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Summary
We conducted a scoping review to examine how racism affects the health of minoritized populations in Brazil. A 
comprehensive search was carried out, and identified articles underwent independent double screening. The 145 
included studies consistently highlighted structural health inequities, with White advantage functioning as a pro
tective factor. Institutional racism restricts healthcare access and availability, exacerbating minoritized populations’ 
vulnerability to violence and disease through discrimination and substandard care. Spatial segregation further ex
poses minoritized populations to harmful environmental conditions and limited infrastructure, while traditional 
and migrant communities experience marginalization, social isolation, increased disease exposure, and poorer 
livelihoods. Interpersonal racism negatively impacts mental and physical health across the lifespan, with gender and 
socioeconomic conditions intersecting and shaping these experiences. The study provides critical insights for 
practice, policy, and research by demonstrating how racism at multiple levels shapes health inequities in Brazil and 
by emphasizing the need for human rights-centred, redistributive interventions that promote justice, equity, and 
inclusive care for minoritized populations.
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Introduction
Brazil is a racially diverse country where health in
equities are driven by entrenched and structural racism 
that has persisted since the country’s formation.1 Brazil 
has approximately 203.1 million people, with 55.5% 
identifying as Brown or Black, 43.5% as White, 0.8% as 
Indigenous, and 0.4% as Asian. The small proportion of 
self-identified Indigenous People reflects the violation 
of their rights and a history of genocide against several 
ethnic groups.2 While representing a numerical ma
jority at 112.7 million,2 Black and Brown populations 
continue to face significant restrictions on their civil 
rights. In 2022 the average per capita household income 

of the White population was nearly twice that of the 
Black and Brown populations.3 Regarding housing 
conditions, in 2019, 27.8% of White individuals living 
in their own households lacked a sewage collection or a 
rainwater harvesting system, compared to 45.9% and 
36.0% of Brown and Black individuals, respectively. 
Similar inequalities were observed in terms of access to 
the water supply network and garbage collection.4

Racism is an organized system that maintains a 
racial hierarchy by embedding power and privilege 
within social, legal, economic, and ideological struc
tures. The Lancet Series on Racism, Xenophobia, 
Discrimination, and Health presented a conceptual 
model to understand how racism manifests across the 
different levels: structural, institutional, spatial, com
munity, and individual. Structural racism refers to 
systems that entrench inequities, while institutional 
racism stems from discriminatory policies and prac
tices that sustain unequal opportunities.5 At the spatial 
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level, racism appears as environmental injustice, with 
minoritized groups more exposed to hazards and fewer 
health-promoting resources.6 Communities, rooted in 
commonality such as identity or shared interests or 
visions, can be targets of discrimination while also 
building resilience through belonging and mutual 
support. At the individual level, racism takes the form 
of interpersonal discrimination and internalized ste
reotypes that reinforce marginalization.5

In the Series, a scoping review highlighted that 
racism diminishes both the systemic quality of care and 
the quality of life for minoritised patients and health
care professionals, while also identifying periods of 
increased vulnerability to the harmful effects of 
discrimination, such as the critical transition from 
adolescence to adulthood.7 However, global reviews 
tend to underrepresent Brazilian studies due to lan
guage barriers, limited inclusion of regional databases, 
and the dominance of research from high-income 
countries; limiting the understanding of how racism 
operates in Brazil. National reviews on racism and 
health have focused on specific (a) groups and experi
ences (e.g. Indigenous,8 migrants9 and Black women10) 
(b) specific health outcomes (e.g. mental health11) or (c) 
health courses (e.g. medical education12). However, no 
reviews have yet analysed the experiences of multiple 
minoritized groups in Brazil or analysed how racism 
operates across several levels.

Within the contexts of racism, the minoritization 
refers to the process through which certain groups are 
systematically marginalized, excluded, or oppressed 
due to their racial or ethnic characteristics. This process 
leads to these groups being rendered “minorities” in 
terms of access to resources, opportunities, or power 
within society. The term highlights how these groups 
are not necessarily minorities by number but are 
actively made to occupy a marginalized position.13 

While minorization can result from various intersect
ing factors, such as gender, disability, race, and social 
status, this article specifically uses the term “minori
tized” to refer to individuals who are marginalized due 
to racism, unless otherwise specified. In this paper, we 
review the scientific literature on how racism across 
different levels of society affects the health of minori
tized groups and peoples in Brazil.

Methods
Overview
We conducted a scoping review following the Preferred 
Reporting Items for Systematic reviews and Meta- 
Analyses extension for Scoping Reviews (PRISMA- 
ScR), guided by the research question “What does the 
scientific literature show about racism and minoritized 
peoples’ health in Brazil?”.

Search strategy and selection criteria
Searches were conducted at Embase, MEDLINE, Psy
chINFO, Web of Science, Scopus, and Virtual Health 
Library (Biblioteca Virtual de Saúde–BVS), and included 
articles from inception to June 17, 2025, with no lan
guage restrictions.

The search strategy was developed by the team and 
refined with the support of an experienced librarian, 
who tested keywords from a comprehensive list across 
multiple databases and finalized a relevant set of search 
terms. We followed the PCC (population, concept, and 
context) framework, combining terms referring to: (1) 
minoritized populations (social discrimination, racism, 
prejudice, minority groups, disaster victims), (2) health 
outcomes and healthcare (mental health, health, dis
ease, healthcare, health policy, food (in)security, and (3) 
the study setting (Brazil). We searched for papers’ titles, 
abstracts and keywords. Search strategies for each 
database are presented in the Appendix (p. 2).

We included original quantitative, qualitative, and 
mixed-method studies conducted in Brazil that exam
ined racism—defined as discrimination based on 
ethnicity, Indigeneity, migratory status, race, religion, 
or skin colour—in relation to health, or health in
equities across racial groups. Health was broadly 
defined to include risks, conditions, healthcare access 
and quality, and professional training. Articles were 
excluded if they were not original research, lacked 
methodological description, or did not assess race 
through self-identification or, when self-report was not 
possible (e.g. in cases of birth or death), through a 
report from a close family member or friend. This re
flects the consensus in national and global research that 
race and colour are socially constructed categories best 
captured through self-identification.

The final search results, with 3659 articles, were 
exported into Rayyan and duplicates were removed 
(n = 1644).

Selection of sources of evidence
Articles were first screened based on titles and ab
stracts. Those included (n = 321) were then screened 
based on their full text. The screening process was 
conducted by seven researchers (PdMS, SSdO, 
RRdSC, JBL, SE, TAD, IRG). All articles were inde
pendently double screened, with disagreements solved 
by discussion or by consulting a third researcher. After 
full text screening, 145 articles were included. Quality 
and risk of bias assessment were not conducted, as 
these steps are not typically undertaken in scoping 
reviews, which aim to provide a comprehensive over
view of the existing body of literature, regardless of 
quality or potential biases. A PRISMA flow diagram 
with the steps of screening and inclusion are pre
sented in Fig. 1.

Review

2 www.thelancet.com Vol 54 February, 2026



Data description
We extracted data from all included articles on health 
outcomes and racial discrimination experiences. Given 
the heterogeneity in design, population, and methods 
across the included studies; a narrative synthesis was 
undertaken. Findings were organized thematically ac
cording to the level at which racism was expressed to 
capture patterns and variations,5 rather than to assess 
the magnitude or direction of effects. Definitions for all 
levels, as well as criteria for including and excluding 
papers in each of them are presented in the Appendix 
(pp. 3–4). Levels’ descriptions follow the stages of the 
life course, except for the institutional level, which is 
presented following the “availability, accessibility, 
acceptability framework”.14

Results
The literature shows the health impacts of racism 
across all levels of society in Brazil and across the life 
course (Fig. 2). Health inequalities exist at the struc
tural level, reflecting macro-level mechanisms and hi
erarchical power that sustain racial inequity. These 
inequalities are reinforced by healthcare and health 
education institutions that restrict access to quality care 
for minoritized populations. Racism in various systems 
shapes health determinants, limiting access to care and 
increasing vulnerability to violence and disease in 
marginalized settings. Additionally, minoritized com
munities face the intersection of race and other iden
tities, leading to poorer living conditions that 
undermine their health. The beliefs sustaining racism 
manifest as racial discrimination (direct and vicarious) 

during interpersonal interactions, contributing to 
poorer health outcomes. We present each level below, 
with further evidence synthesized as an extensive re
sults summary table in the Appendix (pp. 5–39). Panels 
are utilised to demonstrate the histories and pathways 
through which racism leads to measurable differences 
in health outcomes.

Structural: health inequities across racial groups
Studies addressing structural racism (n = 39) unveil the 
health effects of separation, hierarchical power and the 
legacy of colonialism on contemporary structures of 
governance and political dynamics. These studies show 
racial health inequities at the population level across the 
lifespan, where minoritized groups are disadvantaged, 
and White advantage is protective.

Studies on preconception and perinatal health show 
greater maternal mortality,15 number of hospitalizations 
and deaths of pregnant women during COVID-19,16,17 

preterm birth rate, and risk of low birth weight18 for 
minoritized people compared to White people. Studies 
of child and adolescent health reveal worse oral health,19 

development,20 child growth21 and nutritional status22 

among Indigenous, Black and Brown children 
compared to White children. Afro-Brazilian children 
have a lower life expectancy,23 and children from 
Indigenous (1.98; 95% CI 1.92–2.06), Black (1.39, 95% 
CI 1.36–1.41), and Brown (1.19, 95% CI 1.18–1.20) 
mothers have a higher risk of mortality compared to 
White counterparts.24

During adolescence, studies reveal the impacts of 
discrimination and racial violence in the form of 

Records identified from:
• Embase (n=271)
• MEDLINE (n=232)
• PsychINFO (n=72)
• Web of Science (n=459)
• Scopus (n=918)
• Virtual Health Library (n=1,707 )

Records screened by title and abstract 
(n=2,015)

Full text records assessed for eligibility 
(n=321)

Articles included in review (n=145)

duplicate records 
excluded (n=1,644)

Records excluded
(n=1,694)

Records excluded (n=176):
• Reviews
• Non-original studies (or lacking 

methodology)
• Outcomes unrelated to health
• Race not assessed via self-report
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Fig. 1: PRISMA flow diagram. This figure presents the steps of screening, with the respective number of articles included and excluded at 
each step.
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physical violence, forced sexual intercourse, and racial 
bullying.25,26 Studies on adult and elderly health reveal 
higher prevalence of chronic, non-communicable dis
eases among minoritized people, including tubercu
losis and mental health disorders,27,28 untreated 
depression,29 anxiety,30 overweight and obesity,31,32 

physical violence33 and poor oral health.34 Higher mor
tality rates are also found associated with physical 
violence,35 cervical cancer,36,37 breast cancer,37 Covid-19 
infection,38,39 and suicide.40 Blacks and Brown elderly 
people have worse self-rated health41–43 and racial dif
ferences in the cognitive domain (1.80, 95% CI 
1.42–2.28, and 1.41, 95% CI 1.21–1.65) compared to 
those with White skin colour.44

Institutional: racism within institutions, including 
the health system
Studies pertaining to institutional racism and health 
concentrate on the impacts of racism on the health sys
tem (n = 56), showing that racism undermines the right 
to health for minoritized people across all four healthcare- 
related essential elements of the right to health; avail
ability, accessibility, acceptability, and quality.45

Availability
Availability refers to the sufficient supply of health fa
cilities and workers to serve the populations’ health 
needs.45,46 Studies highlight that neighbourhoods in the 
periphery of cities, urban areas, and remote territories 
often lack basic infrastructure including health centres 
and professionals. As Black and Brown people dispro
portionately live in these areas, inequitable healthcare 
availability limits their access to healthcare, including 
essential prenatal care.47

Accessibility
Healthcare is less accessible for minoritized people 
than for their White counterparts. In the perinatal period, 
Black women are more likely to have insufficient prenatal 
consults (1.6; 95% CI 1.4–1.9); lack of affiliation with 
maternity services (1.2; 95% CI 1.1–1.4); and absence of a 
companion (OR = 1.7; 95% CI 1.4–2.0) compared to 
White women.48 When seeking abortion care, Black 
women are more than twice and Brown women more 
than 1.5 times more likely to report fear of mistreatment 
as a barrier to accessing care compared to White women,48 

and both Black and Brown women are more likely than 

Fig. 2: Main consequences of racism at each level of society on minoritized populations’ health. Adapted from the Lancet Series on 
Racism, Xenophobia, and Discrimination, this figure illustrates how racism, as manifested at multiple levels of the conceptual model, affects the 
health of minoritized populations. Original article DOI: 10.1016/S0140-6736 (22)02484-9.
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their White counterparts to lack money for transportation 
to a healthcare facility.49 Barriers to access of healthcare by 
traditional communities include geographical distance 
and inadequate service organization, inadequate, 
dehumanized, and ineffective assistance.50,51

Analyses of nationally representative surveys show 
that, in adolescence, adulthood, and older adulthood, 
Black and Brown people are consistently more likely to 
report difficulty accessing health services52 and oral 
healthcare compared to their White counterparts.53 In 
the case of chronic renal failure, Black people lack ac
cess to diagnosis during outpatient care, follow-up care 
and conservative treatment.54

Acceptability
Experiencing discrimination can lead to disrespectful 
care being delivered to the patient and future avoidance 
of healthcare.55 In a national survey of 60,202 in
dividuals, more than 10% reported experiencing 
discrimination due to race or colour, and Black and 
Brown people are consistently more likely to experience 
discrimination in healthcare than their White counter
parts.56 This discrimination can manifest in more 
insidious ways, such as medical professionals assigning 
less autonomy to Black patients and disproportionately 
attributing treatment failures to them compared with 
White patients.54

Quality of care
Within perinatal healthcare, minoritized women are 
more likely to receive inadequate care across a range of 
indicators,48 less likely to receive an anaesthetic during 
painful interventions,48 and face greater institutional 
barriers within healthcare upon access.57 The negative 
role of racism in the quality of perinatal care that women 
receive in Brazil has also been explored in qualitative 
research, with women linking their experiences of 
negligence, abuse, and poor treatment to racism.58 

Similar trends exist in healthcare for adults and older 
adults, with both doctors59 and patients53 highlighting 
that quality of care is worse for minoritized patients 
compared to White patients. These inequities in quality 
of care result from both discriminatory practices such as 
preferential treatment for White patients,47 and lack of 
training and awareness amongst health professionals.60

Other institutions and systems: medical education
Racism is embedded in health education in Brazil. 
Black and Brown medical and dental students report 
experiencing interpersonal racism, such as racist jokes, 
silencing, and disbelief in their abilities, and institu
tional racism, including lack of support and institu
tional barriers.61–63 In face of the complex forms in 
which racism manifests in the health systems, Panel 1 
presents barriers and perspectives to promote health 
equity and the right to health in the Unified Health 
System (Sistema Único de Saúde–SUS).

Spatial: racism in spaces and environments
Studies included in this level (n = 5) evidence that 
minoritized populations are more exposed to harmful 
environmental conditions compared to non-minoritized 
groups. For example, there is a higher proportion of 
Black pregnant women in areas where Zika virus is 
common.69 Additionally, discrimination interacts with 
different institutional norms shaped by location. Three 
studies explored racism embedded in police actions in 
major Brazilian cities, underscoring the exposure of 
young Black adult males to criminalization, rights viola
tions, and fatal police violence.70–72 Despite facing height
ened health risks and violence, Black families encounter 
numerous geospatial barriers in accessing primary 
healthcare in their communities such as long distances or 
closure of services because of local violence.72,73

Community: experiences of racism and health in 
traditional communities and migrants
Studies included in this level (n = 16) present the ex
periences of communities with marginalization, social 
isolation, increased disease exposure, and risk of death. 
Among traditional communities, studies report cultural 
inadequacy,51,74 disrespect for traditional diets, prohibi
tion of traditional health care and non-recognition of 
traditional diseases in healthcare.75 In the context of 
COVID-19, artisanal fishers,76 Quilombolas,77 and 
Indigenous communities78 reported psychological 
suffering and dehumanization. Panel 2 illustrates how 
the health disparities faced by traditional populations in 
Brazil are rooted in colonialism, reinforcing patterns of 
exclusion and inequity.

Among migrant populations, perceived prejudice 
affects multiple spheres of daily life, including 
employment, housing, and interactions with police.79 

Migrants navigate multiple health systems, combining 
formal care with self-care, traditional remedies, and 
support from social networks, often in response to 
inequitable experiences.80 Venezuelan migrants, for 
example, face briefer, less interactive care than Brazil
ians, reflecting discriminatory professional attitudes 
despite the SUS’s universal mandate.81 For Black refu
gees, racialization and prejudice further shape health 
access and social positioning, illustrating the intersec
tion of race and migration in shaping health in
equities.74 Panel 3 examines how racism, shaped by 
enduring historical racial hierarchies, affects migrants’ 
health in Brazil by influencing their experiences and 
access to healthcare.

Individual: experiences of discrimination and 
health consequences
The studies at the individual level addressed interper
sonal racism and its health impacts (n = 29). Regarding 
childhood, the studies indicated the effects of racial 
discrimination on health outcomes in Black and Brown 
children, such as the worsening of quality of oral 
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health,87 as well as emerging evidence on the impact of 
vicarious racial discrimination (i.e. maternal experience 
of racism) on child health, such as increased risk of 
asthma symptoms.88

In studies that addressed adolescence, mental health 
stood out as a dimension affected by the ways in which 
racism, when interacting with sociodemographic and 
socioeconomic determinants, impacts the individual 
health-disease-care processes of Brazilian youth.88–90 

The association between the perception of racial 
discrimination and depression, low self-esteem,91 and 
worse oral health87 were highlighted, as well as the re
percussions of socioeconomic, gender and ethnic-racial 
inequalities, as factors that impact the experience of 
Black adolescents in health services and increase their 
susceptibility to HIV/AIDS.90

Most of the publications covered adulthood (n = 21), 
nine of which also discussed older people.92–94 They 
showed how interpersonal racial discrimination im
pacts the health of Black and Brown adults and elderly 
individuals, resulting in poor health outcomes,93 such 
as higher prevalence or likelihood of developing 
obesity95 and chronic non-communicable diseases, 

including mental health conditions,92,96 and systemic 
arterial hypertension (SAH),97 compared to White 
individuals.

Racial inequities were linked to gender, and so
cioeconomic factors throughout different life 
stages.90,96 Reports of discrimination were notably 
higher among Black women, particularly those with 
low socioeconomic status.96 Compared to White men, 
Black women experienced significantly differential 
treatment, such as unjust treatment in establish
ments (56.5% versus 16.8%) and being perceived as 
less intelligent (52.6% versus 14.1%). Black men 
with low socioeconomic status faced greater 
discrimination from law enforcement and security 
personnel.98 Black transgender women often 
encounter rights violations in healthcare, increasing 
their vulnerability at individual, social, and pro
grammatic levels.99

Among the literature reviewed, the importance of 
self-organized collectives is highlighted for strength
ening self-esteem, fostering a sense of belonging, and 
developing strategies to confront racism and other 
forms of oppression.97,99

Panel 1: The realization of the Human Right to Health through the Unified Health System: Challenges and perspectives

Since its implementation in the Federal Constitution of 1988, the Sistema Único de Saúde (SUS) represents a milestone in Brazilian public health, ensuring 
comprehensive, universal, and free access to the entire population of Brazil. According to the principles and guidelines of the SUS, actions must have 
efficacy and problem-solving capacity proven by scientific evidence for all people (universality), at all levels of complexity (integrity), with particular 
attention to those who have the most needs and who are on the margins of power (equity). To this end, the system must be organized to respect local 
dynamics and autonomy (decentralization) and incorporate participation of the community (social participation).64 This panel reflects on how racial 
discussions are integrated into the SUS and the challenges faced in addressing racial health inequities within this framework.
In the SUS, the PNSIPN is a guideline established to ensure that people with disabilities receive adequate and integrated healthcare services. The Black 
social movement, particularly led by Black women, has been crucial in placing Black health on the political agenda. Key issues include sexual and 
reproductive rights, maternal mortality, STIs/AIDS prevention, mental health, healthcare quality for sickle cell patients, worsened health conditions due 
to racism (e.g. diabetes and hypertension), respect for Afro-Brazilian religious traditions, and the elimination of racial discrimination in healthcare.65

The health of the Black population has been part of the public management agenda for over 30 years, beginning with the Interministerial Working 
Group for the Valorisation of the Black Population in 1995, the Special Secretariat for Policies for Racial Equality in 2003, and the Technical Committee 
for Black Health in 2004. These initiatives led to seminars and meetings that resulted in the PNSIPN, approved by the National Health Council in 2006 
and regulated by ministerial ordinance in 2009. However, 15 years later, only about 1% of municipalities have implemented it.66 Challenges include 
recognizing the health impacts of racism, disseminating the PNSIPN, and ensuring financial resources, human resource training, and accountability.
The reluctance of institutions to acknowledge various forms of racism directly affects the care provided to Black users. For example, data collection on 
race and colour is often inconsistent, hindering evidence-based decision-making and the evaluation of health policies for the Black population across 
regions.67 Additionally, while national health authorities highlight the fight against racism in the SUS as a strategic priority, no specific goals or indicators 
have been established to measure the effectiveness and impact of policies and programs for diverse populations.68

Promoting equity in resource distribution, considering racial, migratory, territorial, and geopolitical factors, is essential for mitigating racial health 
disparities. National authorities must establish criteria for allocating financial resources to promote racial equity in health. Conditional transfers tied to 
specific goals and result evaluations foster transparent and accountable management, encouraging continuous improvements in health services and the 
quality of life for populations affected by racism. By implementing policies to combat racism, the country recognizes health as a strategic investment 
rather than merely a cost to minimize.
Intersectoral collaboration among academia, civil society, and public and private sectors is essential for promoting innovative and inclusive policy 
solutions that comprehensively address the roots of racism in health. Anti-racist health management practices that align with principles of transparency, 
responsiveness, and accountability aimed at promoting racial equity are still scarce in Brazil. A health system can only be equitable if it centres all people. 
This necessitates a profound change in the structure and power dynamics within the health system, fostering diverse frameworks that reflect the realities 
and needs of the community, ensuring that no-one is left behind.
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Approach to measuring racism
Across the studies, qualitative information mainly 
referred to episodes of racial discrimination and coping 
strategies, while quantitative data focused on racial 
differences in health outcomes or on single dimensions 
of interpersonal discrimination, and multi-level or 
structural indicators were rarely incorporated. Inter
personal racial discrimination was measured by vali
dated questionnaires or by direct questions about 
whether the person felt discriminated against. Only the 
Experiences of Discrimination Scale100 investigated 
discrimination strictly related to race, while four other 
scales questioned about feeling discriminated, with a 
follow-up question about reasons for it (which included 
race/ethnicity) and frequency of occurrence. The most 
commonly used scale was the Major Experiences of 
Discrimination Scale,101 and only the Explicit Discrim
ination Scale98 was developed in Brazil. At the 

institutional level, in addition to interpersonal 
discrimination in the health system or by health pro
fessionals, racial discrimination was approached 
through health professionals and students’ responses to 
hypothetical clinical scenarios, and perceptions about 
the patients’ autonomy and responsibility for treatment 
failure. However, measurement remains inconsistent 
across studies.

Limitations and contributions of the literature
Despite the growing body of literature on racism, few 
studies in this review articulated a clear theoretical or 
analytical approach to understanding it, often treating it 
as a background variable rather than a central mecha
nism shaping health outcomes. The predominance of 
cross-sectional and quantitative designs constrains un
derstanding of the longitudinal and cumulative effects 
of racism across the life course, narrowing the 

Panel 2: Indigenous Health and Racism

This panel was written by Elizângela Baré, an Indigenous woman and researcher.
Writing about racism and Indigenous health is to rise from the ashes left by colonization, a period defined by the relentless pursuit of wealth, power, and 
domination, whose consequences continue to resonate in the lives of Indigenous Peoples.
From the Indigenous perspective, racism is a legacy of colonization, in which the invaders bring with them from the moment they arrive, their forms of 
organization and their thirst for power. Because Indigenous Peoples have experienced decades of greed and domination over our bodies, minds, and 
territories, our Indigenous knowledge—preserved by more than five centuries of struggles and ancestral protection—is not valued as part of health.
Indigenous health in Brazil is organized by the Secretariat of Indigenous Health (Secretaria de Saúde Indígena–SESAI), which is responsible for coordinating 
and executing the National Policy for Health Care for Indigenous Peoples and the entire management process of the Indigenous Health Care Subsystem 
in the Unified Health System (Sistema Único de Saúde–SUS). This formal healthcare system, structured in the Western model, prioritizes treatment within 
clinics and hospitals—often confined to four walls—by professionally trained individuals. In doing so, it relegates traditional knowledge, with its 
languages, myths, blessings, and songs, to the margins.
For my people, who are the Baré, women’s knowledge related to women’s health are an important part of the Indigenous health system. In the first 
menstruation, our oldest and wisest elders share with us their wisdom, knowledge and techniques. This is called Kariamã, also known as “Ritual of the 
New Girl”. The Kariamã is the moment of learning through orality, referenced by the “myth of Amaro”: the primordial woman who was in the creation of 
humanity, leaving knowledge to her daughters, granddaughters and great-granddaughters in this contemporary world. The myth of Amaro is part of the 
cosmology of the Baré and reaffirms the Baré Indigenous Knowledge and the Traditional Medicine. When women become pregnant, leaves and roots are 
used in treatments to ensure that the pregnancy is healthy, and when the child is born, care is redoubled for the woman and the baby, with the use of 
teas, decoctions, xincanta resins, and maiwa mira (bark of the manjuba tree).
But Indigenous health in Brazil also results from the organization of the Brazilian State, which means that Indigenous Peoples must fight for the 
recognition and fulfillment of their rights by the State. As a result, we have waged several struggles for public policies. For this reason, today we have 
several Indigenous fronts fighting for the demarcation of lands, for policies in Indigenous school education with an emphasis on the appreciation of 
Indigenous languages, and for the safeguarding of culture through myths, songs, rivers, mountains, lakes and forests.
Environmental racism leads us to new formats of adaptation, making us navigate on paths that aim to destroy our existence, such as those traced by 
climate change: furies of nature that human beings cause but cannot control, leaving the planet vulnerable not only for the Indigenous populations but 
for all of humanity. For us, Indigenous Peoples, without the land we have no health. Without rivers, lakes and streams, we have no health. For us, our 
body is interconnected with nature, and nature, being part of our bodies, often reveals itself through it. That is why we have healing within nature. The 
Indigenous medicines are in these territories composed of living (human and non-human) bodies. The Medicinal Plants are a living pharmacy that is 
found in the rivers, seas, forests, and gardens.
Environmental racism has been experienced by Indigenous Peoples in Brazil since the invasion of Indigenous territories, which excluded our existences 
from the places of origin, imposing perspectives of experiences that are not appropriate for us and creating social organizations in which we are excluded 
and that are not compatible with our realities. The so-called “development” brought by colonization keeps us away from living where we fish, plant, and 
build gardens. Indigenous life cycles are interrupted by roads, expansion of cities, highways, hydroelectric dams, deforestation, agribusiness and illegal 
mining, which cause changes in the traditional way of life, leaving our peoples vulnerable to the ways of life that enterprises bring with their arrival. They 
aim at profit, power and wealth, not life, leaving the bodies of Indigenous Peoples on the margins.
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conceptualization of racism to individual experiences 
rather than structural processes. Moreover, existing 
research disproportionately focuses on heterosexual, 
cisgender Brazilian adults, with limited attention to 
youth, older adults, LGBTQIA + populations, traditional 
communities, and migrants, constraining understand
ing of how racism intersects with social markers across 
the life course. Nevertheless, the existing literature 
makes important contributions to advancing racial 
health equity, highlighting the urgency of developing 
robust, multi-level measures of racism and imple
menting a justice-oriented perspective that recognizes 
health disparities as manifestations of historical and 
structural inequities.

Discussion
This review illustrates the ways in which racism leads to 
poor health at all levels of Brazilian society, with pro
cesses at each level reinforcing and amplifying in
equities at others. At the structural level, health 
inequities across the life course unveil the effects that 
separation and hierarchical power have on minoritized 
groups, including through historical experiences of 
colonialism and social and economic inequalities.5 

These structural forces influence institutional prac
tices in health (such as the shortage of health units and 
professionals, limited access to quality care, and pro
fessional bias) as well as in other sectors, including 
housing, labour, and public security, in marginalized 

Panel 3: Migration, Health and Racism

Migration is a longstanding phenomenon that has shaped societies, influencing cultures, economies, and social structures. In contemporary contexts, 
especially in countries like Brazil, migration remains a subject of intense debate, particularly when connected to the complex issue of racism. This panel 
aims to explore the intersection between migration and racism, with a specific focus on Haitian migrants in Brazil, highlighting how historical legacies of 
colonialism and racial hierarchies shape their experiences today.
After World War II, Brazil saw an influx of immigrants from various countries. However, in the 1960s and 1970s, international immigration slowed, while 
domestic migration grew. In the 2010s, international migration reemerged as a significant political issue, fuelled by the global migration crisis. Haitian 
migration became a key aspect of contemporary human mobility, spurred by natural disasters, economic decline, and political instability in Haiti. 
Between 2010 and 2018, the Federal Police recorded 116,625 Haitian entries into Brazil, with 73.78% occurring between 2015 and 2017. Most migrants 
were male, with the largest age group between 20 and 44 years old. During this period, the Ministry of Labor registered 48,116 Haitian workers in Brazil, 
42.15% of whom had completed high school.82 Between January 2023 and July 2024, Brazil granted 11,200 humanitarian visas, with Haiti being the 
second-largest beneficiary. A total of 4149 visas were issued to Haitians, following Afghanistan, which received 6179 visas.83

Structural barriers, such as labour market discrimination, force Haitian migrants into precarious, low-paying jobs with little job security or benefits, 
exacerbating economic instability and poor living conditions.82 These conditions increase the risk of respiratory diseases, infections, and other physical 
and mental health issues. The intersection of racism, systemic discrimination, and exclusionary policies also prevents full participation in poverty 
alleviation programs, perpetuating cycles of poverty and social inequality.84 A key issue is the mental health impact: the stress of navigating hostile 
systems, compounded by discrimination and xenophobia, leads to high levels of anxiety, depression, and PTSD.
Racism not only heightens vulnerability to diseases through poor living conditions but also limits healthcare access due to language barriers, cultural 
mismatches, restricted service hours, delays, and the cost or lack of medications, worsening existing inequalities.85 This lack of access to healthcare, 
combined with the lack of education, perpetuates generational disparities. Children of Haitian migrants often face linguistic and cultural barriers that 
hinder their academic success, leaving many behind and limiting their future opportunities.86 Without access to formal education, vocational training, or 
legal support, Haitian migrants are often trapped in informal labour markets marked by low wages and exploitation.
Undocumented migrants face heightened exclusion due to fear of deportation. Even when legally entitled to healthcare and assistance, Haitian migrants 
often avoid seeking help to protect their immigration status.86 This fear extends to reporting crimes, such as workplace violations or domestic violence, 
due to the risk of family separation. Many remain trapped in cycles of abuse and poverty, unable to access the support they need. The lack of inclusive 
policies isolates them further, excluding them from public spaces and community programs, deepening their alienation.82 This isolation weakens 
community bonds, hindering organizing and advocacy, and exacerbates social inequalities, limiting civic and political participation.84

From a public health perspective, the marginalization of Haitian migrants not only threatens their individual well-being but also poses risks to the 
broader community. Efforts to dismantle systemic barriers must prioritize equitable access to education, healthcare, and social services, enabling Haitian 
migrants to fully participate in society. Culturally sensitive outreach, multilingual resources, and community-based initiatives can bridge the gap between 
migrants and essential services. Strengthening legal protections and creating pathways to regularization can reduce the fear of deportation, empowering 
Haitian migrants to seek the support they need. Ultimately, addressing their lack of access to basic services requires a holistic approach grounded in 
human rights, equity, and social justice.
By investing in inclusive policies and fostering mutual respect and understanding, societies can break the cycle of exclusion and unlock the full potential 
of migrant communities. This benefits not only Haitian migrants but also strengthens the social fabric and resilience of the broader community, 
contributing to a more just and equitable future for all. While the challenges are significant, migration can serve as a catalyst for change, challenging 
racial norms and promoting diversity. Haitian migrants bring resilience, cultural richness, and a strong advocacy for racial justice, all of which contribute 
to reshaping Brazilian society. Through their activism and broader migrant rights movements, they emphasize the urgent need to address the 
interconnected issues of race, migration, and social inequality.
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areas and communities. At the interpersonal level, 
racism manifests through stigma, discrimination, and 
differential treatment, compounding the effects of 
structural and institutional inequalities. Together, these 
mechanisms sustain a two-way relationship between 
socioeconomic and health status, in which poorer phys
ical and mental health among minoritized populations 
creates additional barriers to learning and work, further 
reinforcing social and income inequalities.

Studies in this review show that minoritized groups 
in Brazil face greater health risks across all stages of the 
life course, consistent with international findings on 
racism’s impact on health.7 Black and Brown Brazilians 
face higher rates of maternal mortality, preterm birth, 
and low birth weight. Children are affected by direct 
and vicarious racism, while adolescents and adults 
experience greater exposure to physical violence and 
poorer mental health. Among older adults, racism is 
associated with lower cognitive function and overall 
perceived health. Among traditional populations and 
migrant groups, studies report combining formal care 
with self-care and traditional remedies in response to 
inequitable treatment. Importantly, Brazil’s unique 
race/colour categories and significant regional hetero
geneity underscore the need for tailored measures and 
subgroup-specific analyses; findings from global re
views may not be directly comparable unless these 
variations are considered.

In contrast to international findings, unaffordable 
healthcare was not identified as a major barrier. This 
difference likely reflects Brazil’s public health system, 
which provides broad, universal, access to care. None
theless, persistent racial inequities in the quality and 
accessibility of services suggest that racism operates 
through mechanisms other than cost, such as 
discrimination in service provision, geographic exclu
sion, and differential treatment within health in
stitutions. Additionally, the data architecture of the 
SUS, while providing comprehensive population 
coverage, shows incomplete racial classification, 
limiting the ability to monitor racial health inequities 
over time.102

In terms of healthcare acceptability, our results evi
denced how interpersonal racism compromises 
respectful care, while responsibility for failures in 
health treatments are forced onto minoritized in
dividuals.55 Blaming the patient for treatment failures 
has been shown to have negative psychological impacts 
and lead to deterioration of trust, being particularly 
unfair and stigmatizing in a context in which minori
tized people are more likely to receive worse quality of 
care. National and international evidence show that 
negative experiences with the health service affect ac
cess to healthcare by causing minoritized people to 
avoid healthcare.7

Combating institutional racism cannot rely solely on 
individual practices, as the racism embedded in 

institutional structures encourages the reproduction of 
individual practices that maintain the status quo, while 
disarming individual initiatives that contest established 
practices. Therefore, institutions must clearly define 
operational dimensions to guide program development, 
implementation, and evaluation processes, ensuring 
that goods and services are available, accessible, 
acceptable, and of high quality.

To ensure inclusive scientific knowledge production, 
informed political decisions, and equitable health 
practices in a nation rich in racial and ethnic diversity, it 
is imperative to involve a wide array of social actors. The 
overwhelming majority of White medical students in 
Brazil highlights the systemic exclusion of Black in
dividuals from positions of higher social status and 
financial reward.103 This disparity, that starts much 
earlier in life and is perpetuated throughout education, 
not only maintains inequalities but also epistemic 
injustice.

Epistemic injustice encompasses the ways in which 
racism and discrimination influence the creation and 
validation of knowledge, favouring individuals posi
tioned at the apex of established power structures. This 
unequal distribution of weight and credibility perpetu
ates disparities in access to knowledge and resources, 
leaving marginalized communities grappling to articu
late their lived realities and experiences.5 Health-related 
educational institutions further perpetuate epistemic 
injustice by neglecting to integrate the objectives of the 
National Policy for the Integral Health of the Black 
Population (PNSIPN) into their curricula.104 This 
omission reinforces the notion of a “universal user,” 
failing to address the specific healthcare needs and ex
periences of marginalized communities, particularly 
those of Black and Brown individuals. The limited 
representation of community-level articles in our re
view highlights the exclusion of traditional commu
nities, reflecting inherent racism and ethnocentrism. 
Although we primarily focused on racial inequities 
among traditional populations, our results also high
light migration as another structural determinant, 
acknowledging that different migrant groups experi
ence minoritization and the impacts of colonialism in 
varied ways, with some facing greater injustices than 
others.

Results from the individual level show the constant 
interpersonal discrimination to which minoritized 
people are exposed throughout their lives and the ne
cessity of understanding health inequities in an inter
sectional framework, with racism operating with other 
systems of oppression, such as sexism, classism, and 
transphobia.26,98 We highlight the urgent need for new 
epistemologies in the study of racism and health, ones 
that extend beyond the knowledge systems rooted in 
White, cisgender experiences and spaces, particularly in 
addressing racial inequities in healthcare from early 
life. This involves challenging the entrenched 
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assumption that health standards and provisions 
designed for the White, cisgender population should 
serve as the universal benchmark.

Based on the review’s findings, several actions are 
suggested to strengthen Brazil’s health system and 
clinical practice in addressing racism as a determinant 
of health. Monitoring racism’s impact on health re
quires combining individual, institutional, and 
structural measures. Health systems should establish 
real-time analytic tools and equity dashboards to track 
disparities, guide resource allocation, and evaluate 
anti-racist policies. Clinicians and public health pro
fessionals should receive training on structural com
petency and racial equity, ensuring that care practices 
recognize and mitigate racial bias, following standard
ized protocols to reduce racial disparities in care. Poli
cymakers must support workforce diversity through 
affirmative action initiatives, enforce anti-racism laws, 
embed Afro-Brazilian and Indigenous histories in 
health education, and treat police violence, labour in
equities, and environmental injustice as public health 
issues. Investments should be directed toward under
served areas to ensure equitable access to quality care, 
and public communication strategies must actively 
combat racial stereotypes. Strengthening democratic 
governance, community participation, and research 
infrastructure is essential to sustain progress and 
ensure accountability in racial health equity. Although 
these recommendations are rooted in the Brazilian 
context, they remain highly relevant to other settings, 
offering transferable strategies to advance racial equity 
in health systems worldwide.

When interpreting our results, it is important to 
recognize that the described ways in which racism af
fects the health of minoritized people are shaped by the 
studies’ designs and methodologies. Most articles 
lacked a clear definition or conceptual framework for 
approaching racism. Theory-driven studies are essential 
to capture the complexity of racism’s impact on health 
and variables beyond health outcomes and interper
sonal discrimination. Additionally, measures of racism 
were predominantly interpersonal and cross-sectional, 
with few capturing structural and policy-level mecha
nisms or the interlocking and cumulative effects of 
racism over the life course. These gaps highlight the 
need for a coordinated research agenda capable of 
shifting the field from association-mapping to 
mechanism-testing. Researchers should apply strong 
theoretical basis for anti-racism research, such as the 
Critical Race Theory, to examine systemic inequities 
and the health impacts of structural racism, ensuring 
that studies centre on the lived experiences of racialized 
populations, involve community partnerships, and use 
disaggregated data and innovative models that reflect 
the complexity of the problem. Integrating multi-level 
exposure measures and structural indicators such as 
residential segregation, labor market stratification, and 

differentiated policing could enable clearer identifica
tion of how racism produces and sustains health in
equities. Employing longitudinal or quasi-experimental 
designs would strengthen causal inference and reveal 
how racism accumulates over the life course. Consis
tent use of validated instruments and transparent 
reporting of subgroup analyses, particularly along Bra
zil’s colour continuum and regional gradients, would 
improve comparability and enable stronger policy 
translation.

This study has limitations. Our findings are based 
on literature published in academic journals, which 
may perpetuate epistemic racism by shaping whose 
knowledge is produced and disseminated. The absence 
of evidence on certain forms of racism affecting health 
outcomes does not mean they lack impact. Because 
racism is not always explicitly named or conceptualized, 
some relevant studies may have been overlooked, and 
research examining aspects of structural racism 
without direct empirical health data may have been 
excluded. Nevertheless, this review makes important 
contributions by synthesizing existing evidence and 
highlighting key gaps, offering a foundation for theory- 
driven, innovative approaches to address health 
inequities.

Conclusion
Racism ingrained in Brazilian society manifests in 
various forms of injustice, contributing to lower life 
expectancy among Black, Brown, and Indigenous chil
dren, poorer health behaviours and mental health 
among adolescents, and higher prevalence of non- 
communicable chronic and neglected diseases among 
adults. In this scoping review, few studies focused on 
older adults, despite their chronic exposure to racism 
throughout life. Perinatal and maternal health have 
primarily been investigated at the institutional level. 
Access to healthcare is notably worse in urban periph
eries and remote areas where minoritized populations 
reside. To address racism in healthcare, it is essential to 
place the promotion of health, disease prevention, and 
the treatment of minoritized groups at the forefront. 
Health policies must be rooted in principles of justice, 
dignity, and equity to safeguard both collective well- 
being and individual rights. Implementing real-time 
equity monitoring, expanding anti-racist clinical 
training, enforcing protective policies, and directing 
investments to underserved regions are concrete ac
tions that can help Brazil address the racial health in
equities identified in this review. Advancing this agenda 
also requires strengthening research through theory- 
driven designs, understanding of the subjectivities 
and collective experiences of marginalized groups, 
multi-level measures, and disaggregated data to capture 
the structural mechanisms through which racism 
shapes health. We underscore the urgent need for 
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research that transcends colonialist epistemic stan
dards, embracing subjectivities and collective experi
ences within a human right-centred approach to health.
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