism and discrimination, including within the 

health system, are direct antagonists to the leaving no one 

behind agenda. Emphasizing and strengthening PHC offers 

the opportunity for system change to fundamentally tackle 

health inequities by addressing racial discrimination and 

promoting an intercultural approach to health, as articulated 

in the Declaration of Alma-Ata – to deliver Health for All “in 

the spirit of social justice”.
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