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Abstract

The American Geriatrics Society (AGS) has consistently advocated for a

healthcare system that meets the needs of older adults, including addressing

impacts of ageism in healthcare. The intersection of structural racism and

ageism compounds the disadvantage experienced by historically marginalized

communities. Structural racism and ageism have long been ingrained in all

aspects of US society, including healthcare. This intersection exacerbates dis-

parities in social determinants of health, including poor access to healthcare

and poor outcomes. These deeply rooted societal injustices have been brought

to the forefront of the collective public consciousness at different points

throughout history. The COVID-19 pandemic laid bare and exacerbated exist-

ing inequities inflicted on historically marginalized communities. Ageist rhe-

toric and policies during the COVID-19 pandemic further marginalized older

adults. Although the detrimental impact of structural racism on health has

been well-documented in the literature, generative research on the inter-

section of structural racism and ageism is limited. The AGS is working to

identify and dismantle the healthcare structures that create and perpetuate

these combined injustices and, in so doing, create a more just US healthcare

system. This paper is intended to provide an overview of important frame-

works and guide future efforts to both identify and eliminate bias within

healthcare delivery systems and health professions training with a particular

focus on the intersection of structural racism and ageism.

KEYWORD S

ageism, health disparities, intersectionality, racism, social determinants

INTRODUCTION

In June 2020, Americans bore witness to the murder of
George Floyd at the hands of the police. This pivotal
event, amid a surge of racially motivated hate crimes in
the US, galvanized many organizations and institutions
to commit additional resources toward diversity, equity,
inclusion, and antiracism initiatives.1 In healthcare, the
outcry protesting race-related violence, including police
brutality, occurred against the backdrop of the COVID-19
pandemic, in which data had already emerged showing a
greater impact of the pandemic on historically marginal-
ized communities. These communities were experiencing
much higher rates of infection and hospitalization from
COVID-19 than White communities.2 Older Black Ameri-
cans, in particular, experienced disproportionately high
morbidity and mortality from COVID-19.2 The pandemic
has laid bare the disparities that exist in the workforce
and training of healthcare professionals, educators, and
investigators. Across the US, individuals, organizations,
and institutions have recognized that lasting and

meaningful change to advance equity will require collab-
oration and commitment.

The American Geriatrics Society (AGS), a nationwide
not-for-profit society of geriatrics health professionals,
was among the organizations that expressed opposition
to violence rooted in racism, bias, and discrimination. In
a statement after the death of Mr. Floyd, the AGS com-
mitted to doing more to actively oppose all forms of dis-
crimination in healthcare.3 As a first step, the AGS
modified its vision for the future to include the AGS com-
mitment to creating a future in which we are all sup-
ported by and contributing to communities where bias
and discrimination no longer impact healthcare access,
quality, and outcomes for older adults and their care-
givers.4 Subsequently, the AGS outlined a multiyear,
multicomponent plan to address the intersection of struc-
tural racism and ageism in the Journal of the American
Geriatrics Society (JAGS).5 The AGS has long championed
efforts to oppose ageism, defined as discrimination
against a person based solely on their age, across its port-
folio of programs and products, but had not focused on
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the long-standing but under-addressed intersection of
structural racism and ageism. Given how little has been
written about this intersection, the AGS reached out to
us, a diverse group of concerned and committed AGS
leaders, and asked us to author this paper on behalf of
the Society.

This paper provides an overview of important frame-
works that should inform future efforts both to identify and
eliminate bias within healthcare delivery systems and train
health professionals with a particular focus on the inter-
section of structural racism and ageism. The language we
use in this paper moves between current recommenda-
tions from the American Medical Association6 and the
language used in the articles we cite (e.g., we use African
American when citing research that used that term, and
Black American in all other instances). We use minori-
tized throughout this paper to convey that structural rac-
ism is inherently an action taken by a dominant group
that subordinates another group. Our approach to
addressing the intersection of structural racism and age-
ism is grounded in the concept of a just healthcare sys-
tem. A just healthcare system recognizes that
membership in groups, whether classified by age, race,
gender, socioeconomic status, or other descriptors,
should not affect the quality of the healthcare that is
delivered or who is trained to deliver that care. A just
healthcare system also ensures that all of us receive
timely, high-quality care that is responsive to our individ-
ual needs and offered with cultural humility.

In the US, healthcare injustices have direct adverse
impacts, especially on Black Americans and other racially
minoritized groups. These injustices are deeply embed-
ded in the policies, practices, and systems that undergird
American institutions, including the healthcare system.7

The lack of access to high-quality healthcare in histori-
cally and intentionally excluded urban and rural commu-
nities in the US is well-documented, and Black or
African American individuals are under-represented as
healthcare professionals.8,9 Equally problematic is the
practice of using race, a social construct, as a proxy to
inform clinical protocols that drive healthcare decision-
making. Race-adjusted algorithms that use race as a
proxy for biological, genetic, or behavioral risk of disease
reinforce racial biases and perpetuate health inequities.10

For example, the equation for estimated glomerular fil-
tration rate (eGFR) overestimates kidney function in
Black Americans. This leads to transplant delays and
increases the risk of progression to kidney failure.11 A
second example is in the assessment of lung function
using spirometry; the equation inappropriately uses
race12 and could lead to delays in lung transplant as well
as decreased likelihood of receiving compensation for
occupational lung disease in Black Americans compared

with White Americans.13 Many of these clinical protocols
and algorithms are currently undergoing critical reeva-
luation or have already been revised to remove race as a
variable.10 A third example involves inaccurate pulse
oximetry readings among Asian, Black, and non-Black
Hispanic patients that led to delays in diagnosis and
treatment of COVID-19 infection.14 The pandemic dem-
onstrated how the intersection of age, race, and socioeco-
nomic status contributes to poorer health outcomes for
those of all ages in historically marginalized communi-
ties, as exemplified by the finding that the location of
one's neighborhood predicts survival from COVID-19.15

The discipline of geriatrics is grounded in a compre-
hensive, interprofessional, and biopsychosocial approach
to patient care. Good geriatrics care promotes well-being
and quality of life by customizing care to what matters
most to patients with a focus on function and maintain-
ing independence. As such, injustice in any form is an
affront to the core values of geriatrics practice.16 When
people from historically marginalized groups who have
experienced a lifetime of racism then become older, they
experience the added injustice of ageism as well. As such,

Key points

• Structural racism and ageism have long been
ingrained in all aspects of US society, including
healthcare, exacerbating disparities in social
determinants of health, including poor access
to healthcare and poor outcomes.

• The constructs of racism and ageism can have
negative effects on health outcomes that can be
magnified when race and age intersect.

• Fundamental changes need to realize the
promise of a just healthcare system include
increased representation of people from
racially minoritized groups in the healthcare
workforce, support for trainees from diverse
backgrounds to achieve success in their chosen
careers, and inclusion of diverse voices in
healthcare policy discussions.

Why does this paper matter?

The overview of frameworks and guidance for
future efforts to both identify and eliminate bias
within healthcare delivery systems and health
professions training with a particular focus on
the intersection of structural racism and ageism
may lead to a more just healthcare system.

3368 FARRELL ET AL.
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the intersection of structural racism and ageism amplifies
the harm resulting from either of these injustices alone.
This intersection of structural racism and ageism has
received little attention in healthcare but demands fur-
ther exploration and action.17,18

“Good geriatrics care pro-
motes well-being and quality
of life by customizing care to
what matters most to patients
with a focus on function and
maintaining independence.
As such, injustice in any form
is an affront to the core
values of geriatrics practice.
When people from histori-
cally marginalized groups
who have experienced a life-
time of racism then become
older, they experience the
added injustice of ageism
as well.”

This paper is divided into sections on (1) structural
racism, (2) ageism, (3) the intersection of racism and age-
ism, and (4) disadvantages related to social determinants
of health. The goal is to inform our understanding of
these pervasive types of bias in healthcare. In addition,
we recommend three initial positive steps that we,
together with colleagues in other specialties and disci-
plines, can take to move us further along the path to a
future in which healthcare is free of discrimination and
bias that continue to perpetuate disparities.

STRUCTURAL RACISM

Structural racism is a significant driver of healthcare dis-
parities. At its core, structural racism is a powerful collec-
tion of organized structures, policies, and practices in

society that causes “unavoidable and unfair inequalities
in power, resources, capacities, and opportunities across
racial or ethnic groups.”19,20 It is mediated through multi-
ple levels of interaction, including individual, interper-
sonal, and within and across institutions.21,22 Structural
racism unjustly harms individuals, populations, and com-
munities through various pathways, including poor qual-
ity housing, lack of socioeconomic opportunities, and
limited access to quality healthcare, thereby increasing
the risk and burden of disease, causing cognitive and psy-
chological effects, and shortening life expectancy. If we
are to truly dismantle structural racism, we need to
examine its underlying causes and learn to recognize its
contributions to racial health inequities. As the AGS
comprises geriatrics health professionals, the society rec-
ognizes the healthcare sector is the area in which it and
its members can focus their work to reduce the impact of
racial health inequities on marginalized communities.

Historical perspectives

To understand structural racism, we must also define and
clarify its relationship to the concept of race. Race is a
social construct that has been used to categorize human
difference based on shared superficial physical character-
istics.23 Racism at its core is an ideology and system of
power that disparately structures opportunity and assigns
value to groups of people based on “race.”19,22 Structural
racism “refers to the totality of ways in which societies
foster racial discrimination through mutually reinforcing
systems of housing, education, employment, earnings,
benefits, credit, media, healthcare and criminal justice.”24

Structural racism has had significant negative and harm-
ful consequences throughout US history. One example of
this is the enactment of Jim Crow laws in the post-Civil
War era in the southern US. These laws led to overt
oppression of African Americans that included racial seg-
regation, voter suppression and intimidation, economic
and educational disadvantage, brutality, and other injus-
tices until their end in the late 1960s. Despite the legal
end of the Jim Crow era, the structural racism that it
potentiated has led to many deleterious consequences
that are still being felt today, including many documen-
ted inequalities in healthcare.25

Another historical example of the effects of structural
racism and a fundamental cause of racial disparities in
health in the US is the practice of legalized housing segre-
gation, known as “redlining,” that was abetted by the fed-
eral government.26 Redlining was practiced by the
mortgage lending industry for much of the twentieth cen-
tury.27 The convergence of these housing policies and prac-
tices resulted in generational accumulation of
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socioeconomic privilege for White families and generations
of accumulated socioeconomic disadvantage for people of
color and immigrants. Socioeconomic status not only gives
access to economic resources but encompasses “knowledge,
prestige, power, and beneficial social connections that pro-
tect health no matter what mechanisms are relevant at any
given time.”28,29,30 Although redlining was made illegal, the
legacy and disparate effects of residential segregation per-
sist. In fact, early research in the field of healthcare dispar-
ities revealed that legalized housing segregation was a
fundamental cause of racial disparities in health.27

The COVID-19 pandemic highlighted the long-
standing and newer structural inequities through its dis-
proportionate health impacts on older adults of color.
Along with historic racism and economic and employ-
ment loss, older adults of color faced disproportionate
adverse effects, including reduced face-to-face interac-
tions with clinicians, gaps in access to essential supplies
while isolating, and the physical and mental conse-
quences of social isolation.31,32 In addition, messaging
from key US public officials in leadership positions
referred to the virus or coronavirus disease 2019 (COVID-
19) as the “Chinese or Wuhan virus” rather than SARS-
CoV-233 and reports of racist and xenophobic incidents
directed toward persons perceived to be Chinese or of
Asian descent, especially older adults, have increased.34

Although the social construct of race has long been
used as a marker of disease risk, it is important to point to
the specific underlying “non-biological” causes of racial
health disparities that are rooted in structural racism. Lim-
iting the examination of disparities solely based on racial
categories may result in healthcare policies that use race as
a proxy for myriad risk factors and health indicators with-
out critically examining the underlying structural and
social determinants of health as the cause of increased risk
for different racial groups. In fact, recent literature has
shown that certain social determinants, such as neighbor-
hood characteristics and disadvantage, are powerful predic-
tors of health beyond individual behavior and genetic
code.22 Furthermore, it is important to consider the influ-
ence of implicit frameworks operating on the interpersonal
and individual level as important midstream and down-
stream mechanisms that perpetuate racial health ineq-
uities. Examples from the pandemic include a lack of trust
in local healthcare leaders to have the best interest of his-
torically marginalized populations in mind when offering
vaccination in communities of color.35

AGEISM

Ageism involves discriminating against a person solely
based on age. Age is an identity that can have both nega-
tive and positive connotations across the lifespan. Any

person could be a victim of ageism. Age, as an identity,
intersects with other identities that are discriminated
against, including race, gender, class, disability, and sex-
ual orientation.36 Ageism toward older adults is pervasive
in the US. Analysis of the 2019 National Poll on Healthy
Aging showed that 93.4% of US adults aged 50 through
80 experience microaggressions termed “everyday age-
ism.”37 Older adults are often depicted in popular culture
as of less worth than those in younger age groups and as
a burden to society.38 Such discrimination may be subtle
but, in the case of older adults, can take the form of indi-
vidual attitudes or societal policies that result in overt
marginalization, social exclusion, and overall unjust
treatment.38 For example, older adults are often viewed
as both using and being potentially undeserving of an
undue amount of healthcare resources.35 In addition,
ageism occurs in the exclusion of older adults having
varying degrees of decision-making capacity from impor-
tant decisions affecting their health, finances, or personal
relationships. Older adults are often excluded from clini-
cal trials, thereby forcing clinicians to make treatment
decisions based on inadequate evidence.39 Although the
realities of the physical decline inherent in aging were
recognized when the discipline of geriatrics was
founded,40,41 there is substantial heterogeneity in the rate
of decline, and the mere presence of decline in certain
domain(s) does not necessarily mean that an older adult
is not capable of performing a specific role or task.

Although older adults accounted for 16.3% of the US
population in 201942 and core competencies exist for geri-
atrics education across the health professions,43 geriatrics
education is still not universally included in all health
professions training programs. This represents a missed
opportunity to develop a healthcare workforce attuned to
the needs of older adults. For example, among the few
residency programs with geriatric accreditation require-
ments are family medicine, internal medicine, medicine/
pediatrics, neurology, and psychiatry.44,45 For advanced
practice nursing, the field has determined that ALL adult
advance practice registered nurses (ARPN), either pri-
mary care or acute care, should be trained to have spe-
cialized knowledge to care for older adults.46 Although
the uniform APRN regulations across the four essential
elements for licensure accreditation, certification, and
education were adopted in 2008 and implemented in
2015, their effects on certification are just beginning to
take shape. Simply exposing students to older adult
patients, in the absence of a structured didactic geriatrics
curriculum, is insufficient to change negative attitudes
toward older adults and increase competency in caring
for older adults.47 Since 1994, the AGS has been working
to address this lack of training specific to care of older
adults with its partners from the surgical and related
medical specialties and via a parallel initiative led by the
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Alliance for Academic Internal Medicine (AAIM) focused
on internal medicine specialties.48,49 Together, the collab-
orating groups have made progress, but medical resi-
dency training in surgical and related specialties and in
medicine specialties still lacks specific geriatric
requirements.

Examples of both overt and more subtle ageism
abounded during the COVID-19 pandemic. Overt ageism
was exemplified by pronouncements that older adults
were universally frail, that their contributions to society
were minimal, and that they did not deserve to be priori-
tized for COVID-19-related resources.50 Some pro-
nounced that older adults should be prepared to step
aside (e.g., relinquish limited healthcare resources to
younger adults, or even die).51 Some crisis standards of
care codified ageism in tools, such as age-based cutoffs,
to determine who would receive intensive care under
conditions of resource scarcity, as well as “tiebreakers”
for healthcare resources based on age.52 Such resource
allocation strategies, in which older adults receive medi-
cal care based on a factor they cannot control
(e.g., being in a particular age group) rather than on an
individualized medical assessment, are inconsistent with
a just healthcare system.53 Examples of subtle ageism
during the COVID-19 pandemic include the absence of
expertise in aging on local, state, and national commit-
tees involved with pandemic preparedness and
response, as well as visitation policies in hospital and
long-term care settings that disproportionately affected
older adults and led to a secondary pandemic of social
isolation.54,55

The pervasive nature of ageism in society signifies
that ageism is insidious and therefore difficult to counter.
As a result, concerted efforts are needed to identify and

eliminate ageism within healthcare systems as well as
society at large.

INTERSECTION OF RACISM AND
AGEISM

The constructs of racism and ageism can have negative
effects on health outcomes that can be magnified when
race and age intersect (Figure 1). Fully understanding the
implications of the intersection of racism and ageism first
requires understanding the concept of intersectionality.
Intersectionality is defined as the complex, cumulative
way in which the effects of multiple forms of discrimina-
tion combine, overlap, or intersect, especially in the expe-
riences of marginalized individuals or groups.56 This
theory was introduced in 1989 by Kimberlé Crenshaw, a
law professor, scholar, and writer on civil rights and criti-
cal race theory,57 as a way to address the way Black
American women were marginalized within the main-
stream feminist movement.58 Although its origins are
rooted in race and sex, intersectionality can be applied to
many social identities as the discrimination that is experi-
enced as the result of one's race or age can combine,
overlap, and intersect.

Other theories and hypotheses also examine the inter-
play of racism and ageism. One such example is that of
the double jeopardy hypothesis.59 This hypothesis states
that Black American older adults suffer a “double disad-
vantage to health” due to the interactive effects of race

FIGURE 1 Intersection of ageism and racism in healthcare: a

double disadvantage

FIGURE 2 Social determinants of health

INTERSECTION OF RACISM & AGEISM IN HEALTHCARE 3371
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and age.60 Another theory that has been applied to the
effects of racism and other forms of disadvantage over
the life course is the cumulative inequality theory, which
suggests that social systems generate inequality that man-
ifests over a person's life and can result in poor health
outcomes, including premature mortality.61 There is also
the “weathering hypothesis,” which suggests that early
declines in health observed in aging Black Americans are
the result of repeated exposures to social or economic
adversity and political marginalization.62,63

The implications of the intersection, interplay, or
cumulative effects of race or racism and age or ageism
have been found in the literature. Some research suggests
that disadvantage in the form of discrimination or racism
has been associated with suicidal ideation in older Chi-
nese American adults,64 and with depressive symptoms
in older African American adults.65 Additional research
has shown that perceived racism may lead to health dis-
parities for older racially minoritized adults, including
delayed and forgone care.66 Furthermore, structural rac-
ism has certainly contributed to racial and/or ethnic dis-
parities experienced during the COVID-19 pandemic in
older adults who are members of historically marginal-
ized communities.67 One need look no further than Medi-
care data to see how being a member of a historically
marginalized community leads to poor health out-
comes.68 The authors of a 2021 Kaiser Family Foundation
Report, “Racial and Ethnic Health Inequities and
Medicare,” noted that Black and Hispanic Medicare ben-
eficiaries have fewer years of formal education and lower
median per capita income, savings, and home equity than
White beneficiaries.69 They also noted that among Medi-
care beneficiaries, people of color are more likely to
report being in relatively poor health and have higher
prevalence rates of some chronic conditions, such as
hypertension and diabetes mellitus, than White benefi-
ciaries. People of color are also less likely to have one or
more doctor visits, but they have higher rates of hospital
admissions and emergency department visits than White
Medicare beneficiaries. These findings from the Kaiser
report illustrate that the intersection of these constructs
has long-term and lasting consequences. Work must be
done to address these significant contributors to health
disparities seen in and experienced by historically mar-
ginalized older adults.

SOCIAL DETERMINANTS OF
HEALTH

Social determinants of health are the conditions in the
places where people are born, live, work, learn, and age

that influence health, quality of life, and health out-
comes (Figure 2).70-72 Social determinants of health that
are driven by ageism and racism act synergistically to
increase risk of poor outcomes in older adults. Social
determinants, including inequality and injustice, create
pathways through their interactions with biological pro-
cesses in individuals and populations that result in
greater disease burden and increased risk of poor health
and well-being, referred to as the syndemics model of
health.73 A striking and timely illustration of the syn-
demics model of health is in the disproportionate
impact of COVID-19 among older adults; people of
color; persons working in high-risk, high-contact occu-
pations with few liberties to socially isolate; and indi-
viduals living in nursing homes or long-term care
facilities.74-76

Disadvantages in intergenerational transfer of
wealth, home ownership, earning power, social mobility,
access to high-quality education, and housing and
transportation, result in less savings and greater housing
and financial instability among older Latino and African
American adults than among older White adults.34,77 In
addition, older Asian adults from different subgroups
(e.g., Cambodian, Bangladeshi, Korean), particularly
more recent immigrants to the US, experience income
and wealth inequality and limited access to resources
that support aging in place.34,70 These vulnerabilities
result from long-standing discriminatory policies and
practices that impede the ability of older adults of color
to withstand the financial impact of health problems and
associated healthcare costs in their retirement years.78

Furthermore, patients' experiences of racism and implicit
bias have direct effects on the quality and outcomes of
healthcare. For example, persons of color and those with
limited English proficiency report less satisfaction with
care, less involvement in patient-centered care and
decision-making, and poorer communication with clini-
cians.79,80 Despite strong evidence implicating the causa-
tive roles of social and structural inequities on poor
health outcomes among marginalized populations of
older adults, there is a paucity of gerontology literature
focused on structural and system-level determinants that
examines the intersection of race and age. For example,
little is known about the role of resilience among aging
adults from diverse racial and/or ethnic groups recover-
ing from aging-related illness and disability.81 System-
level changes, including shifts to value-based payments,
need to incorporate a health equity lens. In addition, a
focus on individual and population health metrics to
address upstream social determinants of health is impera-
tive to reduce the impact of health-related social risk
factors.82
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“Despite strong evidence
implicating the causative
roles of social and structural
inequities on poor health out-
comes among marginalized
populations of older adults,
there is a paucity of gerontol-
ogy literature focused on
structural and system-level
determinants that examines
the intersection of race
and age.”

THREE OF THE FUNDAMENTAL
CHANGES NEEDED TO REALIZE
THE PROMISE OF A JUST
HEALTHCARE SYSTEM

To realize the promise of a just healthcare system in
which being part of one or more groups does not affect
the quality of care that is delivered, three fundamental
changes must occur. First, the healthcare workforce
must both reflect and be better prepared to care for the
populations that it serves. The lack of representation of
people from racially minoritized groups across the
health professions must be addressed. In medicine, as
an example, only 6.2% of medical students graduating in
the academic year 2018–2019 were African American,9

even though African Americans comprised 13.4% of the
US population in 2019.83 A similar percentage of incom-
ing geriatric medicine fellows from internal medicine
(9%) and family medicine (6%) residency programs are
Black.84 Similarly, in nursing, 80.8% of registered nurses
are White/Caucasian and 19.2% are from minority back-
grounds. Only 6.2% of registered nurses are African
American.85 There has been evidence of progress in
pharmacy with respect to increasing representation of
people from racially minoritized groups. According to a
recent report, the percentage of non-White licensed
pharmacists increased from 14.9% in 2014 to 21.8% in
2019, and the percentage of Black American pharma-
cists increased from 2.3% to 4.9% in the same time
period.86

Second, how we train and support the next generation
of health professionals must change so that we are truly
supporting trainees from diverse backgrounds to achieve
success in their chosen careers. The AGS, as an example,
has advocated for changes in the definition of profession-
alism in medicine, calling for including explicit reference
to ensuring that physicians are competent in justice,
equity, diversity, and inclusion and actively working to
eliminate discrimination and bias such as ageism, able-
ism, classism, homophobia, racism, sexism, and xenopho-
bia in healthcare.87 The AGS has also advocated for
supporting the direct care workforce—the backbone of
our health and long-term care system—which mostly
comprises women and people of color.88 It is imperative
that we invest in the infrastructure needed to care for us
all (including the workforce) as we age, to ensure a living
wage and benefits, to strengthen training requirements
and opportunities, and to provide opportunities for edu-
cational and career advancements.89 It is critically impor-
tant that we incorporate the principles of health equity,
geriatrics, and cultural competence into training of
health professionals and that our current faculty receive
the training they need to support the next generation.

Third, all aspects of healthcare must be examined
from the perspective of the intersection of ageism, not
only with racism, but also with other biases
(e.g., ableism, sexism, homophobia, xenophobia). Efforts
to include diverse voices in determining healthcare policy
and establishing mechanisms through which current and
future policies are examined for their effects on building
a just healthcare system are important steps. For exam-
ple, the US Preventive Services Task Force plans to
address systemic racism by ensuring that its guidelines
attempt to reduce health disparities, work that would be
strengthened by ensuring intersectionality is addressed in
its recommendations.89,90

CONCLUSION

The intersection of structural racism and ageism com-
pounds the disadvantage experienced by historically mar-
ginalized communities. This intersection exacerbates
disparities in social determinants of health, including
poor access to healthcare and poor outcomes. The AGS is
committed to the principles of a just healthcare system to
eliminate such disparities.

The AGS believes that it is important for AGS mem-
bers and others to understand the history of structural
racism in the US and its impact on healthcare, the impact
of ageism on the care that we all receive as we age, and
the intersectionality of these two concepts. We recognize
that this article provides the briefest of overviews on
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these important topics, and we are committed to continu-
ing to learn and work together to achieve meaningful
and lasting change.

In our future work, we will describe ethical and legal
considerations related to the intersection of structural
racism and ageism, as well as related health policy
approaches needed to realize the vision of a just US
healthcare system.
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