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transformational contribution to oral health research synthesizing a wide array of conceptual, methodological, and disciplinary concerns
and offering strategies to improve scientific inquiry. The Consensus Statement explicates global oral health equity as a foundational
concern of our field. Given this context, a key concern is missing from the statement: oppression!
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The Consensus Statement on Future Directions for the
Behavioral and Social Sciences in Oral Health (Consensus
Statement; McNeil et al. 2022) is a transformational contribution
to oral health research synthesizing a wide array of concep-
tual, methodological, and disciplinary concerns and offering
strategies to improve scientific inquiry. The Consensus
Statement explicates global oral health equity as a foundational
concern of our field. Given this context, a key concern is miss-
ing from the statement: oppression!

The omission of oppression is striking given recent global
events, particularly minoritized groups’ disproportionate
impacts of COVID-19 and ongoing freedom struggles,
including ethnoracial justice, antiauthoritarianism, and sover-
eignty rights. Equity-oriented agendas urgently need to
address oppression.

We understand oppression as how institutionalized power
and privilege categorizes groups of people hierarchically based
on otherwise value-neutral characteristics (Bowleg 2012;
Feagin 2013). People are conditioned to see themselves and
others as superior or inferior and are selectively subjected to
benefits and harms. As a US-born-and-raised anthropologist
(SER) and political scientist (EF), we are particularly familiar
with how oppression manifests as anti-Black racism. We also
appreciate that histories and practices of oppression—colonial-
ism, capitalism, caste, colorism, citizenship, religiocentrism,
misogyny, gender binarism, heteronormativity, and normative
able-ness—are neither unique to the United States nor limited
to racism. While in this editorial, we consider structural racism
and institutional white supremacy as foundational oppression,
we advocate an intersectional understanding of global oppres-
sion (Jamieson 2021; Kelly et al. 2021) in how we conduct
research.

Emerging work in oral health research holds promise to
advance equity and address racism—its forms, measurement,
and effects in population health, workforce development, and

scientific inquiry. Scientific fields, including our own (Bastos
et al. 2020; loannidou and Feine 2020; Evans and Smith 2021;
Jamieson 2021; Fleming, Bastos, et al. unpublished), are inter-
rogating their legacies of racism and oppression. The omission
from the Consensus Statement' simultaneously reflects the
dominant intellectual history of the field, at least in the United
States,? and left us wondering: where is our accounting for
racial justice epistemologically and ethically?

We propose grounding behavioral and social sciences of
oral health in an antioppression understanding of equity. Any
future for oral health research that does not situate itself as
such is obsolete. We need frameworks that compel us to inter-
rogate critically how structural racism and institutional white
supremacy affect our field’s approach to inquiry. Inspired by
James Baldwin, we critique our field because we love it enough
to hold it accountable and inspire liberation.

The Consensus Statement correctly argues that operational-
izations of social determinants of oral health “frequently ignore
social and political theories of power and inequalities” (McNeil
et al. 2022). However, it perpetuates a conceptual and method-
ological error: naming race as a social determinant rather than
the more valid construct racism. Race is a scientifically unjusti-
fiable marker rooted in the transatlantic moment of African cap-
tives and inconsistently applied and manipulated across history
(Braveman and Parker Dominguez 2021). A proxy variable,
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race offers little explanatory power for the causes or distribu-
tion of disease. Conversely, racism encapsulates self-perception
and interpersonal relationships as well systems and institutions
(Bailey et al. 2017). Racism underlies health conditions across
the life course: oral health outcomes, comorbid conditions, and
mediating circumstances (American Association of Public
Health Dentistry 2021; Braveman and Parker Dominguez 2021;
Jameson 2021). Oral health scholars who quantify population
health should consider how peers in public health, medicine,
and other fields operationalize structural racism as a construct
for statistical analysis (see Bailey et al. 2017 and citations in
Braveman and Parker Dominguez 2021 and Kelly et al. 2021).

Addressing structural racism requires vigilantly and humbly
assessing potential impacts of our intentions, which may reflect
tacit—or willfully ignored—manifestations of oppression such
as hegemonic ideas about what constitutes expertise. Health
interventionists have long fretted “motivating” research partici-
pants, characterized as “ambivalent about change, or unaware
that change is needed” (McNeil et al. 2022). Such pronounce-
ments overlook ontological hierarchies and how oppression
shapes individual “choices” predisposing to disease, including
epigenetic expression. We need epistemologically and method-
ologically diverse research and researchers—to trust research
participants’ logics within their sociopolitical and historical
contexts, in particular oppression (Bastos et al. 2020; Muirhead
et al. 2020; Jamieson 2021; Kelly et al. 2021).

The authors’ wise advocacy for “high-quality research that
is both theoretically sound and clinically and socially relevant,
with subsequent translation into practice” (McNeil et al. 2022)
can be strengthened through grounding in antiracist praxis.
Statistical methods used to evaluate interventions have, histori-
cally, too often derived from Western positivist traditions that
fail to theorize or operationalize oppression in the causal path-
way. We can enrich research rigor and relevance by introduc-
ing oral health interventions that target institutional and
structural racism, as well as internalized and interpersonal®
(see Brown et al. 2019), and evaluating them using validated
measures (see Fleming, Brody, et al. in press), diverse empiri-
cal lineages (e.g., body mapping or interpretive self-narration),
and community-engaged approaches.

The Consensus Statement lightly acknowledges power. We
implore our fellow social and behavioral scientists, dental
researchers, clinicians, educators, and policy makers to turn
the mirror on ourselves. We must consider how we

e hold, share, or cede power in developing research and
funding agendas;

e formulate research questions, as well as design and
implement studies;

e review funding applications and journal articles;

e work with diverse community partners whose exper-
tise, knowledge, and lived experiences complement,
constructively challenge, and strengthen our own;

e mentor research team members, particularly minori-
tized and marginalized students; and

e hold society’s power centers (professional associations,
research institutions, academic centers, funders, payors,

and dental practitioners) accountable for their social
obligations to advance reparative oral health equity and
universal basic care.

Approaches rooted in cultural humility and structural com-
petency hold promise in training current and future research-
ers, clinicians, and other stakeholders (Kelly et al. 2021; see
also Bastos et al. 2020; Muirhead et al. 2020). Oral health
scholars must also adopt antiracist publishing standards in
journals and expand funding opportunities to support these
efforts.

On May 27, 2021, the World Health Assembly passed a
watershed resolution on oral health. Work remains in the
broader field of oral health research and practice to deepen our
analyses of—and actions on—racism, oppression, and institu-
tional white supremacy. We take heart and inspiration in recent
developments, including literature from Consensus Statement
authors, work from other disciplines, and the Consensus
Statement’s lead authors’ invitation that we contribute this edi-
torial. We look forward to collaborating in the words of the
Reverend Dr. Martin Luther King Jr. to bend the arc of oral
health’s moral universe toward justice, however long it takes.
Onward, together.

Author Contributions

S.E. Raskin, contributed to conception, design, data acquisition,
analysis, and interpretation, drafted and critically revised the man-
uscript; E. Fleming, contributed to conception, design, data acqui-
sition and interpretation, drafted and critically revised the
manuscript. All authors gave final approval and agree to be
accountable for all aspects of the work.

Acknowledgments

We gratefully acknowledge Dan McNeil and Cameron Randall for
their approachability, humility, advocacy, and embrace of an
equity so visionary that we may all welcome critique to advance
justice as well as scholarship. As lead authors of the cited McNeil
et al. (2022), they were consulted in the proposal, development,
and writing of this opinion piece and championed its concurrent
publication alongside the Consensus Statement on Future
Directions for the Behavioral and Social Sciences in Oral Health
in this issue of JDR.

Declaration of Conflicting Interests

The authors declared the following potential conflicts of interest
with respect to the research, authorship, and/or publication of this
article: Supported by DentaQuest Corporate Giving and the
CareQuest Institute for Oral Health Advancement. S.E. Raskin
serves on the American Association of Dental Research Ethics
Committee and the Virginia Health Catalyst’s Future of Public
Oral Health leadership team.

Funding

The authors received no financial support for the research, author-
ship, and/or publication of this article.



618

Journal of Dental Research 101(6)

ORCID iDs
Sarah E. Raskin

Eleanor Fleming

https://orcid.org/0000-0002-1652-6678
https://orcid.org/0000-0003-0566-0262

Notes

1. Table 1 in McNeil et al. (2022) rightly enumerates some of
these research areas. We applaud its development after oral
health researchers and institutions endorsed the original
statement and during the lead authors’ initial review of this
commentary.

2. By dominant, we mean a field that, like many others, origi-
nated and matured in institutional white supremacy. Scholars
from minoritized backgrounds have produced more expan-
sive and diverse social, clinical, and historical research for
many decades, for example Dummett (1974, 1996).

3. Bailey et al. (2017) define structural racism as an overarch-
ing societal force in which discriminatory systems in both the
material sense (e.g., housing, policing) and the nonmaterial
sense (e.g., media) reinforce each other and deepen discrimi-
natory values and resource distribution. This reinforcement
happens in both institutional spheres (e.g., policies and pro-
cedures in public and private settings, for example, courts of
law and private employers) as well as interpersonal spheres
(e.g., implicit bias).
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