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Abstract

This study aimed to examine the integration of Post-Traumatic Slave Syndrome (PTSS) into Social Determinants of Health
(SDOH) trainings as a means to enhance the understanding and addressing of health disparities, particularly among Black
populations. Given the growing emphasis on SDOH in health education, the study sought to explore how historical trauma,
specifically PTSS, contributes to ongoing health inequities and to evaluate whether its inclusion in training could lead to more
culturally informed approaches in health and human services (HHS). Through ethnographic interviews with six Black female
professionals in Massachusetts and Rhode Island, who had participated in SDOH trainings organized by a medical-legal
partnership (MLP), the research aimed to uncover the connections between historical trauma and health disparities in the context
of contemporary healthcare. By highlighting the lived experiences of professionals and their perspectives on PTSS, the study also
sought to propose methods for incorporating these historical dimensions into current SDOH frameworks to foster deeper, more
systemic change. The findings suggest that integrating PTSS within SDOH education is essential for developing comprehensive
strategies to promote health equity and advance social justice in medical-legal collaborations.
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1. Introduction

In January 2023, Florida officials blocked the introduction
of a new Advanced Placement (AP) African American studies
course, dismissing its educational value and compliance with
state law [1]. By summer, Florida’s approval of controversial
Black history standards, suggesting enslaved people benefited
personally from their oppression, underscored a broader so-
cietal problem: the erasure and distortion of Black history.
This manipulation is not just an attack on historical truth; it
sustains the structural inequities that manifest in present-day
health disparities.

The SDOH discourse frequently isolates contemporary
health outcomes from their historical roots, creating a frag-
mented understanding of systemic inequities. Without his-
torical context, medical-legal institutions have framed health
disparities as innate or incidental rather than as consequences
of deliberate policy decisions and intergenerational trauma.
This narrative absolves systems of accountability, reducing
the role of health professionals to managing suffering rather
than addressing root causes.

Health inequities in Black communities are neither inci-
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dental nor ahistorical; they are rooted in centuries of systemic
oppression, enslavement, and colonial exploitation. However,
current SDOH frameworks frequently neglect the historical
foundations of these disparities, reducing them to contempo-
rary socioeconomic or behavioral factors. This omission
perpetuates a narrative that health inequities arise in isolation,
obscuring the role of historical and structural determinants in
shaping the lived experiences of marginalized populations.

BREAKING: Florida just approved new Black
history standards that includes noting enslaved
people developed skills that “could be applied
for their personal benefit”
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balleralert RP @polialertcom The Florida State Board of
Education approved new rules Wednesday for how
Black history will be taught in public schools that critics
are decrying as a "step backward."
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The updated standards include noting that enslaved
people developed skills that “could be applied for their
personal benefit," and that in teaching about mob
violence against Black residents instructors should also
note “acts of violence perpetrated against and by
African Americans." [WaPo #polialertcom

Figure 1. Florida Approves New Black History Standards. (Courtesy
of Garssandra Presumey-Leblanc).

PTSS, as conceptualized by Dr. Joy DeGruy, offers an es-
sential framework for confronting this historical erasure. By
linking the enduring psychological and social effects of slav-
ery and colonialism to modern health inequities, PTSS com-
pels us to confront how historical trauma shapes health out-
comes in Black communities. Yet, PTSS remains absent from
most SDOH trainings, leaving HHS professionals
ill-equipped to address the legacy of these inequities.

Emerging literature highlights the critical need for histori-
cal contextualization in health education and training. Schol-
ars such as DeGruy [2] and Hanks et al. [3] have argued that
failing to address the intergenerational impacts of slavery and
structural racism in SDOH frameworks limits our ability to
achieve health equity. Historical erasure not only hinders
understanding but also perpetuates harm by framing dispari-
ties as inevitable or inherent. Yet, while calls for integrating
historical analysis into health policy and education are
growing, actionable frameworks remain underdeveloped.

To counter this historical erasure, PTSS, as conceptualized
by DeGruy, provides a critical framework for understanding
how intergenerational trauma influenced health outcomes.
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PTSS highlights the enduring psychological and social effects
of slavery and colonialism, offering a lens to analyze the
systemic inequities entrenched within HHS systems. However,
PTSS remains conspicuously absent from most SDOH
frameworks, leaving HHS professionals ill-equipped to ad-
dress the legacies of structural racism.

This study investigates whether integrating PTSS into
SDOH trainings can improve the understanding of health
inequities among HHS professionals. Specifically, it asks:

1) How does the inclusion of historical trauma in SDOH
trainings affect the capacity of HHS professionals to
recognize and address systemic health inequities?

2) To what extent do Black female HHS professionals
perceive PTSS and historical contextualization as criti-
cal tools in addressing the unique challenges faced by
marginalized populations?

The inclusion of a MLP, operating in Massachusetts and
Rhode Island, a unique context to the study. Via a ser-
vice-learning internship, looking to involve observational and
community-based participatory research, the MLP aided in
the development of the research scope, historical framework,
interview guide, and analysis interpretation. The MLP’s in-
terdisciplinary approach integrates legal advocacy into
healthcare settings, addressing systemic barriers that dispro-
portionately affect marginalized populations. This makes
MLPs an ideal setting for examining how historical frame-
works like PTSS can inform SDOH practices in ways that
challenge existing structural inequities.

By grounding the analysis in their personal accounts of
Black female HHS professionals, this study demonstrates how
incorporating PTSS into SDOH trainings can ground health
equity in historical accountability and foster systemic change.

This historical education gap has real-world consequences.
Marginalized populations are left to navigate systems de-
signed to help them survive rather than thrive, perpetuating a
cycle of disadvantage. The urgency to integrate PTSS into
SDOH education is clear: without it, we cannot fully under-
stand or dismantle the structures that maintain health inequi-
ties. The findings contribute to a growing body of literature
that underscores the necessity of a historically informed
SDOH framework to dismantle the structural barriers that
perpetuate health inequities. This paper builds on the personal
accounts of Black female HHS professionals to demonstrate
how incorporating PTSS into SDOH trainings can serve as a
transformative tool, grounding health equity efforts in his-
torical accountability and fostering systemic change.

2. Methods

The study utilized qualitative ethnographic methods to ex-
plore the role of historical trauma and PTSS in understanding
and addressing health inequities within SDOH trainings. The
research population consisted of six Black female HHS
workforce members who had previously participated in
SDOH trainings facilitated by a MLP in Massachusetts and
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Rhode Island.

Table 1. Participants — Deidentified Black Female HHS Workforce
Members.

Pseudonym State HHS Position
Director, Community
Alexa Canady Rhode Island Health Institute
Rebecca Davis Lee Rhode Island Director, Comrpumty
Crumpler Health Integration
Joycelyn Elders Massachusetts  Senior Project Manager
Paula A. Johnson Rhode Island Community Health Out-
reach Worker
Sophia B. Jones Massachusetts Patient Resource Coordi-
nator
Claudia L. Thomas  Massachusetts  Patient Navigator

The decision to focus exclusively on Black females was
intentional and grounded in the understanding that racism and
discrimination are profoundly gendered experiences. Re-
search has consistently shown that Black women face a
unique intersection of racial and gender-based oppression,
often referred to as misogynoir [4]. This intersectionality
results in compounded vulnerabilities and distinct health
outcomes compared to their male counterparts or women from
other racial or ethnic groups. For example, Black women are
disproportionately affected by maternal mortality, chronic
stress, and workplace discrimination, all of which are shaped
by systemic inequities and historical trauma [5, 6].

By centering the voices of Black women, this study sought
to highlight their lived experiences and insights as both re-
cipients of healthcare disparities and advocates for marginal-
ized populations within the HHS workforce. Each participant
was assigned a pseudonym to honor pioneering Black women
in medicine and to protect their confidentiality.

Participants were recruited purposively through profes-
sional networks and outreach facilitated by the MLP affiliates.
Inclusion criteria required participants to identify as Black,
female, and employed in the HHS sector, with prior experi-
ence in SDOH training programs. These criteria were de-
signed to ensure participants could speak directly to both
systemic inequities and the practical implications of SDOH
frameworks in their work. Exclusion criteria included indi-
viduals without prior SDOH training or those not actively
engaged in HHS roles, as their experiences would not align
with the study’s focus on systemic and professional contexts.

Semi-structured interviews were conducted in partici-
pant-chosen locations to foster a sense of safety and comfort.
Interviews were held in locations selected by the participants
to foster a sense of comfort and openness. Sessions were
audio-recorded with consent and lasted approximately 90-120
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minutes. The interview protocol encouraged participants to
reflect on their experiences with SDOH training, their under-
standing of PTSS, and the ways historical trauma influenced
their professional and personal perspectives. To deepen the
analysis, participants completed a free-association exercise
linking objects or images to their understanding of SDOH.
This exercise was designed to uncover implicit associations
and provide richer context to their narratives.

The interview guide consisted of open-ended questions
designed to elicit detailed narratives and insights. Sample
questions included:

1) “How has your understanding of historical trauma in-

fluenced your perspective on health disparities?”

2) “In what ways do you think SDOH trainings could better
address systemic inequities?”

3) “Can you describe a moment when historical context
was or could have been critical in your work?”

To enhance depth, participants were also asked to complete

a free-association exercise by selecting an object or image
they associated with SDOH and discussing its relevance.

As a framework, PTSS shaped both data collection and
interpretation phases of the study. By linking the intergener-
ational impacts of slavery and structural racism to modern
health inequities, PTSS provided a lens to examine the lived
experiences of Black female HHS professionals. This
framework guided the development of the interview guide,
ensuring that questions captured both the systemic and indi-
vidual dimensions of health inequities.

Interviews were transcribed verbatim and analyzed using
open coding, as outlined by Charmaz [7]. This grounded
theory approach allowed emergent themes to surface organi-
cally from the data. Initial coding focused on identifying key
phrases and concepts related to PTSS, historical trauma, and
SDOH. Axial coding was then employed to identify rela-
tionships between these codes, leading to the development of
higher-order themes.

Three primary these emerged from the data:

1) Historical Erasure in Health Education: Participants
consistently emphasized the absence of historical con-
text in SDOH trainings and its impact on perpetuating
health disparities.

2) Embodiment of PTSS: Many participants described their
lived experiences as encapsulating the intergenerational
effects of trauma, which shaped their professional roles
and personal health.

3) Resistance as Praxis: Participants reframed resilience as
resistance, highlighting their efforts to challenge sys-
temic barriers within their institutions and communities.

These themes were derived through iterative analysis, with
recurring patterns validated across multiple participant narra-
tives. The free-association exercise provided additional con-
text, linking participants’ symbolic association to their lived
experiences and professional insights. PTSS also informed the
analysis, with coding strategies focusing on identifying in-
stances of historical trauma, systemic inequities, and partici-
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pant strategies for resistance. This approach ensures that
PTSS was not merely a theoretical framework but a practical
tool for interpreting participant experiences and deriving
actional insights.

3. Results

3.1. The Invisible American History

In February 2020, Black British professor Dr. Kehinde An-
drews sparked controversy when he argued that "whiteness is a
psychosis" and compared the British Empire to Nazi Germany
on Good Morning Britain. This remark enraged hosts Piers
Morgan and Susanna Reid, who labeled Andrews a racist.
Despite their criticism, Andrews stood firm, pointing out that
the British Empire last longer, did more damage and paved the
way for the Nazi’s genocidal ideology. He argued, “We do no
favors to the victims of the Holocaust by pretending otherwise.
If we forget the past, we are likely to repeat it” [8].

Andrews’ stance was not a one-0ff. He had previously
debated the legacy of Winston Churchill with Morgan and
others, challenging the often-one-sided narrative of British
heroism in World War 11. Andrews emphasized the contribu-
tions of individuals from India, Africa, and the Caribbean,
whose families had suffered due to Churchill’s rationing
decisions. He highlighted that Britain’s history was deeply
rooted in racism, a theme that Morgan and Reid could not
fully grasp or accept. Andrews's response to their question of
why he still lived in Britain, despite his critique, was pointed:
“Where would I go?” He argued that there was no place on
earth where Black people had not been devastated by British
colonialism. While the conversation veered into a comparison
of Britain and the United States, the underlying issue became
clear: the erasure and distortion of history, particularly related
to racism, colonialism, and slavery, was endemic to both
countries.

3.2. America’s Real Problem

While Andrews’ critique focused on Britain, the U.S. faces
its own version of historical amnesia. The extensive history of
slavery, colonialism, and systemic racial injustice is often
downplayed or framed as irrelevant to contemporary racial
dynamics. Public discourse around racism typically centers on
concepts like white privilege, implicit bias, and structural
racism —important though they may be — but fails to
acknowledge the persistent and explicit racial discrimination
that continues to shape modern society. As historian Jamelle
Bouie notes, “Racial inequality is about the structure of our
society,” but it is also about how ordinary bias and discrimi-
nation play out in everyday life. This ongoing racial injustice
is not a relic of the past; it is a live force that reproduces dis-
advantage [9].

The 2023 Supreme Court ruling that ended race-conscious
admissions in higher education is a striking example of this
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erasure. Justice Clarence Thomas’s concurring opinion,
which argued that affirmative action policies contradicted the
"colorblind" Constitution, overlooked the historical reality
that the Constitution has never been colorblind. From the
Three-Fifths Compromise to discriminatory policies like
redlining, segregation, and mass incarceration, the U.S. Con-
stitution was, and still is, deeply intertwined with racial in-
justice [10, 11].

The healthcare system is a perfect example of how these
historical injustices continue to manifest in contemporary life.
The concept of SDOH is frequently discussed as a way of
addressing health inequities. However, this discourse often
fails to account for the historical context that underpins cur-
rent disparities. In an interview with Alexa Canady, she re-
flects on how challenging it is to address systemic issues
within healthcare, which is itself deeply embedded in a history
of racism and inequality [12].

Canady: I think [the healthcare system] is a crazymaking
industry. And there are so many competing priorities, so
how do I make this top of mine? I don’t know that I've been
successful, but that’s sort of like my thinking. Going
through [MLP SDOH] trainings have helped me try to
think that through.

GPL: Well, I think you mentioned something really inter-

esting about risk-averse. It’s actually something that’s

came up in my literature and in my past interviews is that
when you think about how the SDOH discourse has kind of
made the marriage between the medical and the legal al-
most necessary, this idea that they want to challenge...and
correct the system that has foundations and not of the best
intentions — you know, racism, sexism, ableism, and any —
ism that you can think of — and yet, both institutions, the
medical and the legal, are very risk-averse...So, how do you
go about changing the system, when the actual institu-

tions...do not lend themselves to allowing for change. I

think some of the things that you mentioned in terms of

responsibility and value, is it when an individual feels like
the responsibility and the value is on me to help change the
system or does it require a collective group? ‘Cause I think

MLPs are trying to do that, but it’s so much harder when

you have to operate within that system and change it from

within.

Canady: And I think it’s both. I think you need enough

people who feel like...this is my human and moral respon-

sibility, but you do need a critical mass. So, one of the
things that I have actively tried to do in my [time] here is
identify who are the other champions doing this work for
our system. And they are there...we support each other. It
does require a critical mass, and it requires different dis-
ciplines. So, like I'm not an MD and there are usually some

MDs and maybe some nurses in leadership that are running

hospitals, and they want to hear from their clinical col-

leagues. So, I need MDs in my corner or in this choir. But

also bringing the public health perspective. One thing I

think I bring to this workplace is my history working in
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public health, the health department, and other agencies
and entities...I'm almost like the public health whisperer —
what it feels like sometimes. And building bridges, but also
communicating that this, a public health strategy, that’s
consistent with a healthcare strategy. Here’s the shared
win...Doing this work because it’s the right thing to do
won'’t get it done, even if people think it’s the right thing to
do, if they agree on that. That is not the motivation. I am
clear on that now...What can I immediately do? And at
least with the programs that are under my control, how do
we make them safe spaces and communicate that?
Medical-legal institutions, like the healthcare system, often
fail to connect current health disparities with their historical
roots. Instead, SDOH are framed as "cultural problems” (e.g.,
poverty) rather than as the result of historical discrimination,
such as slavery, colonialism, and segregation. This lack of
historical contextualization in healthcare prevents effective
solutions from being implemented.

3.3. Historical Foundations of Health Inequities

Any meaningful discussion about health inequities in pop-
ulations affected by slavery and colonialism must include
historical contextualization. Scholars like DeGruy [2] have
explored the intergenerational effects of trauma experienced
by Black populations, particularly through the lens of PTSS
[13, 14]. Contemporary health disparities cannot be under-
stood without considering the legacies of slavery and coloni-
alism, which have created and perpetuated structural inequi-
ties. These historical legacies are woven into the fabric of
medical-legal institutions and continue to shape health out-
comes for marginalized groups.

As both Britain and the U.S. have constructed institutions
on racially inequitable foundations, the failure to recognize
this shared history only ensures that the past will continue to
repeat itself. From redlining to environmental racism, the
history of racial oppression is not just a series of isolated
events but an ongoing process that shapes the present and the
future [3]. This historical erasure is dangerous, as it allows
systemic racism to continue unchecked, leaving minority
populations to bear the brunt of its effects.

3.4. Resistant Minority Populations &
Reimagining Symbols of Oppression

Presumey-Leblanc and Sandel [14] actively chose not to
label their Black female participants resilient, but as resistant
warriors, calling attention to issues with the resilience argu-
ment, which implies passivity and not intentionality. Resili-
ence praises and applauds Black people for having to struggle
without regard or rectification for circumstances out of their
control.

Perhaps, this is why Black women, like the study partici-
pants, have chosen to engage in system-challenging praxis
themselves. For the Black women interviewees, resilience
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was constantly needed. Rebecca Davis Lee Crumpler worked
with opioid-addicted patients at a prominent private Boston
hospital, where she was the only dark-skinned woman in the
office. For Sophia B. Jones, resilience was necessary in de-
fying societal expectations. While Jocelyn Elders felt she had
no other choice, but to be resilient as a Haitian immigrant.
Paula A. Johnson certainly needed resilience to survive do-
mestic abuse. These Black women sacrificed their bodies,
their time, and their desires, rising above simple resilience.
This equated to resistance.

This reimagining makes relevant the ways in which the
disadvantaged often take matters into their hands when they
realize those in power will never truly understand the struggle.
Most white people feel they are not responsible for the horrors
of slavery because they do not have to experience or engage
with the ongoing repercussions. Their privilege acts as a veil
behind which they pretend to not see the suffering of minority
populations, while the medical-legal institutions commodify
and profit from that suffering. This is why any discussion
related to minority health disparities and negative SDOH must
look past the pain, suffering, and oppression to examine the
joy, celebration, and resistance. There is so much to learn
from how minority populations turn their agony into jubila-
tion. It is no wonder the study’s Black women felt they must
burden and exhaust themselves to find superior ways to erase
past pains, manage present consequences, and revolutionize
future possibilities to ensure the patient populations with
which they identified thrived.

3.5. Historical Inclusion in Health Education

There is a lack of literature on how American involvement in
slavery and colonialism has shaped contemporary health out-
comes and Black PTSS embodiment. While DeGruy’s work
focused solely on Black men, the gendered experiences of Black
women are just as important. How can the HHS workforce op-
erationalize all Black experiences and historical inclusion?

join vemer >

LIBERATION IN THE EXAM ROOM: RACIAL JUSTICE AND
EQUITY IN HEALTHCARE

Figure 2. The Southern Jamaica Plains Health Center (SJPHC)
Racial Justice and Health Equity Training. (Courtesy of Joycelyn
Elders).

SJPHC Racial Justice and Health Equity training’s goal is
to promote equitable treatment and health outcomes, which
requires a deeper understanding of structural discrimination
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and how the HHS workforce can incorporate racial justice
into health education and practice. There are five main oper-
ational principles:
1) Knowing the history of structural racism and white su-
premacy in medicine and public health,
2) Knowing and training yourself on the concepts of racial
identity, racism, implicit bias, cultural competence

versus cultural humility, and class distinctions,

3) Knowing your community’s history and resources,

4) Knowing the people on your team and acknowledging
that critique of a system is not a personalized attack and
that everyone is an expert on their own experiences,

5) Making the implicit explicit in the exam room to em-
power the patient and maximize the provider role.

a. Social Determinants of Health

b. Knowing your community history

exploitation and abuse.

3 Know your community's history and resources

“Conditions in the places where people live, learn, work, and play affect a wide range of
health risks and outcomes” (Centers for Disease Control and Prevention, n.d.).

Unnatural Causes (documentary), Charts from Camara Phyllis Jones
(http://minorityhealth.hhs.gov/assets/pdf/checked/|/camarajones.pdf),
Rethinking the Social History (Behforouz et. al., 2014)

Being cognizant of the history of the community that you are woerking with, including
ethnic enclaves in the diaspora, will better enable providers to recognize root causes of
issues such as trauma. It will also enable them to be more conscientious of the possibility
of distrust among researchers and health practitioners due to a history of medical

Fit to Be Citizens? Public Health and Race in Los Angeles (Molina); The Spirit Catches
You and You Fall Down (Fadiman); Community Tool Box: Windshield and Walking Surveys

Figure 3. The Southern Jamaica Plains Health Center (SJPHC) Racial Justice and Health Equity Training (Courtesy of Joycelyn Elders).

The third bullet point emphasizes the role history plays in
the health of disadvantaged and underserved populations.
Further information highlights the importance of knowing a
community’s history, resources, and conceptions of SDOH.

Think Tuskegee Syphilis Study and Henrietta Lacks...

The SJPHC training is unique. Most people do not realize
history and SDOH are inextricably linked. Health systems,
centers like SIPHC, and public health organizations might
consider adapting their current trainings to include education
dedicated to historical legacies and its health impacts, ensur-
ing instructors are community representatives with both
clinical knowledge and lived experience.

The challenges of teaching elementary American history at
the professional level necessitates what Presumey-Leblanc
and Sandel call historical competency trainings, tailored to
target specific communities. Hindered by time constraints,
organizations are struggling to fit centuries of American his-
tory into short SDOH trainings.

3.6. Lessons from Black Women

The ethnographic study revealed Black women are both
messages and messengers [12]. Based on their responses, it
was clear the Black female study participants embodied PTSS
and seemed to exhibit all the symptoms [14]. They had all
experienced negative SDOH. Their PTSS embodiments turn
their Black bodies into historical time-capsules of racism and
discrimination. The Black female study participants’ bodies
and experiences act as reminders of the disadvantages and
vulnerability of Black populations.

On the other hand, the women were also messengers. In
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their various HHS positions and leadership roles, they used
their upbringings to make known the struggles of the patient
populations with which they identified. They spoke out and
operationalized their roles to make a difference, even if their
work went unnoticed. These women make the best messen-
gers because of their first-hand accounts and solo efforts —
implementing new policies and creating novel strategies to
challenge systems and improve population health [12].

HHS policy makers and implementers could learn from
Black female HHS workforce members. Black women have
been championing strategies to increase racial and ethnic
representation at both the personnel and administrative levels,
creating a workforce so diverse the medical-legal institutions
would be revolutionized and patients better served. Black
female-led strategies are actionable and generalizable. Per-
haps, with these potential solutions, the suffering of vulnera-
ble populations will no longer be commaodified for profit. The
workforce should seek to remedy population suffering, so all
people might achieve an attainable standard of health. HHS
workforce members need to be more than simply color-blind.

In a separate dissent of the 2023 affirmative action case,
Justice Katanji Brown Jackson wrote exactly what this article
argues:

Our country has never been colorblind...Given the lengthy

history of state-sponsored race-based preferences in

America, to say that anyone is now victimized if a college

considers whether that legacy of discrimination has une-

qually advantaged its applicants fails to acknowledge the
well-documented intergenerational transmission of ine-

quality that still plagues our citizenry [15].

National Education Association President Becky Pringle
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said in a statement, “racism and discrimination are not just
artifacts of American history but continue to persist in our

society, including our schools, colleges, and universities” [15].

Medical-legal institutions are included as Justice Jackson
states when history speaks, the impact of its words can be
heard forever [15]. HHS workforce members must act as
though they are abolitionists to dismantle and transform an
oppressive system.

4. Conclusion: A Right to Knowing Our
Health History

The acknowledgment of PTSS as the foundation for un-
derstanding minority SDOH experiences is a wonderful start.
Some Black scholars and academics would call for monetary
reparations, as Evanston, lIllinois (the first U.S. city) and
California (the first U.S. state) did in 2021, establishing rep-
aration task forces [16]. However, the best apology is changed
behavior. Nationally, this would call for an adoption of a right
to health. The Universal Declaration of Human Rights
(UDHR) details a right to health in Article 25 [17].

Although the USA is a country which boasts a language and
bill of rights, they are negative — meaning the rights are
meant to prohibit government interference, not encourage
government obligation. The right to health in America only
ensures the bare minimum is provided and that medical pro-
fessionals do not act with deliberate indifference [18]. Should
the federal government adopt more of a positive rights stance,
there would be a transformative cultural overhaul in how
population health is understood.

However, the right to health is not isolated. This right is
inextricably linked to the right to education. Article 26 of the
UDHR states,

Education should be directed to the full development of the
human personality and to the strengthening of respect for
human rights and fundamental freedoms. It shall promote
understanding, tolerance and friendship among all nations,
racial, or religious groups, and shall further the activities
for the United Nations for the maintenance of peace.

Americans have long believed through hard work and grit
any citizen can accomplish the American Dream. However, it
is only through education one comes to understand how vul-
nerable populations have been unable to achieve the highest
attainable standard of health. With this comprehension, the
US government would not only recognize the right to health,
but respect (refrain from denying or limiting equal access),
protect (claim obligation for ensuring its citizens can use their
right), and fulfill (provide adequate resources) this right. The
highest attainable standard of health necessitates the equitable
access and distribution of resources. Currently, what is
missing from American education is certain populations have
not had equitable social, educational, and economic capital
access or distribution.

As it stands now, there is no way to ensure disadvantaged
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populations achieve an optimal standard of health. Health is
tied to more than individual behaviors; it is related to primary
goods — food and shelter, range of opportunities — education,
and the unpredictable and uneven distribution of resources. In
a country afraid of centralized federal government, federalism
limits the ways in which those in power might act in the
benefit of the most disadvantaged. This was only made worse
by trickle-down economics and neoliberalism, which indi-
vidualized health and welfare. Former President Ronald
Reagan promoted the notion that by facilitating and consoli-
dating resources at the top, the wealthy would use the extra
“earned” money to create jobs, boost the economy, and spread
the riches. It was then the duty of the poor to take advantage of
the provided wealth. But it would seem they are still waiting
for prosperity to make its way to the bottom.

The Trump administration attempted to dismantle pro-
grams like the Affordable Care Act (ACA), Social Security
Income (SSI), Medicaid, Medicare, Supplemental Nutrition
Assistance (SNAP), meant to help the indigent. Trump’s 2020
budget proposal called for a significant tax break to the top
one percent by cutting from Medicaid, Medicare, and SSI.
The efforts to cut SSI failed due to its popularity, which might
show current social services are appreciated and utilized. For
a bill like the ACA to be passed without challenge, Americans
would need to recognize there exists a class distinction and
notable wealth gap. Unfortunately, the government has in-
variably enacted policies which have worsened this divide.
For example, the Federal-Aid Highway Act of 1956 used
federal dollars to build transnational highways. While meant
to benefit all citizens, it further separated minority urban
neighborhoods from new white suburbs [2018]. The building
of 1-40 through Nashville was rerouted through the predom-
inantly African-American North Nashville. Despite the con-
tinuing legal opposition, North Nashville has yet to recover
from the economic devastation of 1-40’s completion and re-
mains one of the most medically underserved areas in the city
[19].

Legally, racial minorities are a protected class, yet dis-
crimination continues to occur at the institutional level. With
the adoption of a right to health, Black Americans need not
live in systemically encouraged poverty with few educational
and economic opportunities. Under the premises of health and
human rights, to improve health and minimize health inequi-
ties, Eric Friedman and Lawrence Fostin propose a four-part
approach:

1) Incorporating right-to-health obligations and principles

into national laws and policies,

2) Using Creative strategies to increase the impact of na-
tional right-to-health litigation,

3) Empowering communities to claim their right to health
and building civil society’s health and human rights
advocacy capacity, and

4) Bringing the right to health to the center of global gov-
ernance for health [20].

A right to health would ensure the government takes re-
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sponsibility for systematically disadvantaged minority popu-
lations, like those who have been impacted by PTSS and
historical trauma. The right to health would guarantee the
liberation of the Black population from chains of the past,
give them a pathway to climb social ladders, and actualize the
American dream.

As Bradley and Taylor [21] make clear in their book, The
American Health Care Paradox: Why Spending More Is Get-
ting Us Less, while the United States is unlikely to invest in
social services and the human services sector, there is still hope
— a belief onto which study participants held. When DeGruy
identified PTSS, she understood these adaptive behaviors to be
a positive means of survival for the Black population and once
identified, these behaviors could be utilized to move forward in
healing, hoping, and reimagining better futures. Perhaps, the
first step is to stop viewing the issue as a problem and start
seeing people as the Full Frame Initiative suggests in their
wellbeing framework [22]. This framework realizes the way to
health and hope is by recognizing a universal set of needs,
while acknowledging the individual context which drives per-
sonal choices. The initiative’s five domains of wellbeing —
social connectedness, stability, safety, mastery, and meaningful
access to relevant resources — are intertwined and dependent
on an individual’s personal background.

The study had several limitations. First, while the concept
of PTSS offers valuable insight, its application remains
largely qualitative, with limited quantitative evidence to
generalize findings on its impact on population health. Addi-
tionally, the focus on Black American experiences may
overlook other marginalized communities who have faced
similar traumas, suggesting the need for more inclusive re-
search across different racial, ethnic, and generational groups.
Methodologically, challenges arise from sampling bias, reli-
ance on self-reported data, and the difficulty in established
causal links between historical trauma and health outcomes,
as many studies cannot fully separate the effects of PTSS from
other social determinants of health. Furthermore, the meas-
urement of PTSS is complicated by cultural differences, and
existing tools may not fully capture its unique manifestation
in diverse populations. The study also failed to address how
structural inequities, such as income inequality and racial
segregation, contribute to the perpetuation of trauma and
health disparities. Additionally, translating theoretical
frameworks, like the right to health, into actionable policies
remains a significant hurdle in addressing systemic issues.
Finally, long-term studies are necessary to understand the
generational impact of PTSS and to evaluate the effectiveness
of interventions in mitigating its effects over time. These
limitations highlight the need for multifaceted approach,
combining longitudinal research, diverse sampling, and
structural reforms to better address the health consequences of
historical trauma.

Future research should focus on examining the long-term
health impacts of PTSS, including mental health, chronic
iliness, and other SDOH. Studies should further explore how

54

healthcare systems can be restructured to support healing for
populations suffering from historical trauma. Furthermore,
there needs to be more robust advocacy for the integration of
health as a fundamental human right, not just in policy but
also in practice, ensuring that Black Americans and other
marginalized groups have the resources, education, and sup-
port needed to thrive.

This model is dedicated to seeing both individuals and
communities move from surviving to thriving. For too long,
HHS has been okay with allowing marginalized populations
to survive. But there are organizations already doing the work
and reframing narratives of wellbeing, wholeness, and pros-
perity for populations that have been chasing healing and
hope. Perhaps, these are the places best suited to begin the
process of PTSS integration and institutional transformation.
To successfully achieve healing and hope, the injustices of the
past must be acknowledged and rectified, a positive right to
health respected, protected, and fulfilled, and the adaptive
behaviors of PTSS and historical trauma recognized, so all
individuals may gain equitable access to the tools and re-
sources needed to do more than just survive. Then, and only
then, will the most vulnerable of society hope to thrive in the
future. Knowing one’s history is paramount in understanding
present population health and future thriving.
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