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Abstract
Systemic Lupus Erythematosus (SLE) is a complex chronic autoimmune disease disproportionally afflicting women and, in
particular, American Indian/Alaska Native, Black, and Hispanic women. These groups of women have significantly worse
SLE-related health outcomes which are partially attributable to their exposure to marginalizing and interconnecting social
issues like racism, sexism, economic inequality, and more. Although these groups of women have higher rates of SLE and
though it is well known that they are at risk of exposure to marginalizing social phenomena, relatively little SLE literature
explicitly links and addresses the relationship between marginalizing social issues and poor SLE-health outcomes among
these women. Therefore, we developed a community-engaged partnership with two childhood-SLE diagnosed women of
color to identify their perspectives on which systemic issues impacted on their SLE health-related outcomes. Afterward, we
used Cochrane guidelines to conduct a rapid review associated with these identified issues and original SLE research. Then,
we adapted an ecological model to illustrate the connection between systems issues and SLE health outcomes. Finally, we
provided recommendations for ways to research and clinically mitigate SLE health inequities.
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Systemic Lupus Erythematosus (SLE) is a chronic systemic
autoimmune condition causing inflammation and affecting
skin, joints, and multiple organ systems in the body.1 In
North America, diagnoses of SLE are highest among
American Indian/Alaskan Native (AI/AN) women (271 per
100,000) followed by Black women (230.9 per 100,000),
Hispanic women (Latinas; 120.7 per 100,000), then White
and Asian/Pacific Islander women, each with a prevalence
of ∼84 per 100,000.2 Yet, although AI/AN, Black, and
Hispanic women have a heightened prevalence of SLE, their
group-level health outcomes are consistently poorer than
White and Asian women.2 This issue is not unique to SLE as
a substantial body of research has demonstrated these
groups of women of color often have worse health outcomes
than others largely due to various forms of inequality (e.g.,
racism and sexism).3

These SLE health inequities (health problems stemming
from socially unjust systems) are worrisome. In the US,
SLE is the 10th leading cause of death for all women aged

15-to-24 years-old, yet it is the fifth leading cause of death
for Black women and Latinas of the same age.4 Further, AI/
AN women, Black women, and Latinas have the highest
SLE-related mortality rates of any group.2 In Canada, AI/
AN’s had a 2-fold risk for mortality compared with Whites,
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and on average, AI/AN people with SLE died ∼15 years
sooner than White people.2 Further, even when controlling
for other variables, Black women and Latinas have higher
incidences of lupus nephritis compared to White women.5,6

Addressing these SLE health inequities requires explicitly
investigating the systemic issues producing them and ad-
justing research and clinical interventions accordingly.7–9

An ecological framework to address health
inequities in SLE

Ecological frameworks illustrate relationships between
structural and individual-level phenomena,10,11 thus of-
fering an appropriate lens to conceptualize SLE health
inequities. We draw from Bronfenbrenner’s develop-
mental ecological model,12 with our model (Figure 1)
illustrating how macrosystem elements (societal ideol-
ogies), and mesosystem elements (economic forces, so-
cial policies, and community structures), influence
microsystem (family), and individual outcomes.9,11,13 We
adapted this model to focus on macrosystem elements of
structural racism, sexism, and ableism and mesosystem
elements of economic inequality, social welfare policy,
and neighborhood disadvantage.

In addition to using an ecological model to visualize
macro- and meso-level phenomenon, we invoke an inter-
sectional perspective wherever possible to suggest when
macro- and meso-level phenomenon might interlock to
produce unique and worse health outcomes for those under
investigation. Intersectionality is an antisubordination
framework that explores the effects of interlocking socio-
structural phenomenon on individual-level experiences,14

and is compatible with ecological analyses.

Methods

Following tenants of community-engaged research
which encourages partnership with people experiencing
the issue under study and ensuring their insights shape
research,15,16 we engaged in a discussion with two of our
co-authors (IC and DW; both women of color diagnosed
with childhood-onset SLE) regarding the topic of this
review. Together, we situated the focus of the review on
macro- and meso-level system’s issues related to SLE, as
relatively little research examines these issues whereas
micro- and individual-level factors are widely studied.
Collaboratively, we identified various macro- and meso-
level issues influencing their wellbeing. They identified
each of the topics discussed below and shared how they
were affected by them. Additionally, IC and DWallowed
several quotes to be used to frame the review’s various
topics. Notably, despite lacking literature in some topic
areas (e.g., sexism and ableism), we elected to include
these topics because they were important to our co-
authors.

Next, using Cochrane Rapid Reviews guidelines17 we
conducted a rapid review of the topics across PubMed and
PsycINFO, using reproducible search terms to investigate
relevant scholarship published in the last 15 years (Table 1
and Figure 2). A total of 62 original research articles were
found and were used throughout the sections below. When
the available literature was limited regarding broader sys-
tems issues (e.g., ableism), we pulled literature from micro-
level proxies (e.g., illness-related stigma) and linked these
micro-level items with the macro-level phenomena.
Michigan State University’s IRB office deemed this project
IRB exempt.

Figure 1. Ecological Illustration of SLE Health Inequities.
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Macrosystem

Structural racism

“I have to deal with all these other problems all the time, like
worrying if my mom will make it back from the grocery store
without being shot… a lot of the time it’s made like I’m just
dealing with [racism] inside of my head and I’m treated like
society shouldn’t have an effec… meds and controlling my
feelings don’t make everything else stop affecting me.”

Racism is a social system whereby a group creates a
social hierarchy based on skin color; and in much of the
world, lighter skin color (particularly White skin color) is
deemed preferential and sits atop the skin-color power
hierarchy.7 Structural racism refers to the way society
fosters racism through inequitable, mutually reinforcing
systems to harm subordinate groups.18–20 Structural racism
generates and sustains health inequities for non-White
people in numerous ways. Some of the most well-known
instances of structural racism include Redlining, a US
housing policy/procedure implemented in the 20th century
that situated non-White individuals in environments low in

beneficial social resources and high in exposure to envi-
ronmental toxins, which subsequently heightened their risk
of diseases like cancer and asthma; preferential hiring of
White over non-White people which reduces non-White
people’s economic mobility and sustains their impover-
ishment; and limited funding of schools that primarily serve
students of color in comparison to schools serving pre-
dominantly White students which has been linked with
higher rates of high-school dropout rates and an increased
likelihood of involvement in the juvenile justice system.21

Structural racism’s various effects have been implicated in
heightened rates of stress among non-Whites which has led
scholars to link structural racismwith biomarkers of disease,
including increased allostatic load, inflammatory markers,
and hormonal dysregulation.18–20

Our rapid review found 29 articles related to race and
health inequities. These articles predominantly focused on
Black women and, to a lesser extent, Latinas. Findings
showed these groups have heightened rates of, and risk for,
worse health outcomes including pregnancy complication,22

disease activity and damage accrual,23–27 worse quality of
life,28,29 multiorgan disease,30–32 and mortality.33–35 They are
also at heightened risk for cardiovascular events and

Table 1. Literature review search strings.

Search # Keywords Concept

1 “Systemic Lupus Erythematosus” OR “Lupus Erythematosus, Systemic”[Majr] SLE
2 Health inequality[TIAB] OR health inequalities[TIAB] OR health inequities[TIAB] OR health inequity[TIAB]

OR health disparities[TIAB] OR health disparity[TIAB] OR healthcare disparities[MH] OR health care
disparities[TIAB] OR healthcare disparities[TIAB] OR health-care disparities[TIAB] OR health care
disparity[TIAB] OR healthcare disparity[TIAB] OR health-care disparity[TIAB] OR health status
disparities[MH] OR delivery of health care[MH:noexp] OR disparities[TIAB] OR social class[MH] OR
social class[TIAB] OR social determinants of health[MH] OR social determinants of health[TIAB] OR
social disparities[TIAB] OR social disparity[TIAB] OR social factors[TIAB] OR social inequities[TIAB] OR
social inequity[TIAB]

Gen. Health
ineq.

3 Racism OR racist OR racial discrimination[TIAB] OR racial disparities[TIAB] OR racial disparity[TIAB] OR
racial equality[TIAB] OR racial equity[TIAB] OR racial inequities[TIAB] OR racial inequity[TIAB] OR
racial prejudice[TIAB] OR racial segregation[TIAB] OR racism[MH]

Racism

4 Sexism OR “gender discrimination” OR sexism[MH] OR “gender inequity” OR “gender inequities” Sexism
5 Disabled OR disability OR ableism OR health services for persons with disabilities[MH] OR “Disabled

Persons”[Mesh] OR “Social Discrimination”[Mesh]
Ableism

6 Poverty OR “economic inequality”OR welfare OR socioeconomic factor[TIAB] OR socioeconomic factors
[MH] OR socioeconomic factors[TIAB] OR socioeconomically disadvantaged[TIAB]

SES

7 “Affordable care act” OR medicaid OR medically underserved area[MH] OR medically uninsured[MH] OR
uninsured[TIAB] OR underinsured[TIAB] OR medicare OR “Medicare"[Mesh] OR “Medicaid”[Mesh]

Policy

8 Neighborhood OR ghetto OR “section 8” OR “affordable housing” OR “residence characteristics”[Mesh]
OR “neighborhood characteristics”[Mesh] OR “physical environment” OR “built environment” OR
“social environment”

Neigh. dis.

9 #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 Inequ. combo
10 #1 AND #9 All factors

aWe used the same search strings across databases and did not count duplicate articles in our review.
bResults are combined across databases.
cAfter identifying a relevant study, we examined the study’s references for relevant articles. Note: most of the relevant studies were often the first or
second to explore the topic.
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cardiovascular-related death.36 Black patients are less likely
to adhere to SLEmedication regiments,37 an issue linkedwith
structural racism via lack of health system trust and structural
impediments to adherence.38 Additionally, in a study com-
paring Black to White people with SLE, Sun et al.39,40 found
Black people more likely to perceive worse provider-patient
communication, with Sun et al., asserting that Black people
perceived more hurried communication with providers and
felt providers used vocabulary during treatments that was too
difficult to understand. Sun et al. suggest that below-basic
health literacy skills may be to blame for the difference in
clinical experiences. Instead, we argue that issues linked with
systemic racism like limited educational opportunities, health
system mistrust, and a lack of culturally tailored health in-
formation mediated by low health literacy is to blame.41,42

Although the studies above did not explicitly examine
racism in relation to the outcomes they reported, some
recent SLE studies have. First, Black women observing
race-related discrimination had heightened disease activity,
and personally experiencing race-based discrimination was
related to increased SLE damage.43–47 Second, Black

people with SLE were more likely to face health care
mistreatment that they attributed to racism.48 Third, Black
youth with SLE are less likely thanWhites to be assessed for
depression, reducing their overall health-related quality of
life (HRQoL).49,50 Finally, a recent study found that non-
White people are underrepresented in SLE clinical
trials,51,52 an issue maintaining a lack of insight into race-
specific SLE health issues.52

Structural sexism

“I feel stressed because [as a female] I have to really focus on how
I phrase things with my doctors, and they may not give me the help
I need unless I phrase things just right, so it doesn’t sound like it’s
just all in my mind… people just listen to girls less.”

Structural sexism, defined as systematic gender in-
equality in power and resources, negatively influences the
health and medical treatment of women.53 For instance,
although women generally live longer than men, they are
more likely to experience chronic illness and disability due

Figure 2. Identification of Articles.
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to increased exposure to violence, trauma, and economic
inequality.54 Additionally, women are less likely than men
to receive the most effective and advanced health care
treatments,55,56 are underrepresented in health studies,57

and are more likely to have their medical issues trivial-
ized or misdiagnosed.54 Despite more women than men
being diagnosed with SLE, our rapid review found no ar-
ticles associated with structural sexism, nor proxies suitable
to link with sexism. Moreover, AI/AN, Black, and Hispanic
women with SLE have worse health outcomes than White
women, and from an intersectional perspective, these worse
outcomes are attributable to the ways racism and sexism
interact to produce harmful outcomes for these women.3

However, our review did not reveal any examinations into
these crosshatching phenomena.

Ableism

“I’m unhealthy, and that means I’m not normal.”

“I’m sometimes afraid to even tell people I have lupus because
I don’t want to be treated differently or looked at differently…
sometimes I don’t tell a crush for a while because I worry, they
won’t want to date a person who isn’t normal.”

Ableism is an ideology submitting that disabilities (e.g.,
illnesses like SLE) make a person abnormal and/or less
capable compared to those without such conditions.58 Our
rapid review found two studies conceptually related to
ableism and SLE. These studies investigated an individual-
level proxy of ableism known as illness-related stigma
(perceived experiences of discrimination linked to one’s
illness).59,60 Studies found that when some SLE symptoms
express themselves, people can face a lack of social support
and ostracization from family and friends.61 Sadly, some
with SLE report hiding their rashes because they were
bullied for having them.62 Others share that less visible
symptoms (i.e., fatigue) have been trivialized in ways that
led to increased depression symptoms, loss of friends, and/
or divorce.61 Additionally, AI/AN, Black, and Hispanic
people are more likely to experience SLE-related disability
thanWhites.2,63 Yet, our review found no studies examining
how racism, sexism, or how racism and sexism combine
with ableism to uniquely affect different groups.

Mesosystem

Economic inequality

“It’s more than not being able to afford things… everything
around me feels darker and dirtier. I can’t escape from stress
or work or school, and it just makes me tired all the time.”

Economic inequality is the unequal distribution of income
and opportunity.18 Poverty and socioeconomic status (SES)

are the proxies for economic inequality often investigated in
SLE research, and 15 identified articles were proximally
related to economic inequality. Poverty influences mortality
by increasing damage accrual, and impoverished people with
SLE live about 14 years less than wealthier people and
that.33,64–68 In fact, the lower one’s income, the worse one’s
SLE-related physical functioning.69 Low SES also predicts of
depression,70–73 difficulty adhering to treatment,74 and neg-
ative health outcomes independent of access to health care.75

When people leave poverty they experience rapid normali-
zation of damage accrual.64,67

It is well established that AI/AN, Black, and Latino
people are consistently located at the bottom of the eco-
nomic inequality gradient, with women from these groups
situated lower than men.18,76 Moreover, survey data illus-
trates Black and AI/AN women with disabilities experience
the highest poverty levels of any group in North America.59

Yet, our review found no studies specifically focused on
these groups’ experiences with economic inequality.

Neighborhood disadvantage

“The different places I’ve lived almost feel like they have
different moods to them. Some places had me feeling
stressed a lot because I never felt safe…”

Eight articles were related to SLE and neighborhood dis-
advantage. Life in disadvantaged neighborhoods (neighbor-
hoods severely lacking in resources and high in environmental
and social stressors) is associated with depression,77 anxiety,78

impaired cognitive functioning,79 and increased prevalence of
physical illness and mortality.80 Recent findings illustrate that,
when compared to racially integrated tracts, those with SLE
who live in moderately and highly segregated census tracts
face heightened risk of depression via increased exposure to
neighborhood disadvantage.81 Neighborhood disadvantage
also contributes to SLE damage andmortality because living in
an area with a high proportion of impoverished people
heightens damage accrual.2

Furthermore, those living in disadvantaged neighbor-
hoods are more likely to have higher re-hospitalization rates
for SLE-related issues, and are less likely to consistently
engage in care.82,83 Given Black people are one of the
groups most likely to be situated in disadvantaged neigh-
borhoods due to Redlining,18 it is unsurprising Black people
in disadvantaged neighborhoods are those most likely to be
re-hospitalized for SLE-related issues, are more difficult to
retain in care.82,83

Social welfare policy

“It’s weird to see that my friend with a different condition
can’t explore other options because their insurance won’t
cover it. It’s like their health can’t improve just because of
their insurance.”

616 Lupus 32(5)



Eight articles were related to social welfare policy, all
focused on Medicaid. Social welfare policy, of which
Medicaid is a product, is a subset of social policy including
programs and policies meant to stabilize and/or improve the
wellbeing of a population by targeting vulnerable groups.84

When Medicaid expansion states were examined individ-
ually, people with SLE showed lower rates of preventable
hospitalizations compared to non-Medicaid expansion
states.85 Another Medicaid study found people report a
range of service use barriers, including long distances to
health care providers and limited access to primary care
physicians.34,86 However, this study did not break findings
down by identity rendering it difficult to determine which
groups were more likely to report barriers. Interestingly,
approximately 25% of people with Medicaid with SLE were
re-admitted to a hospital within 30 days of leaving.82 Yet,
like the study above, there were no discussions of differ-
ences in re-admissions by identity nor comparisons of re-
admissions by insurance status (i.e. Medicaid vs private vs
no insurance).

Limitations

Although we examine several macro- and meso-level issues,
we acknowledge we did not explore all the important issues, as
we focused on those identified by our co-authors with an SLE
diagnosis. Additional issues include (at the macrolevel) the
health effects of colonization, ethnocentrism, patriarchy, and
capitalism and at the meso-level historical trauma, rural and
urban resource disparities, hospital/institutional policies, and
more. Further, although word limits prevent us from a deeper
exploration of the topic, one must note that the issues men-
tioned above likely drive many of the disparate outcomes
afflicting marginalized groups brought on by the COVID-19
pandemic and must be considered in relation to studies ex-
amining COVID-19’s effects. We also we did not cover the
role of specific individual factors (biology, genetics) in relation
to macro- and meso-level issues, as this was beyond the scope
of our study. We acknowledge that a deeper understanding of
the individual biologic and genetic factors (which are not
synonymous with race/ethnicity) influencing the heterogeneity
of SLE disease is important. Despite these limitations, this
review illustrates that the health inequalities present among
people with SLE are indelibly related to structural issues which
influence society and societal experiences. We now make
recommendations that enable clinicians and researchers to
begin addressing these inequities.

Intervening

Clinical practice

Resources and tools designed to address social issues exist
to aid physicians and their teams in addressing health

inequities.87 For example, a health equity champion on the
medical team enables a clinic to address health equity
concerns. The champion can be a physician assistant, social
worker, or medical assistant who shares health equity in-
formation with the clinical team with the goal of identifying
and addressing the social issues mentioned above. Clinics
should also use community health workers (CHWs). CHWs
are members of the community who are paid to work with
health systems and who share characteristics with the
population served (e.g., medical diagnosis).88 Additionally,
tools like the Patient-Centered Medical Home, a
community-focused care model, can help physicians learn
about and access resources dedicated to addressing struc-
tural issues. Further, physicians should engage in health
equity training educate their students and residents. A
mutual, open dialog with students and residents about health
inequities can help seasoned and incoming practitioners
improve practice.89,90

Research

A first step toward addressing inequities would be to adopt a
lens that focuses a researcher’s eye on broader societal
structures and their effects on individual-level phenomena.
Intersectionality is such a lens.91 Intersectionality considers
how structural forces influence different outcomes for
people depending on a person’s social identities.92 Further,
Intersectionality theory stresses social justice action as the
keystone for research, practice, and programmatic inter-
vention, meaning research should be conducted in a way
such that findings either enable people to address inequities
or make clearer how inequities are being perpetrated.91

Next, including disenfranchised groups in the research
process is an additional step toward addressing health in-
equities. Community Engaged Research (CEnR) and Par-
ticipatory Research orientations like Community-Based
Participatory Research (CBPR) and Patient-Engaged Re-
search (PER) are such orientations.39,93–97 These orienta-
tions explicitly acknowledge that structural issues affect
well-being and assert that researchers must act against these
inequitable circumstances by partnering with those affected
in at every stage of the research and dissemination
process.93,94,98 Researchers and participants work together
to co-create research questions and cooperate during the
research process. These orientations have been linked to
increases in health equity, perceived social support, and to
elevated participation and engagement of marginalized
people in research.99–101 Further, consciously making ef-
forts to include disenfranchised groups of people in the
research process may address the lack of inclusion of people
of color in clinical trials.102

Additionally, our review found that most race-related
investigations focused on Black and White people. Fewer
investigations focused on Latino/health outcomes, and no
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Table 2. Summary of recommendations for addressing macrosystem and mesosystem social issues contributing to health inequities.

Recommendation Steps Issue of focusa

Clinical practice
1. Expand medical team to address social determinants
of health

-Assign a person as a health inequities and equity
“champion” who can provide relevant information to
staff rounds.

R S A EI

-Integrate Community Health Worker’s whose goal is to
address social determinants of health.

R EI

2. Use tools designed to enhance and inform ability to
address health inequities

-Use toolkits designed to enhance one’s ability to address
these issues (MAP-IT, HealthPeople.gov, PCMH).

R EI ND

-Use websites dedicated to informing how social welfare
policy impacts health inequities (HIAs).

SP

3. Be mindful of and actively work against biases in
medical practice by increasing knowledge and
diversity activity.

-Learn about and remain conscious of identity-related bias
in treatment.

S R EI

-Establish community partnerships with people of color in
clinic and member organizations (e.g., join health equity/
inequities groups for educational and intervention
purposes.

R
R S A

-Recruit diverse students/residents/employees and ensure
leadership positions are occupied by diverse groups of
people.

R S A

-Expand scope of reading to include literature by diverse
authors on subjects related to interests.

R S A

Research
1. Use research orientations suited to capturing
context and addressing root issues of inequities.

-Community Engaged Research (CEnR) improves health
promotion and health research, builds partnerships,
engenders trust between investigators and participants,
is mindful of power dynamics, and encourages
investigators to recognize the expertise within those
experiencing the issue of investigation.

R S A EI

-Community-Based Participatory Research (CBPR)
involves participant involvement in every step of the
research process and can influence policy, culturally
sensitive instrument development, external validity,
long-term trust, and more.

R S A EI

-Patient-Engaged Research (PER) is a form of engagement
that is couched in the medical-model. Though other
approaches are couched in the social/ecological-model
PER is suited to capture context and encourage active
participation in studies and treatment.

R S

-Participatory Action Research (PAR) is another method
of engagement designed to address structural issues.

R EI ND

2. Use research methods and interventions suited to
capturing context and addressing root issues of
inequities

-Utilize statistical methods that capture context including:
Qualitative research, multilevel modeling, geographic
information systems, network analysis, cluster analysis,
and program evaluation.

ND R EI

3. Define race, ethnicity, and gender in ways that are
contextually appropriate for the sample under study

-Acknowledge the sociopolitical nature of race, ethnicity,
and gender.

R S

-Accurately operationalize race, ethnicity, and gender in
measures in order to capture identities accurately.

R S

-Provide data on race, ethnicity, and whenever possible,
gender for all participants to enrich knowledge.

R S

-In discussion sections, include how the context of the
sample as it relates to race, ethnicity, and/or gender may
impact findings.

R S

-Evaluate manuscripts for clear definitions of race and
context for their sample.

R

-Report within-group heterogeneity among sample
populations.

R

(continued)
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articles explicitly focused on AI/AN populations, despite
AI/AN people having the worst SLE health outcomes.
There may be less investigated for both of these groups as
they are largely, albeit inconsistently,103 considered an
ethnicity. Indeed, these groups are less often researched in
many health-related fields when compared to White and
Black populations (particularly AI/AN people),103–105 and
this systemic exclusion maintains health inequities.
Therefore, we recommend developing lines of research
levering multiple sites specifically focused on AI/AN and
Latino/a people (particularly women) SLE health inequities.

We also note traditional analytic approaches (e.g.,
ANOVA and regression) can fail to capture context, and
other analytical methods are better suited for capturing
social context.95,106 We encourage a greater use of mixed
methods approaches and qualitative research as they more
naturally contextualize research.107 Other useful statistical
methods include multilevel modeling, geographic infor-
mation systems, network analysis, and cluster analysis.
Such methods allow researchers to broaden their lens and
describe how social forces influence people’s wellbeing.95

Finally, there are several small steps researchers can
take to enhance health equity. Researchers should in-
vestigate means by which rheumatologists and other
clinicians can address health inequities without adding
undue burden to their clinical activities. This may in-
clude more culturally appropriate questionnaires, or the
adaption of clinic treatment techniques that enhance
patient–provider trust (i.e., motivational interviewing).
Research should investigate how structural sexism
might influence the health inequities of women with SLE
by examining the effects of gender (and race and gender

bias) on women and women of color in the clinic. Next,
certain terms like “Hispanic,” “Caucasian,” and “Afri-
can-American” do not always accurately operationalize
group identities, yet much of the literature reviewed
used these terms to describe their sample.108 Problem-
atically, using the incorrect term to describe a sample
may hinder accurate interpretation of results.108 More
suggestions are made in Table 2 and references to re-
sources and literature associated with suggestions are
provided.

Conclusion

Macro- and meso-level issues meaningfully contribute to
people’s wellbeing. However, research about the impact of
these issues on people with SLE remains underdeveloped.
In all, efforts from clinicians and researchers are critical for
reducing health inequities among those with SLE, and it is
important to probe these broader structural issues if we are
to reduce health inequities.

Positionality statement

As in all research, it is helpful to understand our posi-
tionality and, therefore, our lens on what was investigated.
The primary author is a Chicano male and a fourth year PhD
student in Psychology focused on addressing health dis-
parities using feminist and intersectional approaches. The
second author is a Filipino-Canadian psychologist who
studies cognitive and mental health co-morbidities and
disparities in childhood-onset lupus. The third author is an
undergraduate Latina studying public health who hopes to

Table 2. (continued)

Recommendation Steps Issue of focusa

4. Intentionally conduct/link research on/with macro/
meso-level topics and properly locate the problems
driving disparities within these structures

-Research on sexism, ableism, and other macro-level
issues (e.g., heterosexism) and on institutional policies,
health care team structures, funding requirements, and
other meso-level issues is warranted.

R S A

-Howwe define a problem influences the solutions used to
fix it. Therefore, link observed health disparities with
the macro- and/or meso-level issues that are driving
them.

R S A

5. Require the use of system centered language (SCL) in
publications.

-When writing about health inequities, frame results using
systems-centered language to properly situate observed
inequities in their social contexts (e.g., disenfranchised
people rather than vulnerable people).

R S A

-Review other’s manuscripts for the use of appropriate
SCL and person-first language.

R S A

6. Include more AI/AN people and Latino/as in studies
to boost relevance of findings

-Utilize CBPR and other techniques designed to
incorporate these oft-neglected groups into studies.

R

aR: structural racism; S: structural sexism; A: ableism; EI: economic inequality; ND: neighborhood disadvantage; SP: social welfare policy. Each issue of focus
is assigned according to the stated goals and philosophies of the steps suggested.
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work in health care after graduation and who is diagnosed
with SLE. The fourth author is a high-school aged Black
female who aspires to study law and was diagnosed with
SLE in middle school. The fifth author is a white female
pediatric rheumatologist who studies disease and mental
health outcomes in childhood-onset lupus. The sixth author
the sixth author is a female Latina rheumatologist and
epidemiologist focused on the study of lupus outcomes
among minority populations. The seventh author is a Black
female pediatric rheumatologist who studies mental health
outcomes for children and adolescents with childhood-onset
lupus and other pediatric rheumatologic diseases. The final
author (NRC) is a white female first-generation scholar and
pediatric psychologist who studies how to improve health-
and mental health-related outcomes in individuals with
childhood-onset lupus.
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