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Executive summary

Thisreportisarapidevidence synthesisaonracismand child and youth health commissioned by VicHealth toinform
policy, practice and research. Racismand racialdiscrimination are fundamental causes and determinants of health
and healthinequalities glabally. Childrenand young people are particularly vulnerable to racism’s harms. Intergroup
attitudes, beliefs and behaviours are also established in childhood, making this a priority time for action.

Understanding race and racism

Racism is an organised system of oppression that classifies and ranks social groups into ‘races’ and devalues,
disempowers and differentially allocates power and resources to those considered inferior. Race has no biological
basis and is not a biological reality. Yet race is a powerful predictor of which groups have access to opportunities
and resources in society and which groups face barriers.

Racismis frequently conceptualised across 3 distinct, but interrelated, levels:

a) Systemic or structural racism: structural racism is “the totality of ways in which societies foster [racial]
discrimination, viamutually reinforcing [inequitable] systems”. Institutional racism “refers specifically to racially
adverse “discriminatary policies and practices carried out...[within and between individual] institutions” on
the basis of racialised group membership.”

b) Interpersonal racism: discrimination between people, with varying degrees of frequency and intensity, including
racially-motivated assault to verbal abuse, ostracism and exclusion.

¢) Internalised (or intrapersonal) racism: attitudes, beliefs, or ideologies often founded on understandings of
supposedly innate superiarity/inferiority, that may be held either by members of dominant social groups and/
or by subordinate ones.

Pathways by which racism impacts child and youth health

Racism harms child and youth health through direct exposure to racism and pathways of stressor exposure as well
as throughthe structuraland societal legacies of histaricaland contemporary racism on communities, families and
carers and their access toresources.

1) Racism leads to differential access to socioeconomic resources and to a broad range of societal resources
and opportunities needed for health. Systemic racism within healthcare, education, housing, employment, the
media and online, and in policing and criminal justice systems are key mechanisms by which racism can influence
socioeconomic inequalities.

2) Racism can increase exposure to, and exacerbate negative effects of, other risk factors for health. Racism initiates
and sustains some types of stressors such as discrimination and historical trauma but it can also affect the levels,
clustering and impact of stressors such as unemployment, financial stress, neighbourhood violence or physical/
chemical exposures in residential and work environments.

3) Behavioural, physiological and psychological responses to racism, as well as individual and collective resilience, are
alsoimportant mechanisms shaping health outcomes. For example, reduced healthy behaviours (e.g. exercise, diet,
sleep) and/arincreased unhealthy behaviours (e.g. substance misuse) either directly as stress-coping or indirectly
via reduced emotional-regulation. Racism and exposure to associated stressors can also disrupt physiological
regulatory systemsand directly impact biological processes such as blood pressure, inflammation, hormaonal levels
and even cellular ageing.

Self-reported racial discrimination among children and young people

Self-repaorted experiences of racial discrimination are only one indicator of the wider system of racism. This report
focusesonAustralian data collectedinthe last Syears (2016-2020). Data underscores the high prevalence of racial
discrimination experienced by children and young people from Abariginal and Torres Strait Islander backgrounds,
and from some ethnic minoritised groups. However, substantial data gaps remain. Existing data is under-utilised,
with investmentin analysis of data already collected needed. There is also a need for large scale longitudinal data
and for data collection beyond self-reported racial discrimination.
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Evidence for addressing racism and racial discrimination

High quality evidence of effective anti-racism strategies among children and young people is relatively sparse,
although promising approaches and key principles for action are identified.

Racism must be named and addressed explicitly at a systemic, institutional level - too often interventions
focus on addressing disadvantage and not on the racism that creates, maintains andjustifies that disadvantage.

Anti-racism efforts must foreground Abariginal and Torres Strait Islander sovereignty and leadership. Community
culturalgroups needto beactively involved as architects and leaders in efforts that impact their communities.
Ensuring children and young people are actively involved in co-designing anti-racism efforts is also critical.

Anti-racisminitiatives need tobe life-course appropriate. That is, founded on developmental theories and current
evidence regardingthe development of prejudice and intergroup attitudes throughout childhood and adolescence.
Not doing soincreases patential for doing harmincluding reinforcing stereotypes and causing distress.

Programs must undergo high quality effectiveness evaluations to ensure they do no harm.

Anti-racism at a structural and institutional level:

initiatives to improve racial literacy among staff, as well as families and communities, regarding race, racism
and health together with developmental theories and evidence — and to build commitment to anti-racism
including in healthcare, education, the media, online and in community settings

improved reportingand monitaring of racismand racialised inequalitiesincludingin healthcare, education, the
media, online and in community settings

organisational audits with accountability for inaction, explicit policies addressing racism, senior leadership
commitment and communication regarding anti-racism as a priority, First Nations and ethnic minoritised
peoplesin leadership across key settings

ensuring high quality Indigeneity and ethnicity data collection across settings

legaland policy reform, including action on the Uluru statement recommendations and equal opportunity and
human rights mechanisms.

Anti-racism at inter- and intra-personal levels:

A combination of intergroup contact and trainingin empathy and perspective takingis most effective, this can
include programs delivered in person and anline.

Multi-level, multi-strategy programs that target structural, systemicand institutional change not only individual-
levelattitudesand beliefs, and that are groundedin developmentaland theory and evidence, are most effective.

Effective programs require active involvement of a trained facilitator. Provision of materials or unstructured
discussions alone are ineffective, and are likely to do harm.

The evidence outlinedin thisreport willenable a more detailed understanding of the response required by VicHealth
and its stakeholders to address racism as a fundamental cause of health and health inequalities for children and
young people.
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Background and introduction

Racismandracialdiscrimination are fundamental causes and determinants of health and health inequalities globally.*?
Childrenandyoung people are particularly vulnerable to racism’s harms.*#Racismis an arganised system of oppression
that classifies and ranks social groups into ‘races’ and devalues, disempowers and differentially allocates power and
resources to those considered inferior.>® Race has no biological basis and is not a biological reality. Yet the concept of
race remains a powerful social category in society today, and existing categorisations and perceptions of race have
major social consequences.” Raceisapowerful predictor of which groups have access to goods and resourcesin society
and which groups encounter barriers.® Race and racism need to be explicitly named and addressed,® with racism the
mechanism by which racial categorisations have biological consequences.®

Racism is an ideology of power that advantages those considered superior and disadvantages those considered
inferior.>® Racial discrimination is the behavioural expression of racism by actions at individual or institutional
levels.’® Racism and racial discrimination have profound impacts on the lives of children and young peoples, their
families and communities, shaping risks and opportunities and creating unjust, unnecessary and preventable
differencesin health between social groups throughout the life-course and across generations. %12

Racism, asaformofinjustice, is, by definition, wrong.?>*3 Studying how racism harms health, and identifying effective
ways toaddress racismandits harmful health effects, is not to prove racismis wrong or unjust. Rather,we dosoto
further understanding of how racism shapes population health, to build evidence for accountability, to challenge
unjust and unfair systems and structures, and to advocate for human rights and health equity.*?

The coronavirus pandemic together with the concurrent resurgence of the Black Lives Matter movement and
attention to the public health emergency of racism in Australia and around the world have further reinforced the
needtoaddressracismasaform of injustice and as a fundamental cause of health and healthinequalities. There is
now heightened attention globally and locally to the enduring social and structuralinjustices that are derived from
racism as a system of oppression and the critical need for urgent action to address them.*

In Australia, Aboriginaland Torres StraitIslander peoples experience profound structural, systemicand institutional
racism, which uniquely and actively manifests in ways including dispossession of land, child removal policies and
dispropartionately high incarceration rates. These are expressions of the deep injustices of ongoing colonisation
that persist today.

Ethnic minoritised and migrant communities, not to be confused or conflated with Aboriginal and Torres Strait
Islander peaoples, experience systemic racism related to historical and contemporary migration and settlement
experiences and legacies of legislation such as the White Australia policy.

“Structural racism involves interconnected institutions, whose linkages are historically rooted and culturally
reinforced. It refers tothe totality of ways in which societies foster racial discrimination, through mutually reinforcing
inequitable systems (in housing, education, employment, earnings, benefits, credit, media, health care, criminal
justice,and soon)thatinturnreinforce discriminatory beliefs, values and distribution of resources, which together
affect the risk of adverse health outcomes.”

Racialdiscriminationisacommaon stressorinthe lives of many children and young peoples, with growing empirical
evidence of negative associations between racial discrimination and multiple child and youth health outcomes.*16-18
Longitudinal studies have documented effects of racial discrimination on mental health,'®%° substance use,?* and
cortisol dysregulation,?? allostatic load ?° epigenetic ageing ?* and inflammation 2> among youth. Evidence also
documents thatimpacts of racial discrimination are not limited to experiences where children and young peoples
are direct targets of racism. Vicarious experiences of racial discrimination, including witnessing or hearing about
others experiences, including anline, are also associated with child and youth health outcomes including negative
and positive dimensions of mental health and sleep duration, latency and quality.?*2” Concern about increasing
sacietal discrimination is also associated with adolescent behavioural outcomes and depression.?®
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Notwithstanding the need to address racismand racialdiscrimination due to theirinherentinjustice and unfairness,
empirical studies reinforce the need for wide-ranging action and population-levelinterventions to promote societal
anti-racismand bystanderanti-racismaction - and to ensure those who experience racism and racial discrimination
and the associated health impacts of such experiences, receive appropriate support and services. In order to
optimise wellbeing for all children, young peoples and their adult caregivers, and to achieve health equity for all,
eradicating racismand both direct and vicarious racial discrimination from the lives of children and young peoples
isanurgent priority.?°

Addressing racism is a priority in national policies including the National Aboriginal and Torres Strait Islander
Health Plan 2013-20233° that identifies addressing racism as a social determinant of health and Australia’s
multicultural statement3! thatidentify racismand discrimination as key barriers to social cohesion. At astate level,
the Victorian Aboriginal Affairs Framework 2018-202332identifies addressing racism and promoting cultural safety
as key priorities and enablers of self-determination. Elimination of racism is explicitly identified as a goal, with
addressing systemicand everyday racismin health, community services, education and learning, justice and other
environments explicitly identified as areas for action. The Victorian Abariginal and Local Government Action Plan®
provides a practical framework to help councils engage with Aboriginal communities and promote reconciliation.
Engagement of Aboriginal people in planning, decision-making, employment, programs and services is identified
as a foundational practice for councils. This includes working with Abaoriginal people to respond to and address
racism. Balit Murrup: Aboriginal social and emotional wellbeing framework®* which aims to support Victorian
Aboriginal people, families and communities social and emotional wellbeing and mental health also explicitly
identified racismas a key social determinant of health requiring attention, including for children and young people.
The Productivity Commission’srecently released Indigenous Evaluation Strategy provides a framework agencies to
use when selecting, planning, conducting and using evaluations of policies and programs affecting Abariginal and
Torres Strait Islander people.*® This framework puts Aboriginal and Torres Strait Islander people at its centre and
recognises that the perspectives, priorities and knowledges of Aboriginal and Torres Strait Islander people must
be centralif outcomes are to be improved.

This rapid synthesis review comprises 3 main sections. First, an overview of race and racism, pathways and
mechanisms by which racism and racial discrimination influence child and youth health, and a narrative review of
current empirical findingsis provided. Second, an key data collected in the last 5years (2016-2020) on the prevalence
of self-reported racial discrimination among 5-25 year olds in Victoria and Australia is presented. Third, evidence
foraddressing racism and racial discrimination among 5-25 year olds is reviewed.
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Race, racism and child and youth health

Understanding race and racism

Racism is an organised system of oppression that classifies and ranks social groups into ‘races’ and devalues,
disempowers and differentially allocates powerand resources to those consideredinferior.>® The very construction
of “race” categorisations has historically reflected oppression, exploitation and socialinequality.” These categaries
have widely beenincorrectly viewed as important markers of biological and genetic differences ** with such views
stillcomman today. Race has no biological basis and is not a biological reality. Genomics and genetic research have
clearly shown that most genetic variationis present amongindividuals and not among population groups and that
human genetic variation does not naturally fallinto subgroups that match racial categories. At a population-level,
variations in biological characteristics do not inherently map onto “race” categories, and “ancestry” offers little
about whether anindividual has specific genetic traits.3”3 There are no ‘immutable, biologically based differences
between “racial” groups’.®

That race is not real biologically has led to some arguing that race isn’t real altogether. This includes arguing that
we should not talk about race or racism, and that collecting data about race and racism should be avoided.®*°
However, the concept of race remains a powerful social category in society today, and existing categorisations and
perceptions of race have major social consequences.” Race is a powerful predictor of which groups have access to
goods and resources in society and which groups encounter barriers.®

The pervasive nature of race asasocial constructis shownin the substantial health inequalities experienced by Aboriginal
and Torres StraitIslander people *°and by some other racialised and minoritised ethnic groups. Not talkingabout race
ar stating that race is not real does not make race less powerful, or make racismany less of a lived reality.*®*! Rather
it minimises the trauma of racism and leads to indifference to inequalities that are very real.*°

Aboriginaland Torres Strait Islander scholars have strongly cautioned against focusing on ‘culture’ instead of ‘race’
asaway ofavoidingthe biological determinism of race.®*° Such a focus on ‘culture’ prevents understandings of the
ways in which race and racism lead to Aboriginal and Torres Strait Islander health inequalities and instead places
respansibility with cultural misunderstandings or miscommunications and/or Aboriginaland Torres Strait Islander
patients and culture.>*° While Aboriginal and Torres Strait Islander people are not a ‘race’, ‘Aboriginal and Torres
Strait Islander status’is a highly meaningful racial category.*

Scholarsin migrant and ethnic minority health have also identified a focus on culture and cultural explanations as
problematic and detracting from a focus on race and racism as core explanations for health inequalities.*

Raceandracismneedtobeexplicitlynamedandaddressed,® with racism the mechanism by which racial categorisations
have biological consequences.> Naming racism explicitly in research, policy and practice is required to make sure
race — or culture —is not seen as arisk factor, when racism — not race — is the cause of inequalities.*

Like other systems of oppression, racismis frequently conceptualised across 3 distinct, but interrelated, levels:*5

a) Systemicorstructural racism: production, controland accessto material, informationaland symbolic resources
within societal institutions, laws, policies and practices. While many use structural racism and institutional
racism interchangeably, terms are considered two separate concepts.'®

Structural racism is “the totality of ways in which societies foster [racial] discrimination, via mutually
reinforcing [inequitable] systems...(e.g., in housing, education, employment, earnings, benefits, credit, media
[including social media and online], health care, criminal justice, etc.) that in turn reinforce discriminatory
beliefs, values and distribution of resources”, reflected in history, culture and interconnected institutions.>4
Within this definition, institutional racism “refers specifically to racially adverse “discriminatory policies and
practices carried out...[withinand betweenindividual] state or non-state institutions” on the basis of racialised
group membership.” 154
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b) Interpersonal racism: discrimination between people, with varying degrees of frequency and intensity, including
manifestations from racially-motivated assault to verbal abuse, ostracism and exclusionin person and online;
and

¢) Internalised (or intrapersonal) racism: attitudes, beliefs, or ideologies often founded on understandings of
supposedly innate superiority/inferiority, that may be held either by members of dominant social groups and/
or by subordinate ones.

Racism is commonly expressed as prejudice (negative attitudes) and stereotypes (categorical beliefs) groups and
discrimination (unequaltreatment) of racialised and minoritised groups by individuals and within institutions. Not
all dimensions of racism always co-occur, although they are often mutually reinforcing across levels.*” Racism
endures in systems, institutions and policies of society, even if explicit racial prejudice may not be present among
individuals *’. Systemicand structuraldiscriminationis soentrencheditis seenas largely independent of individual-
level discrimination.>*849 Feagin 595 extends this further, considering a critical element of systemic racism to be a
dominant white racial frame - that is, a dominant framing of society that ensures white privilege and dominance.
For example, while individuals may not explicitly endorse negative racial attitudes and beliefs, neither do they see
aneed for changein existing systems and structures that continue to advantage whites. Racism and power cannot
be understood independently of each other,%? though individual racial attitudes are fundamental in structuring a
racialised social order and racial inequality.>*> Racism is commonly viewed as based in ignorant, prejudicial or
outdatedideas thatsimply require education. However, racism, including the social construction of race, is primarily
a political project, focused on power and maintaining and reproducing the status quo.®

Indiscussing race and racismitisimportant to recognise that part of the construction of race is the homogenising
and essentialising of different groups. That is considering all members of groups to be the same, as possessing
the same essential characteristics.>® This leads to narrow, stereotypical understandings of what it means to be
an Aboriginal persan, or what it means to be from an ethnic minority, and of what culture might mean to them.
Instead, Abariginaland Torres StraitIslander people are diverse people with diverse histories, Aboriginaland Torres
Strait Islander Australia is made up of many different and distinct groups, each with their own culture, customs,
languages and laws.>” As a result of colonisation, forced removal from land, forced removal of children, and other
historicaland contemporary policies of marginalisationand oppression, many Abariginaland Torres Strait Islander
donotlive on their own country. InVictoria, as throughout Australia, itisimportant to recognise the wide diversity
of Aboriginaland Torres Strait peoples and that many Aboriginaland Torres Strait peoples living in Victoriaalso have
country and cultural ties elsewhere that shape their identities, experiences and health and wellbeing.

Giving substantive attentiontorace and racism, includingdocumenting and addressing patterns of healthinequality
in relation to race as a social identity and racism as a fundamental cause, it is also important to consider multiple
socialidentities. Asrecognised by the theory of intersectionality, different aspects of socialidentity, such as gender,
sexuality, socioeconomic position, ahility/disability, migration status, religion, geography, age, all interact with
race.’® Systems and processes of oppression and domination such as racism, classism, sexism, alsointeract at micro
and macro levels. Varied interrelationships between socialidentities and interactions between social processes all
can contributetohealthand healthinequalities.*® Intersectionality is more than an additive approach that sums up
multiple social categories or social processes, but rather considers the healthimpacts of multiple socialidentities or
social positions.>®*Thatis, how experiences of advantage and disadvantage across multiple identities may influence
health through the structuring of risks and opportunities needed for health and wellbeing.5® For example, experiences
of racism are often highly gendered, with boys and girls experiencing racism in different ways. Children and young
people who are Aboriginaland Torres Strait Islander, or from an ethnic minority, and who are also disabled, living in
aruralarea,orare same sexattracted may also experience multiple forms of discrimination related to their multiple
marginalised identities. While research is limited, recent analyses of the Speak Out Against Racism survey found
males reported higher levels of racial discrimination than female students, students born overseas experienced
more than those born in Australia, and students identifying as Christian or from a religious minority experienced
racial discrimination more than those identifyingas noreligion.®® Similarly, a US study among school students found
boys experienced more racial discrimination than girls, including higher levels of being graded and being disciplined
more harshly and being thought of as less smart because of their race.®!
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Racism and child and youth health

In Australia and throughout the world children and young people from Aboriginal and Torres Strait Islander and
from minoritised ethnic groups experience enduring and pervasive health inequities that persist throughout life
and across generations. These inequalities include higher rates of pre-term birth, low birth weight and infant
mortality, earlier onset of illness, increased severity and progression of disease, higher levels of co-morbidities
andimpairment throughout life, higher mortality rates and poarer healthcare access and quality.®%2 These health
inequalities continue over time and across contexts despite changes in diseases and health-related factors. As a
result,itisnowincreasingly acknowledged that racismisacritical determinantand a fundamental cause of health
and health inequalities.? Health inequalities, therefore, cannot be eliminated without addressing racism.264
Thisis arguably even more salientamong children and young people given that children and youth are particularly
vulnerable to racism’s harms and that foundations for lifelong health are set early in life.*

Pathways by which racism impacts child and youth health

Racismisinherently complexin nature. Racism canalsoimpact child and youth healthin complex ways and through
multiple pathways.

1) Racism leads to differential access to socioeconomic resources and to a broad range of societal resources and
opportunities needed for health. Systemic racism within education, housing, employment, healthcare, the mediaand
online,andin policingand criminaljustice systems are key mechanisms by which racism caninfluence socioeconomic
inequalities experienced by Aboriginaland Torres Strait Islander peoples and by some migrantand minoritised ethnic
groups. However, while socioeconamic differences in health account for some health inequalities experienced by
these groups, child health inequalities remain even after accounting for socioeconomic position.5>

2) Racism can increase exposure to, and exacerbate negative effects of, other risk factors for health. Racism initiates
and sustains some types of stressors such as discrimination and historical trauma but it can also affect the levels,
clustering and impact of stressors such as unemployment, financial stress, neighbourhood violence or physical/
chemical exposures in residential and work environments.*”#* For example, childhood exposure to adversity and
toxicstressis welldocumented as having lifelongimpacts on health and wellbeing. Arecent Australian study found
that Aboriginal and Torres Strait Islander children, and children from ethnic minarity backgrounds, experience
higher levels of childhood adversity than their peers, and that this inequality remained even after accounting for
socioeconomic position.®® Rather than being interpreted as a deficit in these families and children, these findings
highlight the way in which racism can drive higher exposure to stress and adversity even among young children.

3) Behavioural, physiological and psychological responses to racism, as well as individual and collective resilience,
arealsoimportant mechanisms shaping health outcomes. These are critically important, but they must be understood
within the larger context of race and racism and the basic causes, processes and pathways that precede them.
For example, reduced healthy behaviours (e.g. exercise, diet, sleep) and/or increased unhealthy behaviours (e.g.
substance misuse) either directly as stress-coping or indirectly via reduced emotional-regulation. Racism and
exposure to associated stressors can also disrupt physiological regulatory systems and directly impact biological
processes influencing factors such as blood pressure, inflammation, hormonal levels and even cellular ageing.

Children and young people are particularly vulnerable to racism’s harms. 2°

Racism harms child and youth health through direct exposure to racism and pathways of stressor exposure as well
as through the structural and societal legacies of historical and contemparary racism on communities, families
and carers and their access to resources and opportunities.* A recent American Academy of Paediatrics statement
highlightsthat the urgent need to address racismas adeterminant of child and adolescent healthin order toachieve
health equity.?
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Systemic racism and child and youth health

Most research onracismand health —amongadults and among children and young people - has focused on individual,
interpersonalracial discrimination —that s, the stress of unfair treatment and self-reported racial discrimination.®
While this inequitable suffering and stress matters profoundly, a broader societal view is needed to understand,
address and prevent structural racism and related harms.® Critical attention is needed to integrate a focus on
structural racism into medical and health literature and to achieve health equity and improve population health
for children and young people, as well as their families and communities.*

Asdescribed above “Structural racisminvolves interconnected institutions, whose linkages are historically rooted
and culturally reinforced. It refers to the totality of ways in which societies foster racial discrimination, through
mutually reinforcing inequitable systems (in housing, education, employment, earnings, benefits, credit, media
[including online and sacial media], health care, criminal justice, and so on) that in turn reinforce discriminatory
beliefs, values and distribution of resources, which together affect the risk of adverse health outcomes.” **

Any discussion of systemic racism in Australia must start with colonisation and genocide of Aboriginal and Torres
Strait Islander peoples and the creation of legal and tacit systems of racial oppression including dispossession
from lands and forcible child removal, the legacies of which continue to this day.!>%” Past practices have a long-
lasting reach, and while many former policies and practices have been formally revoked, contemporary practices of
institutionalracisminboth the publicand private sector continue, often not explicitly mentioning “race” but carrying
racist intent or consequences, or both.*> Institutional racism in one sector reinforces it in other sectors, forming
a large, interconnected system of structural racism whereby unfair discriminatory practices and inequities in the
health and criminaljustice systems andin labour and housing markets bolster unfair discriminatory practices and
inequities in the educational system, and vice versa.'® These all have profound impacts on child and youth health,
as wellas health throughout the life-course and across generations.

For example, even though discrimination in the housing and rental market is no longer legal, it remains pervasive
with numerous reports identifying those with Abariginal and Torres Strait Islander or “foreign-sounding” names
facing cansiderable barriers to obtaining and retaining housing.®®%° Strong evidence from audit studies shows racial
discriminationinemployment and recruitment, with Aboriginal and Torres StraitIslander, Italian, Chinese and Middle
Eastern less likely to receive call backs then those with Anglo names.” These forms of institutional discrimination
impact on the ahility of Aboriginaland Torres Strait Islander and some ethnic minority families toaccessand accumulate
socioeconomic resources and serves to reinforce and entrench persistent socioeconomic inequalities.

Policies of child removal, youth incarceration and policing also disproportionately impact Aboriginal and Torres
Strait Islander children and youth people, as well as those from some ethnic minority backgrounds, and stereotype
Aboriginal and Torres Strait Islander and African children and young people as violence prone and their families as
neglectful orincompetent. The legacy of these policies is that 2,027 Aboriginal and Torres Strait Islander children,
inVictoriaare in out of home care (26% of children and young people in care in Victoria as of December 2018).7 259
Aboriginaland Torres Strait Islander children and youth were under youth justice supervision throughout 2018-19,
with arate of incarceration 10 times higher than non-Aboriginal Children aged 10-17 years (Aboriginal and Torres
Strait Islander rate — 79.4 Per 10,000 non-Indigenous Rate 8.3 per 10,000).”? Of the children who have come in
contact with thejustice system, Aboriginal and Torres Strait Islander children are more likely to have contact froma
younger age. In 2018, of the Abariginaland Torres Strait Islander alleged offenders 43.0% were aged 10-14 compared
with 27.8% for non-Aboriginal and Torres Strait Islander youth.”

Throughout the coronavirus pandemic in Victoria, South Sudanese and Aboriginal and Torres Strait Islander young
people are overrepresented in the number of fines issued by police with 5% of all fines being handed out to people
bornin South Sudan and 4.7% of fines handed out to Aboriginal and Torres Strait Islander people.’*

Education policiesand practicesin schooling systems andinstitutions are also ways in which systemic andinstitutional
racism powerfully influence the health of Aboriginaland Torres Strait Islander, and of some ethnic minoritised children
and young people. Schools and education institutions have long been key sites of colonisation and of eradication
of culture and language.” Curriculum content and pedagogical approaches have been, and continue to be, those
of the majority. Aboriginal and Torres Strait Islander history and culture is often silenced, and/or misrepresented
with deficit narratives, negative stereotypes, lower expectations’® and disproportionate discipline all ways in which
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systemicandinstitutional racismin education operates.” Migrant and ethnic minaritised groups alsa face systemic
and institutional racism in education through curriculum and pedagogical approaches, discipline practices and
stereotyping and academic expectations.””’® Systemic and institutional racism in education influences child and
youth health by limitingaccess to future socioeconomic resources and opportunities, as well as via the heightened
stressor load and associated physiological, cognitive, mental health and behaviouralimpacts. As Bodkin-Andrews
and Carlson identify, systemic and institutionalised racism and lifelong inequalities that exist for Aboriginal and
Torres Strait Islander Australians ‘can often be perpetuated within the very education systems that should act as
one of the strongest tools to redress such inequalities’.”

Health care quality and access are further ways in which systemic racism influences child and youth health in
Australia both directly andindirectly. Racismin the health care system leads to poorer health care access, quality of
health care,andinequitable health and treatment outcomes for Abariginaland Torres Strait Islander children, young
people and their communities and is a major, outstanding priority.”®8° Bond and colleagues write ‘Both Aboriginal
and Torres Strait Islander clients and clinicians have stories to tell of the violence of racism in the health system, of
being cast in the category of less capable, less compliant, less deserving of care and less worthy of the category of
human’. This then brings us to the coronial inquiry, the endgame of not caring; of neglect. Here, never let us forget
the mothers, the children, the cousins and the spouses weeping outside coroner’s courts, bearing photos of their
loved ones in their hands and on their clothing, simultaneously appealing for care and for justice.” ®” They continue
drawing on Boyd et al** “How do we further explain the focus on the individual health behaviours or “choices” of
Aboriginaland Torres Strait Islander peoples when we know ‘incessant racial health inequities across nearly every
major health index reveal less about what patients have failed to feel and more about what systems have failed to
do’.AsBoyd and colleagues point out, ‘The solution to racial health inequitiesis to address racism and its attendant
harmsanderectanew health careinfrastructure that no longer profits from the persistence of inequitable disease’”

Australian children and young people from migrant and ethnic minoritised backgrounds also face higher barriers
tohealth care access and levels of unmet need than the rest of the population.®!

Cyber-racismis alsoincreasingly a key way in which systemic racism caninfluence health, including via media and
online representations of groups, which can often reinforce negative stereotypes and biases, and algorithms for
healthcare, policing and other technological systems, which are often racially biased.®

While systemicand institutionalracism clearly operate incomplexand multiple interrelated ways, here we identify
4distinct but related ways systemic racism influences child and youth health in Australia as priorities for action:
education quality and access, health care quality and access®’, discriminatary incarceration®’, and discriminatory
child protection and out of home care systems.®® Each of these pathways include actionable leverage points to
reduce exposure to systemic racism and promote health equity.

Interpersonal racism and child and youth health

There is a growing body of evidence documenting effects of racial discrimination on child and adolescent health
frominfantsandyoungpreschoolersright through childhood and adolescence to young adulthood. Impacts of racial
discrimination on mental health have been most commonly examined, with effects of discrimination on negative
mental health, including depression, anxiety, behaviour difficulties as well as positive mental health such as self-
esteem, life satisfaction and wellbeing.*1®

Racialdiscrimination caninfluence mental health via psychological and behavioural responses such as hypervigilance,
rumination, heightened threat perception and situation avoidance, and through dysregulation of biological stress
responses including inflammation.®

Links between racial discrimination and child and adolescent sleep are also emerging.®> Evidence shows racial
discrimination is associated with shorter sleep duration, increased sleep difficulties and sleep disruption, as well
asincreased sleep latency, that is taking longer to fall asleep at night.*®8593 Sleep is increasingly recognised as an
important dimension of child and adolescent health and development, associated with mental health, learningand
education outcomes, as well as cardiometabolic risk.®
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Amongadults experiences of racial discrimination have been associated with arange of cardiometabolic risk markers
and outcomes, including hypertension, carotid intima-media thickness (a preclinical atherosclerosis phenotype),
coranary artery calcification, blood pressure, adiposity and chronic inflammation.® Recent evidence is beginning
to show similar findings among children and adolescents, with experiences of racial discrimination associated with
markers of chronic inflammation, blood pressure and overweight and obesity in primary school children*®¢ and in
adolescents.?”?> Experiences of racial discrimination may be an important, yet under-explored, form of childhood
adversity influencing childhood cardiometabolic risk.*'#%” Experiences of racial discrimination have also been
associated withincreased cellularageinginadolescents, with racial discriminationin late adolescence longitudinally
associated with epigenetic ageing at 20-22 years of age among those not in family supportive environments.?*

While most evidence to date on the health effects of racial discrimination for children and young people focuses on
direct experiences, there is growing evidence of the health harms associated with vicarious racial discrimination.
Thatis, racial discrimination directed at others that may or may not be witnessed by children and young people.*?®
Both direct and vicarious racial discrimination can occur in person or online, with social media and online settings
increasingly key settings for racism. Witnessing racial discrimination directed towards peers at school has been
associated with social-emotional adjustment and sleep problems in 10-15 year olds in a large-scale Australian
study.'® Caregiver experiences of racial discrimination have been associated with common childhood illnesses among
childrenaged 7yearsand under ®® and with socialand emotional difficulties among childrenaged 7to 11years %, with
the impact of racism on caregiver mental health a key pathway by which racism experienced by carers impacts on
the health of their children.®® Caregiver experiences of racial discrimination have also been associated with child
health care utilisation, with considerable potential for impact on child health outcomes.*%

Internalised racism and child and youth health

Internalised racism occurs when members of stigmatised racial/ethnic groups take on dominant beliefs and thoughts
about their biologicaland/or culturalinferiority including self-stereotyping, embracing “Whiteness” and rejecting
ancestral culture, as well as feelings of hopelessness, disengagement and helplessness.*”!% Internalised racism
hasreceived much less research attention than other forms and levels of racism.*”1%? Internalised racism and self-
stereotyping are terms used to describe the response of saome members of stigmatised groups to the pervasive
negative stereotypes about race in the larger society where they accept as true the dominant society’s beliefs
about their biological and/or cultural inferiority.*” Internalised racism can adversely affect health by fostering
acceptance and personalendorsement of beliefs about the inherent deficiencies of one’s self and ane’s group. This
theninfluencesresponsesacross behavioural, psychological and physiological levels as well as impacting individual
and collective resilience.

Among adults, internalised racism can lead to lower self-esteem and psychological wellbeing and have broad
negative effects on health by adversely affecting identity, self-confidence and health behaviours.'® Internalised
racism has been positively associated with alcohol consumption, psychological distress, being overweight, abdominal
abesity, blood pressure and fasting glucose.!?0ne study found a positive association between internalised racism
and violence and delinquent behaviour among adolescents.®® This could be seen as an example of a behavioural
response via everyday resistance in the form of defiance and non-compliance, and/or a psychological response via
expression of negative emations. Another study among Black American men found thatinternalised racisminteracted
with perceived discriminationtoincrease cardiovascular disease (CVD) risk ' and another thatinternalised racism
interacted with perceived discrimination to affect telomere length.?®” Far more work is needed to explore how this
influences children and young people in Australia.

Stereotype threat is another mechanism by which racism in the larger culture affects stigmatised populations.
This psychological response occurs when people are potentially viewed or evaluated in reference to a negative
stereotype about a group to which they belong.?%®1* Importantly, this stereotype threat phenomenon only occurs
when a group is stereotype vulnerable because of the presence of a larger stigma or cultural stereotype of their
group. When anindividual believes his or her ability is being evaluated and when he or she cares about the domain
of evaluation (e.g. math or technology performance, cognitive ability etc.), stereotype threat can result in people
performing less well than they are capable.!***3 For example, making gender salient for Asian American women
reduces academic performance, but making their race salient enhances it.*#
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Stereotype threat can adversely affect health indirectly through its negative impact on educational attainment. It
may also negatively affect health in at least two other ways. First, the stress created by stereotype threat could
lead to the activation of the stress process with all of its physiological consequences. One experimental study found
thattheactivation of stereotype threat led toincreasesin blood pressure for Black but not White students.**> Other
limited evidence indicates that the activation of the stigma of inferiority can increase anxiety, reduce self-regulation
andimpair decision-making processesin ways that canincrease risk behaviours such as overeatingand aggressive
behaviour.**® Second, stereotype threat can adversely affect the quality of the patient-provider relationship.
Because stereotype threat can impair an individual’s communication abilities, in clinical encounters it can lead to
the discounting of information from the provider, lower levels of adherence and delays or failure to obtain needed
medical care.*'” Again, thereisaneed for research on stereotype threat amongAustralian children and young people.
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Self-reported racial discrimination among 5-25 year old Australians
(2016-2020)

Self-reported experiences of racial discrimination are a form of psychosocial stress that have adverse impacts on
mentaland physical health for children and youth across populations and contexts. In focusing here on self-reported
experiences of racial discrimination we recognise that such experiences are only one expression and indicator of
the wider system of racism. Systemic and institutional racism are profoundly important and structural racism is
embeddedinthe systems, structures andinstitutions of society with long-lasting health impacts. While many self-
reported experiences of racial discrimination are the flow-on effects of structural, systemic and institutional racism,
such data cannot be considered equivalent to, or measures of, the wider system of racism nor do they fully capture
the far-reachingimpacts of racismacross the systems andinstitutions of society. Recent reports documenting over-
policing of Abariginal and Torres Strait Islander and ethnic minority youth people during injustices inincarceration
highlight some of these structuralimpacts. psychosocial stressors that mark the lives of many childrenand young
people, and their families and communities and contribute substantially to the health inequities they experience.

This report focuses on Australian data collected in the last 5years (2016-2020) among children and young people
and their carers that includes self-reported measures of racial discrimination, reported by children and young
people themselves or by their carers. Studies that collect data on discrimination not attributed to Indigeneity or
racial/ethnic background are not included.

Aboriginal and Torres Strait Islander children and young people

Four studies collected between 2016 and 2020 that included measures of self-reported racial discrimination among
Aboriginaland Tarres Strait Islander children and young people areincluded. Three of these are ongoing population
cohort studies (LSAC, LSIC, and Next Generation) and one a large-scale population cross-sectional study (SOAR). Two
only include Aboriginal and Torres Strait Islander children and young people (LSIC, NG) and two are representative
of the Australian (LSAC) and NSW and Victarian (SOAR) population.

Footprintsin Time: The Longitudinal Study of Indigenous Children (LSIC)
Study overview

LSIC is a national longitudinal survey of Aboriginal and Torres Strait Islander children designed to follow the
development of these children across a range of domains and to capture the socioeconomic and cultural background
of their families.?® In brief, LSIC used a multi-stage clustered sampling method across 11 sites to recruit a non-
representative national sample of Aboriginal and Torres Strait Islander children into two cohorts defined by age.
LSICaimedtorecruit 5-10% of the total Australian population of Aboriginaland Torres Strait Islander children aged
0.5-2 years for the birth cohort and 3.5-5 years for the child cohort at baseline (2008). Children participating in
LSICare followed up annually. In Wave 10 collected in 2017 when the B-cohort were 9.5-11 yearsand the K-cohort
were 12.5-14 years, a detailed range of measures of racial discrimination (both parent-report and child-report)
were collected. Wave 10 is the latest LSIC release available.

Key findings

Parent-reported racial discrimination

Intotal, there were 1215 Aboriginaland/or Torres Strait Islander children (both B-cohort and K-cohort) participatingin
the survey at Wave 10. Among the total sample, 14.5% t0 51.7% of Parent 1 (i.e. primary carer) reported experiencing
racism to some extent in their personal experiences. 87.2% to 92.8% of Parent 1 reported experiencing racism in

macro experiences to some extent,and 84.4% to 91.3% of Parent 2 reported experiencing racismin macro experiences
tosome extent (see Figure 1.1 to 1.3).
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Figure 1.1 Self-reported interpersonal racial discrimination by parent/carers of Aboriginal and/or Torres Strait
Islander childrenin LSIC (reported by Parent 1)
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Figure 1.2 Self-reported macro racial discrimination by parent/carers of Abaoriginal and/or Tarres Strait Islander
childrenin LSIC (reported by Parent 1)
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Figure 1.3 Self-reported macro racial discrimination by parent/carers of Aboriginal and/or Torres Strait Islander
childrenin LSIC (reported by Parent 2)

Child-reported racial discrimination

In the K-cohort, there were 514 Aboriginal and/or Torres Strait Islander children participating in the survey at
Wave 10. The proportion of children experiencing racism to some extentin their personal experiences ranged from
12.8% to0 29.5%. At school, 25.9% to 44.1% reported experiencing racism by their teachers to some extent. 45.8%
to 58.8% of children reported experiencing racism in macro experiences to some extent. Among those who were
bullied (n=394), 7.6% of children reported they were always bullied because they were Abariginal and Torres Strait
Islander and 13.2% for those who were sometimes bullied for this reason. (see Figure 1.4 to 1.7).
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Figure 1.4 Self-reported interpersonalracial discrimination among Aboriginaland/or Torres Strait Islander children
in LSIC, reported by Study Child (SC)
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Figure 1.5 Self-reported racial discrimination at school among Aboriginal and/or Torres Strait Islander children in
LSIC, reported by Study Child (SC)
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Figure 1.6 Self-reported macroracialdiscriminationamongAboriginaland/or Torres Strait Islander childrenin LSIC,
reported by Study Child (SC)
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they were Abaoriginal and Torres Strait Islander, reported by Study Child (SC) in LSIC

The Next Generation Youth Wellbeing Study
Study overview

The Next Generation studyisanew and large Aboriginal-led prospective cohort study of Aboriginal and Torres Strait
Islander adolescents aged 10-24 years from rural, remote and urban areas, supported by foundational qualitative
work.*?*Rather than focusingonthe early childhood years (e.g., LSIC), the Next Generation cohortisanadolescent-
specificcohortand provides awider range of health information through surveys, age-specific clinical assessments
and linkage to administrative data sources. To date, 1309 Aboriginal and Torres Strait Islander adolescents aged
10-24 years have been recruited from 3sites (Alice Springs n=82; Western Australia n=868, and New South Wales
n=359) usingdifferent strategies during April 2018 to June 2020. More than half (59.9%; n=784) of adolescents are
from the younger age group (10-15 years). Participants will receive follow-up surveys approximately two years
after their baseline visit. Next Generation includes both direct and vicarious racial discrimination items, reported
by Aboriginal and Torres Strait Islander adolescents themselves.

Key findings

Amongtheyounger cohort (aged 10-15years), 38% reported experiencing name-calling at least once or twice, 30%
reported being left out, and 19% reported some form of physical discrimination including being spat on, pushed, or
hit (see Figure 2.1). Fewer adolescents in the older cohort (aged 15-24 years) reported experiencing each of these
forms of discrimination at least once or twice, with 34% experiencing name-calling, 20% experiencing being left out,
and 10% being physically discriminated against. Adolescents in the older cohort were asked about two additional
forms of discrimination they might have experienced. 21% reported experiencing poor service at least once or twice,
and 25% had been hassled by police. At least some adolescentsin both age groups experienced each of these forms
of discrimination several times a week or more (ranging from 1-3%).
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A considerably greater proportion of adolescents in this study reported experiencing various forms of discrimination
vicariously. Asshownin Figure 2.2, nearly half of younger Aboriginaland Torres Strait Islander adolescents experienced
bad treatment (48%) and name-calling (48%) of others either sametimes or often, while 36% experienced others
being left out and 31% experienced others being discriminated against physically. Over half of the sample of older
adolescentsexperienced bad treatment of others (63%), others being left out (55%), name-calling of others (59%), and
discrimination of othersin the media (53%) either sometimes, most of the time or always. A substantial proportion
(from 6-13%) reported these vicarious experiences as “always” happening.
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Figure 2.1 Proportion of Aboriginaland/or Torres Strait Islander children and young people exposed to direct racial
discrimination in Next Generation
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Figure 2.1 Proportion of Aboriginal and/or Torres Strait Islander children and young people exposed to vicarious
racial discrimination in Next Generation
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Speak Out Against Racism (SOAR) student surveys
Study overview

The SOAR project is the first large scale population-representative study on experiences and attitudes to racism
and racial bullying and on bystander responses to racism and racial discrimination (self-report) among Australian
studentsingovernment schoolsin New South Wales (NSW) and Victoria.?” The SOAR student survey was completed
in 2017 by 4664 primary and secondary students aged 10-15 years across 23 schools: 2081 students in NSW and
2583 studentsinVictaria.Inthe total SOAR sample, 8.8% (409/4664) of students were identified as Aboriginaland/
or Torres Strait Islander (6.9% (179/2583) of the Victarian sample). We considered sample weights for all estimation
of the prevalence of racial discrimination to ensure our samples were representative of the target population.

Key findings

Overall, around half (50.1%) of Aboriginal and Torres Strait Islander students reported direct experiences of any
racial discrimination (by peers 42.7%, by teachers 20.7%, in society 37.0%). 71.7% of students reported any
vicarious racial discrimination, defined as seeing other students being treated unfairly by their peers (59.5%) or
teachers (51.4%) because of their racial, ethnic or cultural background. In Victoria, 47.1% Aboriginal and Torres
Strait Islander students reported direct experiences of any racial discrimination and 64.7% reported any vicarious
racial discrimination (See Figure 3.1). Figure 3.2 and Figure 3.3 show the prevalence of direct and vicarious racial
discrimination by each measurement item of racial discrimination.

In terms of direct experience of racial discrimination, boys (50.9%) reported slightly higher levels of any racial
discrimination than girls (47.1%). Studentsin Year 5-6 (51.6%) reported higher levels of direct racial discrimination
thanthose from Year 7-9 (45.3%). In terms of vicarious discrimination, there were similar findings by gender (boys
72.0%; girls 70.5%) and Year level (Year 5-6 76.8%; Year 7-9 55.2%) (see Appendix 1 for more details).
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Figure 3.1 Proportion of Aboriginal and/or Torres Strait Islander children and young people exposed to any racial
discrimination in SOAR
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Longitudinal Study of Australian Children (LSAC)
Study overview

LSAC is a nationally representative sample of two cohorts of Australian children — the birth cohort (B-cohort) of
5107 infants, and the kindergarten cohort (K-cohort) of 4983 4-year-olds — each of which commenced in May
2004.*22In short, a two-stage clustered design was employed to select a sample that was broadly representative
ofallAustralian children except those livingin remate areas. LSAC data has been collected every twao years. Inboth
cohorts (B-cohort: Wave 7; K-cohort: Wave 5-7), LSAC includes 3self-report items of direct experiences of racial
discrimination. Wave 7 (2016) is the latest LSACrelease available for both cohorts. Among the Wave 7 samples, 2.6%
(87/3381) of the B-cohort and 2.3% (70/3089) of the K-cohort were identified as Aboriginal and/or Torres Strait
Islander. We considered sample weights for all estimation of the prevalence of racial discrimination to ensure our
samples were representative of the target population.

Key findings
Inthe B-cohort, 30% of Abariginaland/or Torres Strait Islander children (30.1%) reported direct racial discrimination
asshowninFigure 4.1 Aboriginaland/or Torres Strait Islander children reported higher levels of racial discrimination

if they were boys, from the older age group, living with a primary carer who completed Year 12 and living in the
metropolitan areas (See Appendix 1 for more details).
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Figure 4.1 Proportion of Aboriginal and/or Torres Strait Islander children and young people exposed to racial
discrimination in LSAC B-cohort Wave 7 samples

(Notes: PE refers to Primary carer’s highest education level)

Inthe K-cohort, we also examined the prevalence of direct racial discrimination when children were at aged 16-17
years (Wave 7). 19% of Abariginaland/or Torres Strait Islander children (19.9%) reported direct racial discrimination.
Asshownin Figure 4.2, Aboriginaland/or Torres Strait Islander children reported higher levels of racial discrimination
if they were girls, from the younger age group, living with a primary carer who did not complete Year 12 and living
inthe non-metropolitan areas (See Appendix 1 for more details).
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Ethnic minoritised and migrant children and young people

Four studies collected between 2016 and 2020 that included measures of self-reported racial discrimination among
minoritised and migrant children and young people are included. One of these is an ongoing population cohort study
(LSAC)and one alarge-scale population cross-sectional study (SOAR), both of these are population-representative
studies. Two studies were collected in the context of coronavirus impacts on young people and while providing
unigue and important data have small sample size (Hidden Costs - CMY) and lack of sociodemographic measures
(Swimming with sandbags - UNICEF).

Speak out against racism (SOAR) student surveys
Study overview

The SOAR project is the first large scale population-representative study on experiences and attitudes to racism
and racial bullying and on bystander responses to racism and racial discrimination (self-report) among Australian
students in government schools in NSW and Victoria.?” The SOAR student survey was completed in 2017 by 4664
primary and secondary students aged 10-15years across 23 schools: 2081 students in NSW and 2583 studentsin
Victoria. In the total SOAR sample, 34.3% (1599/4664) of the SOAR sample were identified from ethnic minoritised
backgrounds, (36.9% (954/2583) of the Victorian sample). We present prevalence by detailed self-reported ethnicity
which is a unique contribution of this study.
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Key findings
Children from Pacific/Maori backgrounds

Among the total SOAR sample, there were 206 children from Pacific/Maori backgrounds. 61.0% of children from
Pacific/ Maori backgrounds reported direct experiences of any discrimination (45.8% by peers, 16.8% by teachers
and 32.9% insaciety). 77.2% of children who identified as Pacific/Maorireported any vicarious racial discrimination
(66.3% by peers and 71.1% by teachers). In Victoria, 61.9% of Pacific/Maori children reported experiencing any
direct discrimination (46.0% by peers, 28.6% by teachers, and 44.4% in society). 79.7% reported any vicarious
racial discrimination (68.1% by peers and 62.2% by teachers) (see Figure 5.1). Figure 5.2 and Figure 5.3 show the
prevalence of direct and vicarious discrimination by each measure of racial discrimination.
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Figure 5.1 Proportion of Pacific/Maori children exposed to any racial discrimination in SOAR
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Children from Middle Eastern backgrounds

Among the total SOAR sample, there were 235 children from Middle Eastern backgrounds. 61.3% of children
from Middle Eastern backgrounds reported direct experiences of any discrimination (44.9% by peers, 25.3% by
teachersand 46.3%insociety). 66.4% of children who self-identified as being from a Middle Eastern background
reported any vicarious racial discrimination (51.7% by peersand 43.7% by teachers). In Victoria, 69.0% of Middle
Easternchildrenreported experiencingany direct discrimination (51.2% by peers, 21.1% by teachers,and 50.5%
insociety).67.0% reported any vicarious racial discrimination (56.6% by peers and 45.6% by teachers) (see Figure
5.4). Figure 5.5 and Figure 5.6 show the prevalence of direct and vicarious discrimination by each measure of

racial discrimination.
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Figure 5.4 Proportion of Middle Eastern children exposed to any racial discrimination in SOAR
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Children from African backgrounds

Among the total SOAR sample, there were 159 children from African backgrounds. 58.0% of children from African
backgrounds reported direct experiences of any discrimination (49.3% by peers, 31.7% by teachers and 46.4% in
society). 82.8% of children who self-identified as being from an African background reported any vicarious racial
discrimination (67.5% by peers and 53.5% by teachers). In Victoria, 70.0% of children who identified as being from
African backgrounds reported experiencing any direct discrimination (60.2% by peers, 42.3% by teachers, and 50.7%
insociety). Almost three-quarters (73.6%) reported any vicarious racial discrimination (53.6% by peers and 56.0%
by teachers) (see Figure 5.7). Figure 5.8 and Figure 5.9 show the prevalence of direct and vicarious discrimination
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Figure 5.7 Proportion of African children exposed to any racial discrimination in SOAR
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Children from South Asian backgrounds

Among the total SOAR sample, there were 279 children from South Asian backgrounds. 61.9% of children from
South Asian backgrounds reported direct experiences of any discrimination (45.2% by peers, 21.9% by teachers
and 45.7% in society). 82.2% of children who self-identified as being from a South Asian background reported any
vicarious racial discrimination (74.4% by peers and 44.0% by teachers). In Victoria, 63.5% of East Asian children
reported experiencing any direct discrimination (51.4% by peers, 22.5% by teachers, and 50.0% in society). 75.4%
reported any vicarious racial discrimination (68.7% by peers and 42.1% by teachers) (see Figure 5.13). Figure 5.14
and Figure 5.15show the prevalence of direct and vicarious discrimination by each measure of racial discrimination.
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Figure 5.13 Proportion of South Asian children exposed to any racial discrimination in SOAR
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Children from East Asian backgrounds

Amongthe total SOAR sample, there were 325 children from East Asian backgrounds. Just over to two-thirds (67.1%)
of children from East Asian backgrounds reported direct experiences of any discrimination (47.8% by peers, 18.9%
by teachers and 55.0% in society). 69.4% of children who self-identified as being from an East Asian background
reported any vicarious racial discrimination (62.9% by peers and 46.0% by teachers). In Victoria, 66.1% of East
Asian children reparted experiencing any direct discrimination (43.3% by peers, 19.2% by teachers, and 60.0% in
society). 78.7% reported any vicarious racial discrimination (68.6% by peers and 44.7% by teachers) (see Figure
5.16). Figure 5.17 and Figure 5.18 show the prevalence of direct and vicarious discrimination by each measure of
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Figure 5.16 Proportion of East Asian children exposed to any racial discrimination in SOAR
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Figure 5.17 Proportion of East Asian children exposed to direct racial discrimination in SOAR by each
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Figure 5.18 Proportion of East Asian children exposed to vicarious racial discrimination in SOAR by each
measurement item

Racism, racial discrimination and child and youth health: a rapid evidence synthesis | 37 O VicHealth



Children from Southeast Asian backgrounds

Among the total SOAR sample, there were 360 children from Southeast Asian backgrounds. 58.7 of children from
Southeast Asian backgrounds reported direct experiences of any discrimination (45.5% by peers, 20.0% by teachers
and43.6%insociety). 67.4% of children who self-identified as being from a Southeast Asian background reported any
vicariousracial discrimination (56.1% by peersand 47.7% by teachers). In Victoria, 75.1% of Southeast Asian children
reported experiencing any direct discrimination (57.2% by peers, 20.5% by teachers, and 56.9% in society). 75.3%
reported any vicarious racial discrimination (73.3% by peers and 47.6% by teachers) (see Figure 5.19). Figure 5.20

and Figure 5.21 show the prevalence of direct and vicarious discrimination by each measure of racial discrimination.
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Figure 5.19 Proportion of SE Asian children exposed to any racial discrimination in SOAR
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Longitudinal Study of Australian Children (LSAC)
Study overview

LSAC is a nationally representative sample of two cohorts of Australian children — the birth cohort (B-cohort) of
5107 infants, and the kindergarten cohort (K-cohort) of 4983 4-year-olds — each of which commenced in May
2004.*22In short, a two-stage clustered design was employed to select a sample that was broadly representative
ofallAustralian children except those livingin remate areas. LSAC data has been collected every twao years. Inboth
cohorts (B-cohort: Wave 7; K-cohort: Wave 5-7), LSAC includes 3self-report items of direct experiences of racial
discrimination. Wave 7 (2016) is the latest LSAC release available for both cohorts. In the B-cohort, we examined
the prevalence of direct racial discrimination when children from visible minority backgrounds were at aged 12-13
years (Wave 7).

Key findings

Results showed that 13.0% of minority children reported direct racial discrimination. As shownin Figure 6.1, children
from visible minority backgrounds reported higher levels of racial discrimination if they were boys, from the older
age group, living with a primary carer who did not complete Year 12 and living in the non-metropolitan areas (See
Appendix 2 for more details).
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Figure 6.1 Proportion of ethnic minoritised and migrant children and young people exposed toracial discrimination
in LSAC B-cohort Wave 7 samples

(Notes: PE refers to Primary carer’s highest education level)

Inthe K-cohort, we also examined the prevalence of direct racial discrimination when children from visible minority
backgrounds were ataged 16-17 years (Wave 7). Results showed that 15.9% of those children reported direct racial
discrimination. As shown in Figure 6.2, children from visible minority backgrounds reported higher levels of racial
discrimination if they were bays, from the older age group, living with a primary carer who did not complete Year
12 and living in the metropolitan areas (See Appendix 2 for more details).
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Hidden Costs: Young Multicultural Victorians and coronavirus
Study overview

InJune 2020, the Centre for Multicultural Youth (CMY) conducted a rapid response survey ‘Racism during COVID-19°.
Participants aged 15-26 who live, work and play in Victoria were asked to participate in the survey. Of the 371
participants, 162 (46%) self-identified their racial, ethnic or cultural background as being from a multicultural
background (non-Anglo or European, Not Abariginal).

Key findings

Inthis survey, participants were asked about their experiences of direct and vicarious racism and/ar discrimination.
They also reported impact of racism on their sacial behaviour using a hypervigilance scale and about worry about
racism in returning to their everyday lives post coronavirus restrictions. In the total sample of 371 participants
aged 15-26, 85.0% of participants who self-identified as being from a multicultural background had at least one
experience of direct racism and/or discrimination, 73.5% in the community/society; 44.3% in school/work; and
65.5% from peers. 92.3% of participants had at least one experience of vicarious discrimination since the start
ofthe coronavirus. 93.0% of participants consciously adjusting their behaviour in public to reduce their exposure
to racism. 87.0% of participants reported being warried to return to their everyday lives and public spaces after
lockdown, for fear of experiencing racial discrimination.
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ili I 215
lower ability task at work

Were you treated unfairly by a shop assistant or security guard _ 45.1
Did you get poor service at a restaurant or fast food place (e.g. _ 125
being ignored) ’
Were you threatened by others _ 274
Did others spit on you, push you or hit you _ 204
Did people think you didn’t speak English well [ NNNEEINNEE 502
Did others leave you out of their activities _ 45.1
Were you called insulting names by others _ 513
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Figure 7.1 Proportion of children and young people exposed to direct racial discrimination in CMY
Types of exposure to vicarious racism since the start of COVID-19 (%)
Any Vicarious 92.3

My family or friends have experienced discrimination or
unfair treatment online or in the media because of their
racial, ethnic or cultural group

I have witnessed people say rude or mean things about
another person's racial, ethnic or cultural group online or
in the media

88.9

People have said things that were untrue about people of

my racial, ethnic or cultural group online or in the media 812

People have made jokes about people of my racial, ethnic

or cultural group online or in the media f6.9

0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 100.0

Figure 7.2 Proportion of children and young people exposed to vicarious racial discrimination in CMY
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Types of experiences of hypervigilance since the start of COVID-19 (%)

Any Hypervigilance

Tried to avoid certain social situations and places

Carefully watched what you say and how you say it

Felt that you always have to be careful about your appearance
(for example, to get good service or avoid being harassed)

Tried to prepare for possible insults from other people before
leaving home

o
~
o

0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 100.0

Figure 7.3 Proportion of children and young people exposed to hypervigilance in CMY

Worries about experiencing racism and/or discrimination in everday life (%)

At least one worry about experiencing racism and/or

discimination 87.0

Worried about experienceing racism and/or discrimination
in public spaces (e.g. libraries, parks, public transport,
shopping centres)

§1.7

Worried about experienceing racism and/or discrimination
at sports or recreation activities

Worried about experienceing racism and/or discrimination

at work or training 487

Worried about experienceing racism and/or discrimination

at school or study 65.2

0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 100.0

Figure 7.4 Proportion of children and young people who had worries about experiencing racism and/or discrimination
in everyday life in CMY
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Swimming with Sandbags — UNICEF
Study overview

Between 9 July and 4 August, UNICEF Australia engaged with YouGov Galaxy to conduct a second nationally
representative survey of 1289 children aged 13-17 years to understand and track young people’s lived experience
of living through the coronavirus pandemic during 2020.1% To better understand the impact of returning to lockdown
for young people, Victoria was over-sampled with 403 respondents, with 350 being in Melbourne to gain insight
into their particular situation.

Key findings
14% ofallchildrenand young people aged 13-17 years had concerns about racial discrimination and racial inequality
(see Figure 7.5). Across the country, children and young people living in Victoria (16%) had the highest levels of

concerns about racial discrimination, compared to those livingin New South Wales (13%) and Queensland (15%).

Racial discrimination & racial inequality -

0 5 10 15 20 25 30 35 40 45

m NATIONAL mVictoria mNSW Queensland

Figure 7.5 Proportion of children and young people who had concerns
about racial discrimination & racial inequality in UNICEF

Summary, data gaps, recommendations

Self-reported racial discrimination data among children and young people is increasingly being collected, though
progress remains slow. There remains a lack of large-scale prevalence data on self-reported racial discrimination
throughout childhood, adolescence andinto youngadulthood amongAboriginal and Torres Strait Islander populations.
Even less data is available for ethnic minoritised children and young people, with only one cross-sectional study
including sufficient numbers to allow disaggregation by ethnicity beyond a very broad, heterogeneous group. This
isneeded across key settings in which children and youth live, grow, learn and play, and across direct and vicarious
experiences both in person and online.

While new data collections are a major priority, both to document the nature, prevalence and impact of racism
throughout childhood, adolescence and into young adulthood, thereis also high need to analyse existing data from
the datasets included in this report. This includes detailed exploration of the prevalence of racial discrimination
across key saciodemographic characteristics, and settings, associated health impacts, and processes and pathways
by which such healthimpacts occurincludingidentification of key moderatingand mediating factors. Quantification
of the contribution of self-reported racism to inequities in child and youth health is also a research priority that
could be addressed using existing data.

Atwo fold approach whereby new large-scale datais collected to quantify and capture children and young people’s
contemporary experiences of racial discrimination in the current caoronaviruscontext, together with analysis of
existing large scale and longitudinal data, is recommended to inform targeting of future action across policy,
research and practice.
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Evidence for addressing racism among 5-25 year olds

Concepts and frameworks for anti-racism and for addressing racism and
discrimination among children and young people

Thefocus of this section of the reportis onreducing racismand racial discriminationin the lives of 5-25 year olds by
addressingfactorsthat contribute tothe occurrence, persistence and endurance of racism and racial discrimination.
It primarily focuses on addressing racism within the whole community and reorienting systems, policies, procedures,
cultures, attitudes and behaviours — thatis strategies that aim to counter and prevent systemic, interpersonal and
intrapersonal racism. Efforts to deal with the impacts of racism and racial discrimination of course, continue to
be critically important. Racism and racial discrimination affecting particular populations, most notably Abariginal
and Torres Strait Islander children and young people, and children and young people from migrant and ethnic
minoritised backgrounds, remain of high concern. Initiatives such as complaints handling systems and raising
awareness about how to seek justice when experiencing racism, appropriate counselling and support services for
dealing with racism and its effects are all essential. However, while such efforts are vital, they ultimately will not
addressracismatits core.

Aboriginal and Torres Strait Islander sovereignty foregrounded, Nothing about us without us

Aswithall processes of health policy formation and implementation, Aboriginaland Tarres StraitIslander sovereignty
must be foregrounded in all anti-racism action with Aboriginal and Torres Strait Islander peoples, services and
communities engaged as leaders and their strength, capability and humanity made visible.®”

Anti-racismaction thatis specifically directed at addressing racism towards migrant and minoritised ethnic groups
must also engage with those peoples, services and communities.

Children and young people’s voices also need to be foundational across all processes of formation
and implementation.

Address racism explicitly at a systemic, institutional level — Too often interventions focus on addressing
disadvantage and not on the racism that creates, maintains and justifies that state of disadvantage

Race and racism fundamentally shape the way our world and society are structured.*’ Racism and health inequalities
willnot ultimately be redressed by a focus on those who experience racism as the site of intervention. Doing so not
only draws critical attention away from societal, structuralissues andit runsarisk of perpetuating deficit views that
frame Aboriginal and Torres Strait Islander peoples, and people from minaritised backgrounds, as havinginherent
incapacities that require strengthening.*

Anti-racism has been broadly defined as ‘forms of thought and/or practice that seek to confront, eradicate and/
or ameliorate racism’ 1#**4 and as ‘ideologies and practices that affirm and seek to enable the equality of races
and ethnic groups’.1?5126 As highlighted above, differentiating between anti-racism and addressing disadvantage
is essential. Actions to tackle racism and to address disadvantage are related yet distinct and require different
policies and practices. Addressing disadvantage remains critical, and focusing on health and social and economic
participation is crucial in directly mitigating further disadvantage resulting from colonisation and migration
experiences. However, while policies and practices to address disadvantage may also serve to address a form of
indirect racism, they are not able in and of themselves to combat direct forms of racism. Too often interventions,
including at policy and community levels, are geared toward alleviating disadvantage and overlook the racism
that creates, maintains and justifies that state of disadvantage.!?® Addressing direct racism (whether systemic,
institutional, interpersonalorinternalised) requires a specific policy focus on the broader systemicand institutional
structures that reproduce racism.!?
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Multi-level, multi-strategy interventions

Multi-level, multi-strategy anti-racism interventions are considered most effective at producing meaningful,
lasting reductions in racism as well as other forms of structural stigma.*?”*2° However, such programs still are
rarelyimplemented with existinginterventions largely targeting one level of analysis.*'* Moreaver, many programs
targeting one level of action rely on only one mode of intervention rather than combining multiple approachese.g.
training in empathy and perspective taking with promotion of dualidentity. More comprehensive approaches that
combine multiple theories, methods, contents and outcome assessments using rigorous methods are stillan area
of outstanding waork, particularly among children and adolescents.*°

Life-course appropriate

Anti-racism action needs to be appropriate to the developmental needs of children and adolescents and matched
to their social, emotional, cognitive and developmental skills. Effective programs require explicit founding in
developmental theories and current evidence regarding the development of prejudice and inter-groups relations
throughout childhood and adolescence, as well asinto adulthood. Too often thisis not clear orincluded within anti-
racism programs targeting children and young people, which increases potential for doing harm and of reinforcing
rather than countering prejudice and stereotypes.

Understanding how prejudice and intergroup attitudes develop, the extent to which they remain stable throughout
childhood and adolescence, and which thresholds of these are key risk factors for negative behaviours, is needed.
Exploring such questions using longitudinal designs with close links to prevention and intervention programs is
needed to make intervention programs more effective.

Rigorously evaluated, including adherence to the principle of ‘do no harm’

While anti-racism programs have many potential benefits for population health equity and for children, young
people and their families, such programs also have risks and can do harmif poorly designed and implemented. 131132
Specific potentialharmsto children and adolescentsinclude heightened negative emotionsincluding anger, distress
and anxiety among those who are targets of racism, guilt and defensiveness among non-stigmatised groups, and
increased stereatyping and bias and mistrust of other groups.t3t Itisimperative that beforeimplementation programs
undergo high quality effectiveness evaluations to ensure interventions do no harm and do not perpetuate the very
issuestheyareintending toaddress.!* As noted above, ensuring programs explicitly articulate the developmental
theoriesand evidence regarding the development of prejudice and inter-groups relations on which they are based,
even prior toinitial feasibility studies is essential.?** This is a major issue for the field, where often good intentions
prevail over evidence-based approaches.

The policy framewaorksidentified in previous sections, including the National Aboriginaland Torres Strait Islander
Health Plan,** the national multicultural statement,* the Victorian Aboriginal Affairs Framework,? Balit Murrup:
Aboriginal socialand emotional wellbeing framewaork,**and the Victorian Aboriginal and Local Government Action
Plan,**all provide a support, context and guidance for these anti-racism prioritiesjust described. The Productivity
Commission’s Indigenous Evaluation Framework also provides practical guidance on ensuring Aboriginal and
Torres Strait Islander people are central in decision-making and policy and practice evaluation.®® This includes
action onracism.
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Evidence of effective and promising anti-racism approaches

Structural, systemic, institutional anti-racism

Raceandracism profoundly shape the structures, systemsandinstitutions of society. Racismitselfis systemic, with
reciprocal reinforcement across systems and between individual and systemic levels.'**1%5 Above we highlighted
4key distinct but related ways systemic racisminfluences child and youth healthin Australia: education quality and
access, health care quality and access,®” discriminatory incarceration,®” and discriminatory child protection and out
of home care systems. Each of these systems and settings have actionable leverage points to reduce exposure to
systemic racism and promote health equity for children and young people.

Here we focus on strategies for education and health care settings as particular focus areas, though many
recommendations are broadly applicable across settings.

Training health and education professionals in anti-racism

While culturalcompetence and implicit bias training are becoming ubiquitous, evidence suggests they have limited,
if any effectiveness without explicit focus on race, racism and power and without accompanying systemic and
institutional level action. It is critical that health and education professional receive specific training in race and
racism and build racial literacy in order to racism and racial discrimination present via interpersonal encounters
within health care settings and in classrooms, as well as to engender commitment to advocating for structural
change and anti-racism action within communities and institutions.?*13¢ Training that ties the patient-doctor
relationship — or the teacher-student relationship to population-level racial inequalities, going well beyond brief
cultural competency training sessions is urgently needed a focus on the history of race and racialisation and of
race as a political project. Thisis essential to address misconceptions of race as biological or genetic vulnerability
ar that many inequities experienced by Aboriginal and Torres Strait Islander children, and by some ethnic minority
children, are due to socioeconomic factors such as education, income and employment. These discourses persist
within health and medicine as well asin education systems and must be countered to address social and structural
forcesdrivinghealth and health inequities. Any workforce developmentinitiatives must go beyond capacity building
and address the racism and structural discrimination faced by Aboriginal and Torres Strait Islander and ethnic
minoritised staff, and prioritise their safety and their ability to do their work, including addressing issues of race
and racism, without obstruction.

Improved reporting and monitoring of racism and racialised inequalities

Regular reviews and data collection onthe nature, prevalence, impacts of racismin key settings relevant to children
and young people, with child and youth perspectives as central, are needed both to identify areas for action as
well as to create accountabhility for action. This must span self-report data on experiences and impacts, analysis
of administrative and other routine data collection, and monitoring of reporting and complaints mechansisms.
Measurement and reporting of individual and systemic level racism and discrimination and their impacts on child
and youth health must also be prioritised, including analysis of their contributions to child and youth inequities in
health, as well as other outcomes. Regular anti-racism audits of organisations, including healthcare, education,
local government, sport and recreation, and the media and online settings — with meaningful consequences for
inaction are also required and identified as key mechanisms for change.

A critical element of such reporting and monitoring must be culturally safe and sensitive collection and reporting
of data on Indigeneity and on ethnicity as a basic requirement.
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Legal and policy reform

Law and policy reform are ultimately required to address systemic and institutional racism. This includes major
reforms suchasendorsement of the Uluru statement and its recommendations and foregrounding of Abariginal and
Torres Strait Islander savereignty in policy formation and implementation. Commitment to the recommendations of
the coronialinquiries into the deaths of Aboriginal and Torres Strait Islander peoples who have died of preventable
or avoidable conditions in the health system, and the establishment of an Abariginal and Torres Strait Islander
taskforce to oversee implementation is also needed.®” Similar commitments are needed across other sectors,
including education, child protection, policing and youth justice. Human rights and equal opportunity legislation,
institutional ombudsmen and human rights commissioners at state and national levels, and media regulation and
guidelines are also required. At a local level, schools, health care organisations, local government agencies and
organisations, need to develop specificanti-racism policies with embedded accountability metrics. Critically, these
must be led by and with, local Aboriginal and Torres Strait Islander and community cultural groups, including as
appropriate, children and young people.

Funding and commitment to research on the nature and function of race in leading to conditions for racialised
health inequalities throughout life, and across generations, including the embodied consequences of racism, is a
critical priority.?” Given the criticalimportance of childhood and adolescence to lifelong health, and to health across
generations,aswellas the limited research onrace, racism and embodied consequences early in life, such research
much prioritise children and young people.*367:13

Publicationandreporting guidelines that require research, dataand analysis relating to racialised health, education
and social disparities to foreground systemicandinstitutional racism, rather than socioeconomic disadvantage and
othersocialand cultural factors, are another key mechanismto advance structuralandinstitutional change.*367.3¢
This can be enacted across academicjournals and publications, in government and institutional reporting,and ata
local level within healthcare, schools and other community organisations and settings.

Inter- and Intra- personal level anti-racism

The most recent and comprehensive meta-analysis of interventions to reduce prejudice and improve intergroup
attitudesacrossintraandinter-personal levels among children and adolescents was conductedin 2014, yet findings
remain highly relevant.’*® Overall, interventions were found to be generally effective with a small to medium effect
size. However, as the authors identify, most studies use proximal outcome measures, and the majarity of studies
anly examine the immediate effect of programsrather than the long-term effects or the stability of outcomes. This
isaconsiderableissue whenit comes tojustifying such programs as preventative approaches because long-lasting
effects, such asimproved intergroup attitudes and reduced prejudice over time are a key goal.**°

Broadly, the authors suggest that prejudice prevention and promotion of intergroup attitudes are possible via
psychologicaland educationaltraining programsin children and adolescents.'*° But they also caution that as effect
sizesare only moderate, such programs are only one way of dealing with prejudice and negative intergroup relations.
Thisunderscaores theimportance of multi-level, multi-strategy programs and of targeting structural, systemic and
institutional change not only focusing on individual-level attitudes and beliefs.

Importantly, interventions toimprove ethnic prejudice and inter-ethnic attitudes were identified in the meta-analysis
as less effective than those addressing prejudice and attitudes towards people with disability or people who are
elderly. The authors suggest this is likely due to higher levels of perceived threat from ethnic minorities as well as
strongeranti-prejudice norms towards people with disability and those who are elderly than for ethnic minoritiesin
many western nations.'3 While much more warkis needed, and with research to date predominantly coming from
outside of Australia, key learnings of the meta-analysis are highly relevant to the design of anti-racism programs
among Australian children and youth. These are summarised and contextualised below.
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Structured contact experiences and training in empathy and perspective training most promising— but
programs with multi- component and multi-level while including structured contact experiences and training
in empathy and perspective taking, are most likely to be effective

Direct contact and training in empathy and perspective taking are identified as the most promising content
companents, with direct contact leading to better results than vicarious, extended or indirect contact. However,
indirect contact is still effective and often more appropriate than direct contact. Direct contact may benefit
majority students, but only further marginalise and other those from racialised and minoritised groups and lead
to distress and further exclusion. Further, contact alone is considered insufficient for positive effects, whether
programs facilitate personal relationships and friendships between groups also seems a critical success factor.3°
Training in empathy and perspective taking also has a high potential for promoting intergroup attitudes via socio-
cognitive abilities, especially for primary schoolaged children. Moral or values education is seen as also promising,
and recent studies suggest it has a central role in prejudice and intergroup attitude development, however, more
high-quality evaluations are needed. Promoting dual identity, that is a superordinate social category while also
retaining a subgroup identity, has been found to have positive effects, while other forms of social categorisation
training were less effective among preschool and primary school children and simple strategies such as “these
categoriesare notimportant” or “we all belong to ane social group of human beings” are not effective and in some
cases, counterproductive. Designing and testing programs that span multiple program components and multiple
theoretical models, taking into account the mast effective elements such as structured contact experiences and
training in empathy and perspective taking is a high priority. 1%

Programs require trained leaders actively involved — printed materials and unstructured group discussions
produce negative effects

Finally, the meta-analysis identifies two important elements of program delivery linked with success. First,
interventions led by atrainer or leader actively involved in the program administration were much mare effective
thanthose without, regardless of the personinthatrole (e.g., teacher, program author or trained student). Thisis
consistent with wider contact literature in which supervision (or taking an active role) by a person with authority
isconsidered one of the beneficial conditions duringintergroup contact (Tropp & Prenovost, 2008). *3° Second, and
possibly related, the use of printed materials and group discussions were found to produce negative effects. Printed
materials (and increasingly web-based materials) are often used to children teach themselves about prejudice
and intergroup attitudes, as are informal group discussions. This important finding reinforces that programs
with minimal support from the program administrator or convenor are less likely to deliver significant change.'*®

Program leaders need training in race and racism and in developmental theories and evidence regarding
prejudice and intergroup attitude development

It is essential that printed or other materials and group discussions are based on, and guided by, facilitators or
teacherswhoaretrainedin current developmental theories and evidence regarding prejudice and intergroup attitude
development. Critically, teachersand program leaders must also be equipped to understand, and to communicate in
age-appropriate ways, how race and racism operate and relate to power in society and institutions. Thisis a major
gap in current programs and activities that needs to be addressed. As noted above, and reinforced again here by
these meta-analysis findings, the potential for negative effects and to do harmis high.3

Anti-racism needs to be compulsory content across all areas and levels of education, repeated and deepened
according to age and setting and in addition to cultural competence.®

AsBargaille and Lentinrecently wrote ‘Just as young Black and Indigenous children know about police racism, white
childrentoo canunderstand how power works in discriminatory and exploitative ways, not only in the shadowy past,
butinthehereand now. Empowering them to come to theirown understandings of how race works by showing them
real-life examples from the world today is one way to build racial literacy and create, not only empathy, but warriors
for the battle ahead.® This further reinforces the need for not only multi-modal, developmentally appropriate and
evidence-based programs at an intra and interpersonal level, but for multi-level programs that directly address
andtarget systemicandinstitutional levelracismand build racialliteracy and anti-racism capacity of students and
teachers, as well as institutions and systems. These programs can be delivered online and in person and designed
to build anti-racism capacity across settings, e.g. in schools, sport, online.
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Arecent example of such a program with promising evidence of effectiveness is the ‘Speak out Against Racism’
(SOAR) program.

The SOAR programis awhole of school, multi-level, multi-strategy program that aimed to promote effective bystander
respanses to racismand racial discrimination in primary schools. Specifically, it aimed to increase knowledge and
practical skills for proactive bystander responses to racism and racial discrimination and to improve peer social
norms and the school climate regarding racism and racial discrimination. SOAR drew on a multifaceted theoretical
background, spanning theory and evidence onanti-racism, anti-bullying, prejudice reduction, child socio-cognitive
developmentandsocial conflictin schools. Thisincluded evidence that the most effective programs are those that are:
multi-level, considering stigmatised and non-stigmatised groups across intrapersonal, interpersonal and systemic
levels and include all students, those who experience racism as well as those who do not;*?835137 whole of school
approachesthatinclude school policies and guidelines, curriculum and pedagogy, teacher trainingand development,
student support and development, parent and community involvement and monitoring and reporting;** focused
onage-related cognitive skillsand processing such as perspective takingand empathy, multiple classification, dual
identity, moralreasoning (thinkingand feeling about fairness) not only onintergroup contact;**%***increase school
prosocial norms to reduce conflict;**° and sustained and integrated over extended periods of time.*®

SOAR spans 6 mutually reinforcing elements: teacher trainingand development; curriculum and classroom materials;
student supportand development; parentand community involvement; school policies and guidelines; and monitoring
and reporting of racial discrimination.

Teacher training and development: two days of face to face training was provided for classroom teachers delivering
the SOAR curriculumand classroom materials as wellas any otherinterested school staff. These training workshops
were presented by research staff together with staff from a service provider working with schools to support
students of refugee backgrounds. NSW Department of Education staffattended the NSW training and development
workshops. After the training workshops coaching sessions were delivered via phone or online throughout the
program to enable staff to debrief with the research team and troubleshoot any issues.

Curriculum and classroom materials: the SOAR classroom materials constituted an 8-week unit of work thatincluded
suggested activities and questions. The framework for this unit of work and classroom materials were developed
by the research team, then workshopped and refined prior toimplementation with classroom teachers and school
support staff who had experience working with children from culturally, racially and religiously diverse communities,
and reviewed by education department staff. These activities were facilitated in-class by classroom teachers, and
culminated in the development of a class charter on proactive anti-racist bystander action.

Student support and development: the pedagogical approach of the SOAR program had a strong focus on students
as experts and engaged learners throughout. This was foundational to the classroom materials and culminated
in ‘Team SOAR’ student-led sessions for the second half of the program. ‘Team SOAR’ was a team of student
influencers selected by teachers and classmates at the end of the 8-week unit of work to continue to promote
the principles of SOAR. They held student-led meetings to develop materials and activities for their peers and the
wider school community.

Parent and community involvement: Team SOAR students developed activities to engage with parents and the wider
community, and to communicate SOAR principles more broadly.

School policies and guidelines: An audit tool was provided to suppart school leadership to review policies and
guidelines regarding racism and racial discrimination and to develop a plan for future actionin this area. Monitoring
and reporting of racial discrimination: Schools were provided with the opportunity for school-level reports on
survey data and the audit tool encouraged schools to review their monitoring and reporting systems, policies
and guidelines.

A feasibility and acceptability study using a mixed-methods, quasi-experimental evaluated the program across
primary schoolsin NSW and Victorian Studentsin Years 5and 6 (10-12 years) across 6 schools completed surveys
pre- and post-intervention (N=645; 52% female, 6% Aboriginal and/or Torres Strait Islander, 31% Middle Eastern,
African, Latinx, Pacific Islander, or Asian, 52% Anglo/European). Quantitative data showed student prosocial skills
andteacherinterracialclimate improvedinintervention schools compared to comparison schools. Qualitative data
highlighted teacher attitudinal and behaviour change regarding racism, and student reduced interpersonal racial
discrimination, improved peer prosocial norms, commitment to anti-racism, knowledge of proactive bystander
responses and confidence and self-efficacy to intervene to address racism.
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Summary, data gaps and recommendations

Racism need tobe named and addressed explicitly at a systemic, institutional level — too ofteninterventions focus
on addressing disadvantage and not on the racism that creates, maintains and justifies that state of disadvantage.
Anti-racism efforts must foreground Abariginal and Torres Strait Islander sovereignty and leadership. Community
culturalgroupsalsoneedtobeactively involved as architects and leaders in efforts thatimpact their communities.
Ensuring children and young people are actively involved in co-designing anti-racism efforts is also critical. Anti-
racism initiatives also need to be life-course appropriate, that is founded on developmental theories and current
evidenceregardingthe development of prejudice and intergroup attitudes throughout childhood and adolescence.
Too often this is not clear or included within anti-racism programs, which increases potential for doing harm
including reinforcing stereatypes among those from majority backgrounds and causing distress to those already
bearingthe burdenof racism. Itisimperative that prior to large scale implementation programs undergo high quality
effectiveness evaluations to ensure they do no harm and do not perpetuate the very issues they are intending to
address. Thisis a major issue for the field, where often good intentions prevail over evidence-based approaches.

Atastructuralandinstitutional level,including health and education settings, key areas for actioninclude building
racial literacy regarding race, racism and health and founded in developmental theories and evidence. Ensuring
that such work also addresses racism experienced by Aboriginal and Torres Strait Islander staff, and staff from
ethnic minority backgrounds, within these settings is key. Improved reporting and monitoring of racism and
racialised inequalitiesincluding large scale datare racismand discrimination as well as ensuring Indigeneity and
ethnicity data collection. Legal and policy reform, from action on the Uluru statement recommendations and
equal opportunity and human rights mechanismsis also needed. Other priorities include fundingand commitment
toresearch on the nature and function of race and racism for racialised health inequalities across key settings,
including education, healthcare, sport and online and the embodied consequences of racism among children and
young people. Ensuring existing datais analysed comprehensively, and timely collection of new data, are both key
priorities. Publication and reporting guidelines regarding reporting of racialised health inequalities are also needed.

Atinter-andintra-personallevels, prejudice prevention and promotion of positive intergroup attitudes are possible
viapsychologicaland educational training programsin children and adolescents. While the most effective approaches
areacombination ofintergroup contactand trainingin empathy and perspective taking, thereisan ongoing need for
multi-mode and multi-level programs. These need to address both in person and online, cyber-racism as settings
for experiencing racism and for anti-racism action. Consensus is that multi-level, multi-strategy programs that
target structural, systemic and institutional change not only individual-level attitudes and beliefs, and that are
grounded in developmentaland theory and evidence, are most effective, though arerarely implemented and tested.
Evidence alsoindicates that effective programs require active involvement of a trained leader or facilitator, with the
provision of printed or other materials or group discussions not effective, and likely to do harm. The SOAR program
is a program that meets these evidence-based principles. The program was recently piloted in NSW and Victoria
with promising findings. Further testing via a large scale implementation trial is now needed.
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Summary and conclusions

Racismisafundamental cause of health and health inequalities. Children and young people are particularly vulnerable
to racism’s harms. Intergroup attitudes, beliefs and behaviours are also established in childhood, making this a
priority time for action.

Racism harms child and youth health through direct exposure to racismand pathways of stressor exposure as well
as through the structuraland societal legacies of historical and contemporary racism on communities, families
and carers and their access to resources. Racism leads to differential access to socioeconomic resources and to
a broad range of societal resources and opportunities needed for health. Racism can increase exposure to, and
exacerbate negative effects of, otherrisk factors for health. Behavioural, physiological and psychological responses
toracism, aswellasindividualand collective resilience, are alsoimportant mechanisms shaping health outcomes.

Self-reported experiences of racial discrimination are only one indicator of the wider system of racism. The limited
Australian data collected in the last 5 years (2016-2020) underscores the high prevalence of racial discrimination
experienced by children and young people from Aboriginal and Torres Strait Islander backgrounds, and from some
ethnic minoritised groups. However, substantial data gaps remain, and data that does exist is under-analysed.

High quality evidence of effective anti-racism strategies among children and young people is relatively sparse,
although promising approachesand key principles foractionareidentified. Racism must be named and addressed
explicitly at a systemic, institutional level — too often interventions focus on addressing disadvantage and not
on the racism that creates, maintains and justifies that disadvantage. Anti-racism efforts must foreground
Abariginaland Tarres Strait Islander sovereignty and leadership. Community cultural groups need to be actively
involved as architects and leaders in efforts that impact their communities. Ensuring children and young people
are actively involved in co-designing anti-racism efforts is also critical. Anti-racism initiatives need to be life-
course appropriate. Thatis, founded on developmental theories and current evidence regarding the development
of prejudice and intergroup attitudes throughout childhood and adolescence. Not doing so increases potential
for doing harm including reinforcing stereotypes and causing distress. Programs must undergo high quality
effectiveness evaluations to ensure they do no harm and do not perpetuate the very issues they are intending
to address.

At structuralandinstitutional levels, promising anti-racism approaches are initiatives to improve racial literacy
among staff, as well as families and communities, regarding race, racism and health together with developmental
theories and evidence. Improved reporting and monitaring of racism and racialised inequalities including large
scale data re racism and discrimination, organisational audits with accountability for inaction, and ensuring
high quality Indigeneity and ethnicity data collection, are also recommended. Legal and policy reform, including
action on the Uluru statement recommendations and equal opportunity and human rights mechanisms is an
outstanding priority.

Atinter- andintra-personal levels, best available evidence suggests that a combination of intergroup contact and
traininginempathy and perspective takingis most effective. Consensusis that multi-level, multi-strategy programs
that target structural, systemic and institutional change not only individual-level attitudes and beliefs, and that
are grounded in developmental and theory and evidence, are most effective. Evidence also indicates that effective
programs require active involvement of a trained facilitator. Provision of materials or unstructured discussions
are not effective, and likely to do harm.

Theevidence outlinedin this report will enable a more detailed understanding of the response required by VicHealth
and its stakeholders to address racism as a fundamental cause of health and health inequalities for children and
young people.
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