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Abstract
Internalized racism (IR) is a form of racism that leads people to internalize beliefs and stereotypes about their racial/ethnic (RE)
group and/or about themselves because of their RE group membership. However, relative to other forms of racism research
investigating the relationship IR and health is lacking. Thus, in an attempt to promote research on IR, this paper reviews and
summarizes 112 empirical quantitative studies—representing nearly three decades of research published between January 1990
to December 2018—that examine the health and health-related correlates of IR among racial/ethnic minorities. Collectively,
evidence from this review suggests that (1) IR is negatively associated with health via decrements in positive core self-evaluation;
(2) IR exacerbates the relationship between other stressors and ill health; (3) IR mediates the relationship between discrimination
and health; and (4) IR is a self-protective strategy that protects against ill health. Using the accumulated evidence, this review
presents new conceptualizations of IR, along with specific recommendations on how to improve the scientific study of IR among
racial/ethnic minorities.

Keywords Internalized racism . Internalized racial oppression . Racism . Racial health disparities . Stigma . Internalized stigma .

Internalized racial dominance

US racial/ethnic minorities have shorter life expectancies and
poorer physical and mental health than their US non-Hispanic
White counterparts (Substance Abuse and Mental Health
Services Administration [SAMHS], [108]). Previous and ex-
tensive work shows that these racial/ethnic health disparities
are the result of factors such as disproportionate exposure to
environmental hazards, unequal access to and quality of health
services (e.g., health insurance coverage), and racial discrim-
ination [1, 86]. However, although internalized racism con-
tributes to these racial/ethnic health disparities, it is relatively
understudied relative to other race-related factors such as dis-
crimination [129]. This is problematic especially given the
2001 US Surgeon General report highlighting internalized
negative racial stereotypes as a predictor of ill health among
racial/ethnic minority populations [121].

Thus, in an attempt to bring attention to, and promote re-
search on IR, this paper summarizes historical and contempo-
rary theorizing about IR. The paper then reviews the health
and health-related correlates of IR among racial/ethnic minor-
ity populations. The paper is organized into three sections.
The first section answers the question What is internalized
racism?, provides a brief history and review of IR’s phenom-
enology, and explains the relationship between IR and health
among racial/ethnic minorities. The second section presents
quantitative associations between IR and health and health-
related behaviors that are extracted from already published
peer-review articles. The third section uses the extracted quan-
titative evidence to rethink the internalized racism-health re-
lationship among racial/ethnic minorities. Last, the paper con-
cludes with specific recommendations to improve the scien-
tific study of IR.

What Is Internalized Racism?

One of Many Brief Histories

In The Souls of Black Folks, Du Bois ([33] [1903]) introduced
double consciousness to describe the struggles Black/African
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Americans encounter when trying to embrace an American
identity that devalues Blackness and a Black identity that is
constructed with anti-Black sentiments, images, and stereo-
types. Du Bois’ ([33] [1903]) double consciousness refers to
the psychological tribulations Black/African Americans’ ex-
perience when constructing their personhood as a Black per-
son and an American citizen. However, Du Bois ([33] [1903])
argued that having either identity orientation (i.e.,American or
Black) is psychologically damaging to Black/African
Americans because anti-Blackness is a fundamental compo-
nent of a “Black American” identity. This, Du Bois ([33]
[1903]) argued, lead Black/African Americans to internalize
negative beliefs about themselves and their group. Du Bois’
([33] [1903]) double consciousness is often presented as the
first written scholarly account of IR.

Almost 30 years after Du Bois ([33] [1903]), Clark and
Clark [18] produced one of the first empirical research on
IR. In their study, Clark and Clark [18] made 200 African
American children choose the “nice” doll—or the doll they
preferred—from a pair of white- or dark-skinned dolls. From
the study sample, 66% of the children preferred the white doll.
Although Clark and Clark [18] concluded that the results
show evidence of how membership to stigmatized group af-
fects self-esteem and self-concept, many scholars have since
interpreted these findings as empirical evidence of the psycho-
logically damaging consequences of IR among African
Americans.

Later, placing IR as a global phenomenon Fanon [35]
contended that all native populations previously (or con-
tinuingly) colonized by European powers experience IR in
the form of a colonial mentality. According to Fanon [35],
IR manifests after colonist forcefully enter into a territory
and construct institutions and systems—through cultural
recreation, cultural imposition—that enforce their superi-
ority and the inferiority of the colonized. Fanon [35] ar-
gued that as a result, these institutions and systems then
support structures that benefit the colonizer politically, so-
cially, and economically through a recursive, dynamic, and
historically cumulative process. This, according to Fanon
[35], then leads the colonized to feel inferior about them-
selves, feel self-doubt, embody the culture of the colonizer,
and construct their self-concept through the perspective of
the colonizer.

Subsequently, reintroducing Du Bois’ ([33] [1903]) posi-
tion of IR as a component of Black/African American racial
identity, Cross [22] situated IR as the first developmental stage
of “becoming Black” in America in the five-stage Black iden-
tity developmental model. Briefly, Cross’s [22] Nigrescence
model describes the racial identity developmental phases of
Black/African Americans beginning with a racial identity
dominated by pro-White/anti-Black bias. In Cross’s [22]
Nigrescence development model, IR is the inceptive crux of
Black/African American racial identity.

Since Cross [22], IR has largely been conceptualized as
“the internalization, among racial/ethnic minorities, of nega-
tive views about their racial/ethnic group, including them-
selves as racial/ethnic group members” [67, 90, 107].
Indeed, IR is thought to affect how people perceive their
racial/ethnic group (i.e., group-focused IR), in addition to
how people perceive themselves as a member of said racial/
ethnic group (i.e., self-focused IR). However, some have sug-
gested that past and current conceptualizations have reduced
IR to “the internalization of negative stereotypes” For exam-
ple, Cokley [20] states that contemporary conceptualizations
of IR focus too heavily on “blacks’ self-hatred,” while Kohli
et al. [68] argue that contemporary definitions do not capture
the complexities of racism and the impact of IR on racial/
ethnic minorities. Thus, against this definitional over-simpli-
fication, Kohli et al. [68] define IR as “the conscious and
unconscious acceptance of a racial hierarchy in which whites
are consistently ranked above People of Color…[that] goes
beyond the internalization of stereotypes imposed by the
white majority…[to] the internalization of the beliefs, values,
and worldviews inherent in white supremacy that can poten-
tially result in negative self or racial group perceptions” (p. 2).

Are Positive Views, Ideologies, Worldviews,
and Stereotypes Included
in Conceptualizations of IR?

Although generally defined as negative prejudices, bigotry,
stereotypes, and flawed generalizations toward/about racial
minorities, racism can also be defined as norms, ideologies,
or behaviors that perpetuate racial inequality [11] institution-
ally, interpersonally, and/or culturally [59, 69, 122]. For ex-
ample, Bonilla-Silva [8] defines racisms as an ethno-racial
social-hierarchical system that produces disparities in life
chances among ethno-racial groups. Similarly, Berman and
Paradies [5] define racism as systems and/or ideologies that
maintain or exacerbate inequality of opportunity among
ethno-racial groups by disadvantaging ethno-racial minority
groups and/or privileging ethno-racial majority groups. Both
Berman and Paradies [5] and Bonilla-Silva [8] definitions
suggest that any norm, ideology, or behavior—negative or
positive—that supports, maintains, legitimizes, or perpetuates
racial inequality constitutes racism (see racial hierarchy-
enhancing ideologies; [102]).

Reflecting these definitions of racism, some scholars have
defined IR in ways that capture both positively and negatively
valanced racial hierarchy-enhancing ideologies. For example,
Berman and Paradies [5] suggest that IR occurs when “an
individual incorporates ideologies within their world views
which serve to maintain or exacerbate the unequal distribution
of opportunity across ethno-racial groups” (p. 4). Similarly,
Bivens [7] conceptualizes IR as a form of racism that
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“supports the supremacy and dominance of the dominating
group by maintaining or participating in the set of attitudes,
behaviors, social structures and ideologies that undergird the
dominating group’s power”. (p. 2). Together, both Bivens [7]
and Berman and Paradies [5] suggest that IR is the internali-
zation of racial/ethno-specific norms, ideologies, or behaviors
that perpetuate racial inequality. However, conceptualizations
of IR that refer to both positive and negative norms, ideolo-
gies, or behaviors are scant. To address this blind spot in IR
conceptualization, some have argued for the inclusion of pos-
itively valanced norms, ideologies, or behaviors in conceptu-
alizations of IR.

For example, relative to other racial/ethnic minority groups
in the US context, Asian Americans are positively stereotyped
as hardworking, intelligent, and successful [52]. These posi-
tive stereotypes about Asian Americans suggest that their suc-
cesses, relative to other racial minorities—but not White
Americans—are a result of their strong values emphasizing
hard work, achievement, and belief in the American dream
[132]. Lee et al. [70] suggest that these seemingly positive
stereotypes have led Asian Americans to internalize and iden-
tify with these model minority myths in an effort to maintain
overall positive evaluations of their group. However, scholars
purport that although positive, internalizing these model mi-
nority myths represent a form of IR because they (1) oversim-
plify the economic and educational realities of Asian
Americans, (2) constrain Asian Americans to stereotypic ac-
tivities and means of self-expression, and (3) ignore the accu-
mulated history and contemporary dynamics necessary to un-
derstand the individual, institutional, and cultural racist expe-
riences of Asian Americans [66, 99, 110]. Thus, although
seemingly positive, these model minority myths support and
maintain anti-racial/ethnic (in this instance Asian) hierarchies
(see also [97]).

For example, Gupta et al. [44] found that among Asian
Americans, endorsing positive Asian American stereotypes
was related to higher levels of psychological distress and more
negative attitudes toward help-seeking. Other work shows that
among Black college students associating Black faces with
stereotypic traits such as athletic, rhythmic, and cool predicted
less interest in, and perceived importance of, a college educa-
tion ([23] as cited in [24]). These examples highlight how
seemingly positive stereotypes about one’s racial/ethnic group
might constrain them to stereotypic activities, perpetuate
racial/ethnic health disparities, and lessen interest in domains
that challenge existing racial/ethnic hierarchies [25].

Interestingly, related work show that racial/ethnic minori-
ties have a negative view of positive group stereotypes. For
example, Asian Americans exposed to positive (vs. none)
own-group stereotypes from an out-group member were more
likely to believe that the out-group member also ascribed neg-
ative stereotypes to their group [105]. These negative stereo-
type beliefs then lead the targets to perceive the out-group

member as more prejudiced. Here, the authors purport that
positive stereotypes “constitute a form of prejudice in targets’
minds because they raise in targets the expectation that nega-
tive stereotypes are also being applied to them” ([105], p.
952). This suggests that racial/ethnic minorities might per-
ceive positive stereotypes as a form of prejudice—perhaps
because they are aware of the social implications of
conforming to stereotypes (irrespective of valence) generally.
Nevertheless, if internalizing positive norms, ideologies, and
stereotypes legitimize and maintain anti-racial/ethnic minority
hierarchies [61, 64, 105], then that too should be included in
conceptualizations of IR.

Is Internalized Racism Exclusive
to Racial/Ethnic Minorities?

Largely, IR is conceptualized as the internalization of stereo-
types among members of racial/ethnic minority groups [90,
107]. This conceptualization of IR suggests that only racial/
ethnic minorities can internalize racism, which can be prob-
lematic given different definitions of racism. For example, if
racism is defined as “prejudice and discrimination, where prej-
udice is differential assumptions about the abilities, motives,
and intents of others by race, and discrimination is differential
actions toward others by race” ([60], p. 300), then it follows
that anyone can be racist, and that logically, anyone, regard-
less of whether they belong to a minority or majority racial/
ethnic group, can internalize racism.

Equally, if racism is defined as a social system of privilege/
oppression based on racial group designations—for example,
“a system of dominance, power, and privilege based on racial-
group designations; rooted in the historical oppression of a
group…and occurring in circumstances where members of
the dominant group create or accept their societal privilege…”
(Harrell, 200, p. 43)—and that IR necessitates the internaliza-
tion of racial hierarchy-enhancing ideologies, then members
of any racial/ethnic group can internalize racism—albeit for
different reasons. For example, in the US context, a White
person internalizing beliefs about their racial superiority and
a Black person internalizing beliefs about their racial inferior-
ity each legitimize and maintain anti-racial/ethnic minority
hierarchies, albeit through different means. Due to these dif-
ferences in how IR manifests as a function of one’s racial/
ethnic group positioning in the racial hierarchy, Berman and
Paradies [5] discuss IR as two forms: internalized racial
dominance and internalized racial oppression.

Internalized racial dominance is the internalization, among
members of a dominant, privileged, or powerful racial/ethnic
group, of attitudes, beliefs, or ideologies about the inferiority
of other racial/ethnic groups and/or the superiority of their
own racial/ethnic group [5, 115]). According to Pheterson
[88] “internalized domination perpetuates oppression of
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others and alienation from oneself by either denying or
degrading all but a narrow range of human possibilities…
[and] is the mechanism within an oppressive system for per-
petuating domination” (p. 35). Similarly, others have situated
internalized dominance as both the expression of “entitlement
and privilege” [45] and as a belief system resulting from “an
advantaged relationship to privilege, power, and cultural affir-
mation” ([51], p. 143). Consequently, members of dominant
racial/ethnic groups who internalize attitudes, beliefs, or ide-
ologies that perpetuate anti-racial/ethnic minority hierarchies
internalize racism broadly, while internalizing their racial
dominance specifically. On the other hand, Berman and
Paradies [5] uses the label “internalized racial oppression” to
refer to IR among racial/ethnic minorities: the internalization,
among members of a minority, non-privileged, or non-
powerful racial/ethnic groups, of attitudes, beliefs, or ideolo-
gies about the superiority of other racial/ethnic groups and/or
the inferiority of one’s own racial/ethnic group.

Together, the above suggests that members of dominant
and minority racial/ethnic groups internalize racism, albeit
for different reasons. Specifically, they suggest that members
of dominant racial/ethnic groups internalize beliefs about the
superiority of their racial/ethnic group and/or the inferiority of
other racial/ethnic groups, while members of minority racial/
ethnic groups internalize beliefs about the inferiority of their
racial/ethnic group and/or the superiority of dominant racial/
ethnic groups. Internalization of attitudes, beliefs, or ideolo-
gies from either racial/ethnic majority or minority members
perpetuate and maintain anti-racial/ethnic minority social hi-
erarchies, and as such, represent unique forms of IR [5, 115]).

How Is Racism Internalized?

In some definitions of IR, “internalized” and “acceptance (of)”
are synonymized, even though the latter refers to an intention-
al and conscious process [72]. Using the label “acceptance”
suggests—albeit indirectly and perhaps unintentionally—that
the internalization of racism is intentional and conscious pro-
cess. This analogue is debatable given that the internalization
process is generally thought of as both a conscious and un-
conscious process through which external aspects of culture—
such as values, beliefs, and ways of understanding— become
part of an individual’s internal capacity to define their beliefs,
identity, and social relations [95, 126].

For example, Schafer [95] describes internalization as the
processes by which “the subject transforms real or imagined
regulatory interactions with his environment, and real or imag-
ined characteristics of his environment into inner regulations
and characteristics” (p. 9). In addition, Schafer [95] notes that
although individuals have an active role in the process; they
also unconsciously “take on” these values, beliefs, and ways
of understanding in response to significant external pressures

(e.g., culture, social context). Here, Schafer [95] suggests that
the internalization process is both unintentional and
unconscious and intentional and conscious. In the same way,
Ryan and Connell [92] described internalization as the “taking
in,” consciously and/or unconsciously, of external social
values that then shapes identity. This view of internalization
as a conscious and/or unconscious process is reflected in se-
lect definitions of IR (see also [53]).

For example, Hipolito-Delgado [50] conceptualizes the in-
ternalization of racism as both a conscious and unconscious
process. In particular, according to Hipolito-Delgado [50],
prolonged and continued exposure to racism (e.g., through
media, racist experiences) and cultural pressures present dur-
ing socialization processes lead racial/ethnic minorities to in-
ternalize racism both consciously and unconsciously.
Supporting this claim, previous work shows a positive corre-
lation between racial socialization and IR among Black/
African Americans [118]. In addition, other work shows that
among Asian American adults and Black/African American
adults and college students, internalizing beliefs about their
cultural and racial group’s inferiority is positively related to
experiences with racism and discrimination [41].

Echoing this position, more recent scholarship recom-
mends adopting new ways of thinking about the internaliza-
tion process. For example, Banks and Stephens [4] argue for
the use of the label “appropriated racial oppression” instead of
“internalized racial oppression” when discussing IR among
racial/ethnic minorities as the former label makes it clear that
“people in oppressed groups learn to use and master the tools
of their oppressors” (p. 95) and that these oppressive attitudes
are taken from the larger system. Pointedly, Banks and
Stephens [4] argue that the “appropriated racial oppression”
label highlights “the fact that negative messages are modeled
by the dominant culture and are taken up, or appropriated, by
the oppressed group” (p. 96). Using similar arguments for
using “appropriated racial oppression”, Versey et al. [125]
define internalized racial oppression as “any instinctive or
deliberate reaction in response to normative Whiteness ideals
embedded in society” (p. 5). Notwithstanding label prefer-
ences, these scholars present the internalization of racism (or
appropriated racial oppression) as both a conscious and un-
conscious process.

Internalized Racism and Racial/Ethnic
Minority Health

Models of racism (e.g., biopsychosocial model of racism;
Clark et al. [19]; multidimensional conceptualization of
racism-related stress; [46]) present racism as a stressor that
contributes to ill health among racial/ethnic minorities (also
see [128]). As one form of racism, IR contributes to ill health
among racial/ethnic minority populations [59]. For example,
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previous work shows positive associations between IR and
both negative physical (e.g., systolic blood pressure; [47])
and mental (e.g., depression; [27]) health outcomes among
racial/ethnic minority samples.

On the one hand, previous work suggests that IR’s rela-
tionship with ill health is driven by its negative effects on
one’s core self-evaluation (CSE). CSE is an evaluation “of
one’s worthiness, effectiveness, and capability as a person”
([62], p 304). Core self-evaluation is considered to be cen-
tral for self-regulation and motivation, which comprises
aspects of self-esteem and self-efficacy [48, 63]. In a
meta-analytic review, Kammeyer-Mueller et al. [63] found
that more positive or high core CSEs were associated with
fewer perceived stressors, lower strain, less avoidance cop-
ing, and more problem-solving coping. As such, IR can
lead to negative health outcomes via decrements in one’s
positive CSE, which can lead to increased perceived
stressors, greater strain, more avoidance coping, and less
problem-solving coping [40].

For example, Szymanski and Obiri [113] found that among
Black/African American adults, negative religious coping me-
diated the relationship between IR and psychological distress,
such that IR was positively related to negative religious cop-
ing, which in turn was positively associated with psycholog-
ical distress. In another study, Kim and Lee [66] found that,
among an Asian American sample, emotional self-control me-
diated the relationship between IR and help-seeking, such that
IR was positively associated with emotional self-control,
which in turn was negatively associated with help-seeking.
Last, Rivera and Paredez [91] found that self-esteemmediated
the relationship between IR and body mass index among
Hispanic Americans, such that greater IR was associated with
decreased self-esteem, which was then associated with greater
odds of being overweight or obese.

In another example, using a nationally representative sam-
ple of African Americans, James [58] found that self-esteem
moderated the relationship between IR and past-year MDD. In
particular, James [58] found that at high, but not low, levels of
self-esteem, increasing levels of IR predicted increased risks
to past-year MDD. James [58] proposes that among people
with high self-esteem, IR represents an ego-threat that disrupts
self-regulation, which might limit their ability to employ the
active coping strategies needed to mitigate the negative effects
of IR (see [63]).

Last, IR is also thought to result from experiences with
racism and discrimination [115]. In this view, IR discussed
as a “mediated process”, that is, it results from continued
exposure to stresses of racism and discrimination [4]. For ex-
ample, Graham et al. [41] found, among a sample of African
American adults, that self-reported past-year everyday expe-
riences of racism was positively associated with IR, which in
turn was positively associated with stress symptoms and anx-
ious arousal. Graham et al. [41] reason that frequent

experiences with anti-Blackness can normalize stigma that
can lead to IR to a greater extent, which can ultimately lead
to negative health outcomes.

Collectively, however, not much is known about the spe-
cific mechanisms through which IR contributes to health
among racial/ethnic minorities. Nevertheless, the previous re-
search suggests that (1) IR is negatively associated with health
via decrements in positive CSE (e.g., [91]), (2) IR exacerbate
negative health relationships (e.g., [58]), and (3) IR mediates
the relationship between discrimination and health. Still, no
research has reviewed research on the relationship between IR
and health, outlined general mechanistic pathways, or present-
ed the conditions under which IR leads to ill health among
racial/ethnic minorities. This current research beings to ad-
dress some of these blind spots.

Overview of Current Review

This review offers analytic criticism by qualitatively and
quantitatively synthesizing research and offering scholarly cri-
tique of theory on internalized racism [83]. Due to the limited
understanding of the range health and health-related correlates
of IR, along with broad variability of how IR is measured (see
[129]), meta-analytic procedures are not utilized. Instead, this
review uses accumulated descriptive evidence to summarize
the health and health-related correlates of IR among racial/
ethnic minorities and introduce ways to rethink the IR-health
relationship. To the author’s knowledge, no studies have yet to
investigate the relationship between internalized racism and
health among racial/ethnic majority samples. As such, this
paper does not focus on IR and health among racial/ethnic
majority populations.

Method

Study Search, Retrieval, and Selection

Search, retrieval, and inclusion methods followed previous
reviews [71, 85]. More specifically, studies were systematical-
ly identified through searches in the EBESCOhost, Google
Scholar, PsycArticles, PsycINFO, PubMed, and Web of
Science electronic databases using commonly used labels re-
lating to IR: internalized racism, internalized racial
oppression, internalized racial stereotypes, stereotype
internalization, internalized racialism, model minority myth,
nigrescence. All database searches were limited to research
published between January 1990 and December 2018.
Studies were included (or excluded) in this review based on
the following eligibility criteria:
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Eligibility Criteria

Studies were included if they met the following criteria:

1. Published in English
2. Published in peer-reviewed journals
3. Quantitatively assessed the relationship between internal-

ized racism, internalized racial oppression, internalized
racial stereotypes, internalized racialism, stereotype
internalization, internalized racialism, model minority
myth, and/or nigrescence and at least one other variable

4. Included racial/ethnic minority participants
5. Could be retrieved by contacting the author or through

university library services

Studies were excluded if they met the following criteria:

1. Qualitative—no reported quantitative relationship be-
tween IR and some other variable

2. Thesis, dissertation, conference paper, and all non-peer-
reviewed papers

Relevant articles referenced in the text studies identified
through the database searchers, which also met the inclusion
criteria, were included in the review.

Study Coding and Analytic Strategy

Informed by the literature review, studies meeting inclusion
criteria were categorized based on their conceptualization (via
measurement) of IR:

1. Conscious or unconscious IR: Explicit measures capture
overt expression of attitudes as they involve conscious
evaluation of stimuli, whereas implicit measures allow
for the indirect assessment of attitudes outside conscious
awareness [80]. As such, studies measuring IR implicitly
and those measuring IR explicitly were categorized un-
conscious IR and conscious IR, respectively.

2. Group-focused or self-focused IR: Studies using mea-
sures that capture respondents’ feelings, opinions, atti-
tudes, views of themselves because of their racial/ethnic
group membership (e.g., “I go through periods when I am
down on myself for being Black”) were categorized as
self-focused IR. On the other hand, studies usingmeasures
that capture respondents’ feelings, opinions, attitudes, and
views of their racial/ethnic group (e.g., “Whites are supe-
rior to African Americans.”) were categorized as group-
focused IR.

3. “Positive” or “negative” IR: Studies conceptualizing IR as
the internalization of negative beliefs, views, and stereo-
types, which can include—but not limited to—the attri-
bution of superiority to the dominant group, attraction to,

and repulsion to dominant group, feelings of inferiority
(self and group), internalization of negative group identi-
ties or similar negative manifestations were categorized as
negative IR. On the other hand, studies conceptualizing IR
as the internalization of positive beliefs, views, and ste-
reotypes, which can include—but not limited to—the at-
tribution of superiority to one’s racial/ethnic group, attrac-
tion to one’s racial/ethnic group, feelings of superiority
(self and group) and success, internalization of positive
group identities, or similar positive manifestations were
categorized as positive IR.

Studies were categorized under multiple categories (e.g.,
conscious, group-focused, and positive). Studies not meeting
any of the aforementioned categories were labeled as “other.”
In addition, following Paradies [85], health and health-related
outcomes were categorized as either:

1. Negative mental health correlates of IR: factors associated
with negative mental health outcomes (e.g., stress)

2. Positive mental health correlates of IR: factors associated
with positive mental health outcomes (e.g., self-esteem)

3. Negative physical health correlates of IR: factors associ-
ated with negative physical health outcomes (e.g., systolic
blood pressure)

4. Positive physical health correlates IR: factors associated
with positive physical health outcomes (e.g., self-rated
overall physical health)

5. Positive health-related behavioral correlates of IR: be-
haviors associated with positive health outcomes (e.g.,
help-seeking)

6. Negative health-related behavioral correlates of IR: be-
haviors associated with negative health outcomes (e.g.,
alcohol abuse)

7. Other health/health-related correlates of IR: factors asso-
ciated with a broad range of positive and negative health
outcomes (e.g., rejection sensitivity).

Next, the statistical relationship between each health/
health-related outcome and IR—correlations (where the inde-
pendent and dependent variable are not specified) and predic-
tive estimates (as in the case of regression analysis, where
there is a specified independent and dependent variables)—
were coded as statistically significant (p < .05) or non-statis-
tically significant (p > .05; no relationship). In the case of cor-
relations: if statistically significant, relationships were coded
as either positive or negative. In the case of predictive esti-
mates: (1) if statistically significant and IR is the independent
variable, relationships were coded as either positive (i.e., IR is
associated with increased health/health-related outcome) or
negative (i.e., IR is associated with decreased health/health-
related outcome); (2) if statistically significant and IR is the
dependent variable, relationships were coded as either positive
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(i.e., health/health-related outcome predicts increased IR) or
negative (i.e., health/health-related outcome predicts de-
creased IR).

Last, the proportion of studies reporting statistically signif-
icant or non-statistically significant relationships between IR
and health-related variables were calculated. These percent-
ages were used to represent the “accumulated descriptive ev-
idence” showing statistical relationships between IR and
health-related outcomes from the total number of studies in-
cluded in the review.

Results

A total of 112 studies met the inclusion criteria for this review,
which were represented by 111 peer-reviewed articles—one
peer-reviewed article included two studies. Seventy-two
(64.29%) of the studies were retrieved from database searches
with the remaining 40 (35.71%) gathered from reference
searches. Table 1 shows the research and sample characteris-
tics of all studies. Table 2 shows the operationalization and
measurement of IR, in addition to the validity of each IR
measure. Last, Table 3 shows the health and health-related
correlates of IR (see Supplement for the research and sample
characteristics, measurement of IR, and main findings of each
study).

Research Characteristics

Published studies on IR has increased every 5 years since
1990, with the 2015–2018 period (2015+) having the greatest
number of published studies (n = 32; 28.83%). Across all
studies, two (1.79%) studies utilize an experimental design,
two (1.79%) utilize a longitudinal design, while all others
utilize a cross-sectional research design (n = 108; 96.43%).
Last, ten (8.93%) use representative/probability sampling pro-
cedures, and all others (n = 102; 91.07%) use convenience
sampling procedures.

Sample Characteristics

All studies were conducted in three major geographic regions:
North America (n = 102; 91.07%), the Caribbean (n = 5;
4.46%), and Africa (n = 5; 4.46%). In particular, all studies
conducted in North America draw from US samples (n =
102; 91.07%); those conducted in the Caribbean (n = 5;
4.46%) draw samples from Barbados, Dominica, or the US
Virgin Islands; and those conducted in Africa (n = 5; 4.46%)
draw samples from Ghana, South Africa, Swaziland, or
Zimbabwe.

Racially/ethnically, a large number of studies use Black/
African American participants (n = 78; 69.64%), followed by
Asian American samples (n = 23; 20.54%), while relatively

fewer studies use Afro-Caribbean (n = 10; 8.93%), Black
African (n = 6; 5.36%), Latino/a American (n = 5; 4.46%),
Native American/Pacific Islander (n = 2; 1.79%), and/or
“Other” racial/ethnic minority (n = 2; 1.79%) samples. A rel-
atively equal number of studies use adult (n = 52; 46.43%) or
college student (n = 47; 41.96%) samples, compared to fewer
ones using adolescent samples (n = 17; 15.18%). Almost

Table 1 Research and sample characteristics of empirical quantitative
studies (N = 112) included in review from peer-reviewed journal articles
(N = 111)

Research and sample characteristic No. of studies (% of total studies)

Publication year
1990–1994 8 (7.21)
1995–1999 11 (9.91)
2000–2004 14 (12.61)
2005–2009 20 (18.02)
2010–2014 26 (23.42)
2015+ 32 (28.83)

Study design
Cross-sectional 108 (96.43)
Experimental 2 (1.79)
Longitudinal 2 (1.79)

Sampling procedure
Convenience 102 (91.07)
Representative/probability 10 (8.93)

Sample size
n < 100 20 (17.86)
100 ≤ n < 200 42 (37.50)
200 ≤ n < 1000 43 (38.39)
n ≥ 1000 7 (6.25)

Region of study
Africa 5 (4.46)
Ghana 1 (0.89)
South Africa 1 (0.89)
Swaziland 1 (0.89)
Zimbabwe 2 (1.79)
Caribbean 5 (4.46)
Barbados 2 (1.79)
Dominica 2 (1.79)
USAVirgin Islands 1 (0.89)
North America: USA 102 (91.07)

Study populationa

Ethnic/racial group
Afro-Caribbean 10 (8.93)
Asian American 23 (20.54)
Black African 6 (5.36)
Black/African American 78 (69.64)
Latino/a American 5 (4.46)
Native American/Pacific Islander 2 (1.79)
Other racial/ethnic minorities 2 (1.79)

Age
Adolescents 17 (15.18)
Adults 52 (46.43)
College students 47 (41.96)

Gender/sex
Females only 22 (19.64)
Males only 7 (6.25)
Males and females 83 (74.11)

Percentages may not add to 100% due to rounding. N = 112 for year of
publication, all else N = 113
a Categories are not mutually exclusive, as such percentages may exceed
100%
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three-quarters of studies use combined male and female sam-
ples (n = 83; 74.11%) compared to one quarter using single-
sex samples (n = 29; 25.89%); although, more studies use
female-only (n = 22; 19.64) relative to male-only (n = 7;
6.25) samples. Last, per criteria proposed by Kelley and
Maxwell [65], 20 (17.86%) studies use an “adequate” sample
size (n < 100), 42 (37.50%) use a “good” sample size (100 ≤ n
< 200), and almost half (n = 50; 45.14%) use a “good-to-
great” sample size (n ≥ 200).

Operationalization and Measurement

Fifty-seven measures/instruments (including subscales) were
used to capture IR. Of these measures, 48 (84.21%) are
validated—used in 93 (83.04%) studies; 55 (96.49%) are
explicit—used in 109 (97.32%) studies; and two (3.51%) are
implicit—used in three (2.68%) studies. In addition, 31
(54.39%) of these measures operationalize IR as “negative:
own-group”—represented by 76 (67.84%) studies; nine
(15.79%) as “negative: self”—represented by 28 (25.00%)
studies; four (7.02%) as “positive: own-group”—represented
by 9 (8.04%) studies; one (1.75%) as “positive: self”—repre-
sented by two (1.79%) studies;, and 12 (21.01%) fitting “oth-
er” operationalizations—represented by 14 (12.50%) studies.

Health and Health-Related Correlates of IR

Altogether, the studies reported 378 relationships between IR
and health and health-related outcomes.

Mental Health Correlates of IR Negative mental health corre-
lates (e.g., anxiety) account for 33.07% (n = 125) of all rela-
tionships: 52.80% (n = 66) are positively associated, 4.80%
(n = 6) are negatively associated, and 42.40% (n = 53) are
not associated with IR. Positive mental health correlates
(e.g., self-esteem) account for 36.77% (n = 139) of all relation-
ships: 5.78% (n = 8) are positively associated, 59.71% (n =
83) are negatively associated, and 34.53% (n = 48) are not
associated with IR.

Physical Health Correlates of IR Negative physical health cor-
relates (e.g., hypertension) account for 10.05% (n = 38) of all
relationships: 39.47% (n = 15) are positively associated, none
are negatively associated, and 60.53% (n = 23) are not associ-
ated with IR. Only one positive physical health correlate was
investigated (i.e., overall physical health), which accounts for
1.32% (n = 5) of all relationships: Of these, none were posi-
tively associated, 60.00% (n = 3) was negatively associated,
and 40.00% (n = 2) was not associated with IR.

Health-Related Behavioral Correlates of IR Positive health-
related behavioral correlates (e.g., help-seeking) account for
5.29% (n = 20) of all relationships: 15.00% (n = 3) are

positively associated, 15.00% (n = 3) are negatively associat-
ed, and 70.00% (n = 14) are not associated with IR. Negative
health-related behavioral correlates (e.g., drug and alcohol
use) account for 13.31% (n = 37) of all relationships:
56.76% (n = 21) are positively associated, 10.81% (n = 4)
are negatively associated, and 32.43% (n = 12) are not associ-
ated with IR.

Other Health/Health-Related Correlates of IR Other health/
health-related correlates (e.g., mastery) account for 3.70%
(n = 14) of all relationships: 21.43% (n = 3) are positively as-
sociated, 58.57% (n = 4) are negatively associated, and
50.00% (n = 7) are not associated with IR.

Table 3 also presents the health and health-related corre-
lates of IR as a function of how IRwas operationalized in each
study. Of note, 58.47% (n = 221) of the relationships were
investigated among studies operationalizing IR as “negative:
own-group,” 20.90% (n = 79) of the relationships were inves-
tigated among studies operationalizing IR as “negative: self,”
7.14% (n = 27) of the relationships were investigated among
studies operationalizing IR as “positive: own-group,” 0.79%
(n = 3) of the relationships were investigated among studies
operationalizing IR as “positive: self,” and 12.70% (n = 48) of
relationships were investigated among studies using other
conceptualizations of IR.

Last (not shown in Table 3), studies using implicit mea-
sures of IR account for 1.32% (n = 5) of all relationships. Of
the total number of relationships, two (0.53%) were negative
mental health correlates of IR (i.e., depression [positive asso-
ciation], stress [no association]), two (0.53%) were positive
mental health correlates of IR (i.e., self-esteem [negative as-
sociation], life/(inter-) personal/work satisfaction/quality
[negative association]), and one (0.26%) was negative physi-
cal health correlated with IR (i.e., hypertension [no associa-
tion]). Studies using explicit measures of IR account for all
other relationships (98.68%; n = 373).

Key Findings, Insights, and Discussion

Research Characteristics

First, a vast majority of studies included in this review used
cross-sectional designs. Only one study, (i.e., [76]) used lon-
gitudinal design methods to investigate the relationship be-
tween IR and a health-related outcome (i.e., school grade point
average (GPA); previous studies have suggested that overall
health is associated with GPA; [30]). To address this limita-
tion, future work should longitudinally investigate the rela-
tionship between IR and health outcomes. In doing so, re-
search can examine IR effects on health across time, which
can address questions of between- and within-person variance
and matters of causality [127].
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Second, ten (8.93%) studies use representative/probability
sampling procedures. As such, we cannot reliably, and with
confidence, generalize a large majority of the evidence gath-
ered in this review [9]. Moreover, all the studies using
representative/probability sampling procedures used data
from either the National Survey of Black Americans [55] or
the National Survey of American Life [57]. Accordingly, fu-
ture work should use other representative/probability datasets
or produce new scholarship using representative/probability
sampling procedures to examine the health correlates of IR.

Third, almost three quarters (69.64%) of the studies used
Black/African American samples, with the other quarter rep-
resented by Asian American, Afro-Caribbean, Black African,
and Latino/a American samples. This over-representation of
Black/African American samples and US racial/ethnic minor-
ities exist perhaps because 91.07% of the studies were con-
ducted within the USA. Critically, this suggests that our cur-
rent understanding of the IR-health relationship is driven by
how IR functions within the US context, broadly, and among
African Americans specifically. However, findings indicate
that outside the US context (e.g., Barbados), IR is also asso-
ciated with negative health among racial/ethnic minorities
([120]), thus providing some evidence against a US sampling
bias. Nevertheless, in the context of health research, country-
level ecological analyses, which include socio-cultural and
political environments (e.g., racial dynamics) and structural
factors (e.g., poverty and education levels), are needed to un-
derstand key determinants of health [75]. So, to address this
research shortcoming, future work should expand the study of
IR beyond the American context and include other racial/
ethnic minority groups (e.g., Middle Easterners).

Fourth, 19.64% and 6.25% of studies used female-only and
male-only samples, respectively. This suggests that we cur-
rently have little insight into how IR uniquely associated with
health outcomes among female and male populations.
Addressing the issue is important given the gendered nature
of racism [103] and because men and women respond to ex-
periences of racism differently [111], which leads to gendered
health outcomes [93]. For example, Chambers et al. [16]
found positive relationships between IR and waist circumfer-
ence among women, but not men. However, Jackson and
Neville [56] found no relationship between IR and feelings
of hope among both men and women. These examples high-
light, consistent with work showing the gendered relation-
ships between racism and health, that the health correlates of
IR are also gendered. Given this evidence, more work is need-
ed to fully understand the antecedents, mechanisms, and mod-
erators of the gendered effects of IR.

Last, no studies in this review used child samples.
Accordingly, we have no insight into internalized racism-
health relationship among children. On the one hand, it is
possible that IR might present itself differently among child
samples because of their difficulty in identifying instances of

racism [112]. On the other hand, we might expect IR to pres-
ent similarly among child and adult samples given other well-
documented racism-health relationships among children (for
review see [89]). In light of this, future research should exam-
ine internalized racism-health relationships among children—
especially given the scant research on racism and health
among child samples [84].

Measurement, Conceptualization, and Health
Correlates of IR

Of 57 measures/instruments used, 48 (84.21%) are validated.
To date, the psychometrics of only a few of these measures/
instruments have been investigated and reported (e.g., The
Internalization of Asian American Stereotypes scale: [100]).
However, some of these measures have mixed psychometric
properties. For example, the pre-encounter subscale of the
Racial Identity Attitudes Scale (RIAS; [87]) was used in 26
studies (23.21%). Broadly, the RIAS is a self-report measure
of the four stages of Black racial identity development de-
scribed in Cross’ [22] model of psychological Nigrescence:
pre-encounter, encounter, immersion, internalization. There
are three forms of the RIAS. The first, RIAS-A, contains 30
items based on the Q-sort items. A subsequent 30-item RIAS-
B was developed using factor analysis (RIAS-B; short form),
and a 50-item Long form (RIAS-B; long form) was developed
to increase the internal consistency estimates of the RIAS
[31]. Of the studies using the RIAS, all used the RIAS-B: 16
(61.54%) used the long form and 10 (38.46%) used the short
form. However, according to Fischer and Moradi [36], the
RIAS forms are not equivalent in that depending on the form,
items belong to multiple or different subscales and overall
evidence for the validity of the RIAS-B is mixed [31, 37].

In other instances, measures validated with one racial/
ethnic group (e.g., African Americans: Nadanolitization
Scale: [116]) were translated and/or presented to other
groups (e.g., Latino/as: [50]). This is problematic because
although racial/ethnic minority groups experience racism,
the content and associated correlates of these experiences
can vary once internalized [38]. Future research should
construct and validate race/ethnic-specific measures of IR
(e.g., The Colonial Mentality Scale for Filipino Americans:
[28]). In the same way, research should also examine the
intersectional nature of IR within racial/ethnic groups. For
example, Thomas et al. [117] developed a measure of IR
that captures the unique experiences of Black women.
Thomas et al. [117] found that both generalized IR (i.e.,
beliefs about being Black) and gendered IR (i.e., beliefs
about being a Black female) were uniquely and indepen-
dently negatively associated with self-esteem. More re-
search is needed to investigate “intersectional IR” and its
relationship with health.

799J. Racial and Ethnic Health Disparities (2020) 7:785–806



Positive and Negative IR Of the studies included in this re-
view, 92.86% (n = 104) conceptualize IR as “internalized
negative attitudes/feelings of inferiority” compared to roughly
9.82% (n = 11) conceptualizing it as “internalized positive
attitudes/feelings of superiority.” This skewed conceptualiza-
tion among studies could reflect “mainstream” definitions of
IR as almost exclusively “internalized self-hatred” (see [20]).
In the same way, it is possible that the scant proportion of
studies using “positive IR” conceptualizations mirrors influ-
ential theoretical frameworks defining racism as negative prej-
udices, bigotry, stereotypes, and flawed generalizations
toward/about racial minorities [94] or the lack of acknowledg-
ment that positive racial/ethnic stereotypes are a form of racial
prejudice and component of racism that support, maintain, and
legitimize anti-minority racial/ethnic hierarchies [24, 66, 105].
Critically, this suggests a need for research to investigate the
correlates of IR when conceptualized as “positive IR.”

In addition, no studies examined how “positive IR” is
uniquely associated with health outcomes, and when, if, and
how it is differently (or similarly) associated with health out-
comes compared to “negative IR”. It is possible that internal-
ized positive views are associated with negative health (e.g.,
anxiousness: [106]) because people feel more constrained by
these views [66, 99, 110]. Or perhaps endorsing positive
views are associated with positive health outcomes because
of the resulting boosts in self-concept people experience as a
result [6, 132]. Deliberate focus on investigating “positive
IR”—especially among non-Asian American samples given
that only studies with Asian Americans samples used this
conceptualization of IR—can challenge these assumptions.

Conscious and Unconscious IR Almost all studies conceptual-
ize IR as the conscious, relative to unconscious—evidenced
by the overwhelming number of studies using explicit (n =
109; 97.32%) compared to implicit (n = 3; 2.68%) measures/
instruments to capture IR. It is conceivable that this concep-
tual disparity reflects “mainstream” conceptualizations of IR
as a conscious process (see [68]). It is also possible that con-
ceptualizations of IR as unconscious are less represented be-
cause of the complex nature of implicit measures and their
still-disputed theoretical assumptions (see [29]). The small
proportion of studies using implicit measures/instruments
points to an urgent need to investigate unconscious IR.

To my knowledge—and evidence from this review—only
David [26] has investigated the relationship between the con-
scious and unconscious forms of IR and health. David [26]
found a modest (r = .43) correlation between the two forms
and that both types of IR were positively, and uniquely, asso-
ciated with depression (generalized, anhedonic) and depres-
sive symptoms among Filipino Americans. However, how
and why these relationships exist has not yet been developed
fully. As a result, more work is needed, particularly with stud-
ies using both implicit and explicit measures/instruments of

IR, to fully explore how, when, and the extent to which im-
plicit and explicit IR converge (or diverge) when predicting
health. In addition, future work should focus on understanding
the unique relationships of unconscious IR and health espe-
cially given that previous work suggests that implicit attitudes
are more stable overtime relative to explicit attitudes and that
implicit attitudes canmore accurately predict bias, can unique-
ly predict several specific biased social behaviors, and in some
cases contradict explicit bias [39, 77, 81].

Last, it is my recommendation that studies investigating un-
conscious IR take caution when using the Implicit Association
Test (IAT; [42]). All three (2.68%) studies measuring IR implic-
itly used the IAT. In particular, two of the three studies used a
Black-White Implicit association test [82] with the third study
using the Colonial Mentality Implicit Association Test (CMIAT;
[26]). However, despite the validity and reliability of IATs (for
review see [82]), some have suggested that IATs capture envi-
ronmental associations and not unconscious attitudes (for more
on this discussion see [43]). However, David and Okazaki [28]
suggest that the Colonial Mentality IATcaptures unconscious IR
among Filipino Americans as it shows evidence of convergent,
discriminant, and incremental validity. Notwithstanding potential
issues with the IAT, more studies should investigate unconscious
IR using other implicit measures (e.g., a modified word fragment
completion task; [49]) that that do not only capture environmen-
tal associations in addition to using the IAT.

Self-Focused and Group-Focused IR A total of 75.88% (n =
85) and 26.79% (n = 30) of studies conceptualized IR as
group-focused and self-focused, respectively. Importantly, on-
ly a few studies investigated how these two forms of IR are
uniquely and independently associated with health. For exam-
ple, Gupta et al. [44] found that positive self-focused IR was
negatively associated with psychological distress, but not as-
sociated with help-seeking or somatic symptoms among
Asian American adults. However, with the same sample, they
found that positive group-focused IR was negatively associat-
ed with help-seeking and positively associated with somatic
symptoms and psychological distress. Interestingly, they also
found that positive self-focused and group-focused IR were
moderately correlated (r = .53), but did not interact to influ-
ence any of the aforementioned health outcomes.

Gupta et al. [44] did not fully explain the theoretical reasons
for these differences, but instead suggest that “The model mi-
nority myth [IR] extends beyond the group level, to the indi-
vidual, and is based upon individual efforts, relevance, and
mobility within the broader context of social, racial, and histor-
ical facts” (p.112). This implies that individual differences in
racial/ethnic identity might influence the extent to which IR is
associated with health outcomes. Perhaps, self-focused IR is
more likely to predict health among individuals high in racial/
ethnic centrality—i.e., the extent to which racial/ethnic group
membership is emphasized in one’s overall self-concept [96].
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Or perhaps group-focused IR is more likely to predict health
among those high in racial/ethnic private regard—positive or
negative feelings toward one’s racial/ethnic group [98]. Future
work should examine these relationships.

In another study, Utsey et al. [123] investigated the associ-
ation between IR and anxiety and depression symptoms
among Ghanaian adults using the Colonial Mentality Scale-
Ghana (CMS-G; [123]). The CMS-G has two negative self-
focused and two negative group-focused measures of IR.
Utsey et al. [123] found a positive association between nega-
tive group-focused IR and anxiety symptoms, but only found
a positive association between negative group-focused IR and
depression symptoms on only one of the two measures.
Further, they found a positive association between negative
self-focused IR and depression symptoms, but only found a
positive association between negative self-focused IR and
anxiety symptoms on only one of the two measures.

This example suggests that the extent to which self- and
group-focused IRs are associated with health outcomes might
be dependent on other key factors such as the specific health
outcome, the population of study, and the content/valence of
the internalized beliefs. As a consequence, future studies
should investigate why and how self- and group-focused IRs
converge (or diverge) when predicting health outcomes. For
example, it is conceivable that group-focused IR is more
strongly associated with health outcomes among allocentric
individuals (i.e., individuals with a collectivist cultural orien-
tation) as their construction of the self is largely influenced by
their group membership [74]. On the other hand, it is also
likely that self-focused IR is more strongly associated with
health outcomes among idiocentric individuals (i.e., individ-
uals with an individualist cultural orientation) given the sche-
ma of the self is largely independent of others [74]. More
research is needed to examine the conditions and mechanisms
through which self- and group-focused IR affect health.

Health Correlates of IR

Overall, negative health correlates of IR account for
52.91% (n = 200) of all health-associated relationships,
while positive health correlates of IR account for 43.39%
(n = 164) of all health-associated relationships. Of the neg-
ative health correlates 51.00% (n = 102) were positively
associated with IR, while 54.27% (n = 89) of the positive
health correlates were negatively associated with IR.
Although IR is positively associated with negative health
and negatively associated with positive health around 50%
of the time, this pattern supports previous research suggest-
ing that IR can lead to negative (less positive) health be-
cause of internalized feelings of inferiority [59, 60, 67], as
well as negative feelings such as depersonalization [104]
and anxiousness [106] that might result from the internal-
ization of positive group stereotypes.

Interestingly, results also show that IR was negatively asso-
ciated with negative health (5.00% [n = 10]) and positively as-
sociated with positive health (6.71% [n = 11]). Although these
relationships are relatively low in number, they support previous
empirical and theoretical work showing that internalized stigma
broadly, and IR specifically can protect against negative/ill
health. For example, Molina and James [78] found, in a nation-
ally representative sample of Afro-Caribbeans in the USA, in
which increased IR was associated with lower odds of major
depressive disorder. Molina and James [78] suggest this pattern
is likely because for Afro-Caribbean internalization of group
stereotypes served as a self-protective strategy that guarded
against negative/ill health. The self-protective nature of internal-
ized stereotypes has been well-documented in other domains.

For example, Burkley and Blanton [13] found that women
who failed a math test but were reminded of negative stereo-
types about women and math performance rated their self-
esteem higher than those who were not reminded of the neg-
ative stereotypes. They also found that women with higher
levels of self-esteem were more likely to endorse these nega-
tive stereotypes compared to those with lower self-esteem.
Burkley and Blanton [13] suggested that this functional
internalization (i.e., a contextualized, adaptive, short-term
strategic response to threat in which stereotypes are internal-
ized to fulfill a particular motive; see also [14]) protected
against negative psychological/emotional consequences of
potentially confirming gender stereotypes. Thus, in the same
way, it is possible that racial/ethnic minorities also internalize
racism as a way to protect their self-concept against repeated
exposure to racism and discrimination [125]. Conversely, in
some instances, the internalization of stereotypes is not func-
tional and carries over an extended period. This chronic
internalization of stereotypes can contribute to negative health
as long-term internalization might exhaust emotional and psy-
chological resources [14]. Nevertheless, the extent to which
chronic and functional IR influence racial/ethnic minority is
unclear given the limited research that longitudinally investi-
gate IR. Research is needed to more fully understand the re-
lationship between chronic and functional IR and health.

In addition to examining chronic and functional IR, it is also
likely that the relationship between IR and positive health out-
comes is moderated by the valence of the internalized stereo-
types and the position of one’s racial/ethnic group in the racial
hierarchy. For example, it is likely that positive IR is associated
with better health because of boosts in self-concept [6] and
increased feelings of competence [101]. This relationship is also
complicated by research suggesting that “positive IR” might
lead to different outcomes based on one’s racial/ethnic group’s
status. For example, “positive IR” among Blacks and Latinos
may contribute to maintaining/enhancing group hierarchies of
which they are at/near the bottom, but the same internalization
among high-status groups (i.e., Asians) and the corresponding
hierarchy maintenance (i.e., at or near the top) takes on a
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different meaning [109]. As such, more research investigating
“positive IR”—especially among non-Asian American—is
needed to understand how stereotype valence and group posi-
tion in the racial hierarchy might explain IR-health relationship.

Last, evidence that identifies mechanisms and processes in-
volved, or the conditions under which IR is associated with
health among racial/ethnic minorities are limited. For example,
although some research shows moderators such as socio-
demographic characteristics (e.g., gender; [21]), experiences
with discrimination [114], self-esteem and racial/ethnic identity
[58], closeness to one’s racial/ethnic group [54] and racial/
ethnic group membership [79] and mediators such as self-
esteem [91] and coping [66, 114], more research is needed
given the complex nature of IR. In the same way, future re-
search should diversify the health outcomes investigated. For
example, of the health outcomes in this review, only about 10%
were physical health outcomes, whereas around 70% were
mental health outcomes. Critically, more research is needed to
understand how IR influences physical health outcomes among
racial/ethnic minorities [108].

Rethinking IR among Racial/Ethnic Minorities

Evidence from this review suggests that IR is almost exclu-
sively conceptualized as the internalization of negative stereo-
types, views, ideologies, or beliefs. However, a growing area
of scholarship argues that the internalization of positive views
about one’s racial/ethnic group also constitutes a form of IR
[66]. Nevertheless, definitions of IR that include the internal-
ization of both negative and positive views, ideologies, world-
views, and stereotypes are lacking and/or are not integrated
within “mainstream” conceptualizations of IR.

In addition, scant research differentiates between self- and
group-focused IR. Critically, a largely majority of peer-
reviewed quantitative research (from this review) conceptualize
IR as group-focused relative to self-focused. This is problem-
atic given that both self- and group-focused IRs are associated
with negative health among racial/ethnic minorities. Further,
although the internalization process is thought to be both con-
scious and unconscious (see [50]), almost all studies in this
review conceptualized IR as a conscious process—a pattern
that might reflect the complex nature of implicit measures [29].

To my knowledge, no definitions present IR as both a con-
scious and unconscious process that can be group- or self-
focused, which also includes the internalization of both posi-
tive and negative views, beliefs, and stereotypes. To address
this gap in the literature, using evidence from this review, I
define IR, in its simplest form, as: A form of racism that lead
people to internalize (consciously, unconsciously) beliefs,
values, and stereotypes (negative, positive) about their racial/
ethnic group or about themselves because of their racial/ethnic
group membership.

Moreover, much research has focused on the relation-
ship between IR and negative health. Yet, evidence ex-
tracted from this review suggests that in some instances,
IR might function as a self-protective strategy. Still, little
is known about the mechanisms and conditions under
which IR is self-protective. Informed by research in other
domains [13, 14], future research should investigate
(potential) chronic and functional forms of IR. Such in-
vestigation can elucidate the ambiguous relationship be-
tween IR and positive and negative health outcomes.
Nevertheless, research suggests that (1) IR is negatively
associated with health via decrements in positive CSE, (2)
IR exacerbates the relationship between other stressors
and ill health, (3) IR mediates the relationship between
discrimination and health, and (4) IR is a self-protective
strategy that protects against ill health.

Collectively, this review suggests a complicated relation-
ship between IR and health. As such, future research should
pay particular attention to how IR is conceptualized (and mea-
sured) when examining IR-health relationships. Critically, in
addition to conceptualizing IR as conscious or unconscious,
group-focused or self-focused, the internalization of positive
or negative views, beliefs, and stereotypes, research should
also examine chronic and functional forms of IR. Overall,
more research is examining the relationship between IR and
health among racial/ethnic minorities is needed, especially
among non-African-American populations. It is also critical
to acknowledge that results from this review are driven largely
by understandings of how internalized racism manifests
among African American populations.

Conclusion

Although robust, the methods employed in this review are not
without limitations. Livingston and Boyd [71] and Paradies
et al. [86] have already highlighted some of these limitations.
For example, first, only articles published in English were
included in this review. This limits the cross-cultural general-
izability of these findings and might account for the over-
representation of American, Caribbean, and African samples
in this review. However, understanding the nature of IR in
single (or multiple) cultural contexts still contributes to our
overall understanding of IR. Second, qualitative studies were
excluded from this review, which limits the extent to which we
can understand the phenomenology of IR. Nevertheless, un-
derstanding the quantitative associations of IR also provide
further insight into the nature of IR. Third, only peer-
reviewed studies were included in this review, which increases
the chances that null or negative findings might be under-
represented in this review and also limits the general accuracy
of this synthesis. However, the insights garnered from peer-
reviewed papers still contribute to our understanding of IR
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despite these publication biases in reported results. A unique
limitation of this review is the lack of focus on mechanisms
and moderators of IR and health. The diverse number of
measures/instruments of IR, coupled with different conceptu-
alizations and health, made it increasingly difficult to fully
dissect the nuisances of relationships between IR and health.
Indeed, meta-analyses and/or reviews focusing on specific
mechanism should be conducted in the near future.

Notwithstanding these limitations, this is the first review on
IR and health to date. In particular, this paper summarizes and
evaluates almost three decades of quantitative empirical re-
search on IR, its associated health and health-related out-
comes, and its measurement and conceptualization.
Importantly, this paper expands the conceptual boundaries of
IR to include the conscious and unconscious internalization of
negative and positive own racial/ethnic group “views, beliefs,
and stereotypes” about one’s racial/ethnic group and about
one’s self as a member of a racial/ethnic group, which can
be chronic and functional.

The strongest, and most consistent, findings gathered
from this review show that IR is positively associated with
negative physical and mental health, and negatively asso-
ciated with positive mental health among racial/ethnic mi-
norities. Interesting, this review also suggests that in some
instances, IR might protect against negative health.
However, the review also shows that the conceptualization
of IR, and as a result how it is measured, can influence the
nature of these relationships. In addition, the review shows
that research interest in IR is growing and has been limited
by a dearth of longitudinal studies, poor conceptualiza-
tions, measurement, and definition of IR and little focus
on mediators and moderators of health associations. As
the interest in IR is steadily increasing, it is hoped that this
systemic review will provide new insights for research in
understanding, as well as addressing, IR as a determinant
of health among racial/ethnic minorities.
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