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Abstract

Racial oppression’s institutional and interpersonal levels have had a substantial amount of
empirical attention. Little is known, however, about internalized racism and the paths through
which it has such negative effects on mental health. In this study with 226 participants who self-
identify as Black we focus on internalized racism’s effect on depression and propose explanatory
processes through which this effect is carried out. We argued that this detrimental effect happens
though internalized racism’s limiting power over positive identity mechanisms. Specifically, when
exploring family resilience and collective action’s role in this association, results showed that
internalized racism’s effect on depression was mediated by family communication and problem
solving dimension of family resilience. The support for the Black Lives Matter movement was also
a significant mediator, but was, however, positively associated with depression. Clinical

implications are discussed.

Keywords: Colonial Mentality, Racism, Family Resilience, Collective Action, Depression.



Resumo

Os niveis institucional e interpessoal da opressdo racial tém recebido uma quantidade substancial
de ateng¢do empirica. Pouco se sabe, no entanto, sobre o racismo internalizado e os caminhos pelos
quais ele tem efeitos tdo negativos na saude mental. Neste estudo com 226 participantes que se
autocategorizaram como Negros, nos debrucamos sobre o efeito do racimo internalizado na
depressdo e propomos processos explicativos pelos quais esse efeito acontece. Argumentamos que
esse efeito prejudicial acontece através da limitagdo que a internalizagdo do racismo impde sobre
a mobilizacdo de mecanismos identitarios positivos. Especificamente, ao explorar a resiliéncia
familiar e o papel da acdo coletiva nessa associagdo, os resultados mostraram que o efeito do
racismo internalizado na depressdao foi mediado pela dimensdo da “comunicagdo resolugdo de
problemas” da resiliéncia familiar. O suporte ao movimento do Black Lives Matter também mediou
significativamente esta relacdo, no entanto, mostrou-se positivamente associada a depressdo. As

implicagdes clinicas desses resultados sdo discutidas.

Palavras-chave: Mentalidade Colonial, Racismo, Resiliéncia Familiar, A¢ao Coletiva, Depressao.
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“If growing up is painful for the Southern Black girl, being aware of her displacement is the rust
on the razor that threatens the throat.”

Angelou (1997, p. 2)

We zoom into the rust in Angelou’s razor as we dwell with the consequences of racism for
Black people. We flip that image to imagine another razor being held from the inside of the little
Black girl’s throat. One that embodies internalized racism. Psychology - it has been argued - is the
best equipped field to assess this internalized dimension of racial oppression, and yet, it seems to
have lagged in research addressing this construct (David et al., 2019). In this paper we describe a
conceptualization of internalized racism within a post-colonial context. We also propose
explanatory mechanisms that help better understand the processes leading to negative outcomes in

Black people’s mental health as a result of internalized racism.

Institutional, Interpersonal and Internalized Racism

The definition of prejudice and its forms of social expression have been updated and
modified over the years. Allport’s classical definition (1954, p. 9) described it as a hostile attitude
towards someone based upon a “faulty and inflexible generalization” of their belonging to a certain
socially devalued group. Pettigrew and Meertens (1995) later added the notion that these attitudes
tend to form ideological pillars that justify the practice of discrimination.

There are as many forms of prejudice as there are socially devalued groups (e.g. sexism,
homophobia, xenophobia) (Lima & Vala, 2004). Moreover, the plurality and diversity of one's
social group belonging regarding race, class, gender, sexuality, ethnicity, nation, ability, age, etc.,
can operate not as individual entities, but rather, as a “reciprocally constructed phenomena”
(Collins, 2015, p. 1). Known as intersectionality, this construct reflects more complex social
disparities (e.g. prejudice against Black lesbian woman). However, to understand this global effect,
it is possible to make clippings of each one of these domains in particular. In this paper we will
focus on the racialization aspect. Racial prejudice is a form of prejudice that targets specific groups
or individuals defined by physical or phenotypic characteristics (Lima & Vala, 2004). Racism,
although derived from this form of prejudice, is much more complex than an attitude. It is a
hierarchization process of exclusion and discrimination through which a physical characteristic is

abusively interpreted as directly associated with an intrinsic characteristic, promoting an



objectified understanding of racialized features (Lima & Vala, 2004; Riggs & Augoustinos, 2005).
Not only does racism categorize external and internal characteristics, it also sets very clear grounds
of who belongs and who does not, by a system of oppression that in Western societies is
perpetuated by post-colonialism (Jordan, 2021; Nkrumah, 1965).

Accordingly, not only the groups or persons targeted by prejudice and racism are
determined by social and historical contexts, but so are its forms of expression and its mediators.
In the ages of slavery and colonialism, racism was openly expressed without any social resistance
from White societies (Fanon, 1963). After World War I, the Declaration of Human Rights (1948),
for one, embodied the rise of new social norms, which obligated a shift in the way racism was
expressed. Alongside traditional forms of blatant racism (e.g., Jim Crow laws, Wilkerson, 2020),
new forms of subtle and indirect racism emerged. These include: symbolic racism (Sears & Henry,
2005), modern racism (McConahay, 1986), ambivalent racism (Katz, 1981), subtle prejudice
(Pettigrew & Merteens, 1995) and aversive racism (Dovidio & Gaertner, 1986). These
conceptualizations try to capture the phenomenon of White people acting unawarely racist, or
acting racist only when there are no norms in the context signaling egalitarian values, or even when
racism is followed and legitimized by the use of apparently non-racist justifications (e.g. threat).

Social psychologists have long focused on this personally mediated level of racism, where
one individual, or group, intentional or unintentionally perpetuates discriminatory acts and/or
assumptions towards others according to their race (Shelton, 2000). Although this may frequently
be the most explicit representation of racism (Jones, 2000), theoretical frameworks from various
social sciences have described different ways through which this oppression system is perpetuated
and their relevance to understanding the complexity of the phenomena (for a review see Paradies,
20006).

This direct expression of racial prejudice is deeply embedded in a normative and structural
system present in most Western societies. The institutional level of racism does not require an
identifiable operator since it manifests itself through custom practices and values, generating racial
disparity in access to opportunities, services and goods (Jones, 2000).

Because racism is pervasive and simultaneously interpersonal and institutional, there is
another dimension that doesn't seem to have received the same amount of empirical attention. It is
the consequent acceptance by the members of the racialized group of the negative messages,

attitudes and beliefs perpetuated by the White dominant society about one's abilities and worth



(Jones, 2000; David et al., 2019). The first scholarly account of internalized racism is believed to
be dated to as early as 1903 with Du Bois's (1989, p. xiii) double consciousness theory. This notion
was introduced to describe the psychological conflict experienced by Black people when trying to
integrate their American identity, when that identity in itself was embedded by anti-Black
stereotypes and representations. Du Bois argued that the impossible solution of this identity
conflict may lead to the internalization of anti-Blackness amidst Black people whilst devaluating
themselves and their group (James, 2020).

In 1939, Clack and Clark published their classic doll study, considered to be the first
empirical study on internalized racism. From a pair of white or dark skinned dolls, 66% of a sample
of 200 African American preschool children preferred the white doll. That indicated not only how
membership to a stigmatized group can affect children's self-concept, but it also showed that the
internalization of the alleged inferiority of their racial group can be witnessed at very young ages

(Clark & Clark, 1939).

Colonial Mentality as Internalized Racism

Fanon (1967) went a step further and analyzed internalized racism in the context of
colonialism, exploring the psychological experiences of the populations who have suffered
colonization by European countries. Colonialism happens when foreign people forcefully enter a
territory and implement a system of institutions that imposes its superiority and the native
population’s inferiority (e.g., language, religion, etc.) (Ashcroft, 2012). This institutional
imposition then supports structures, which socioeconomically privilege the colonizer and further
reinforce a hierarchical dynamic that perpetuates inequality and oppression. Fanon advocates that
this process culminates in the internalization of the inferiority of the native people and the
acceptance of the alleged superiority of the colonizer’s culture, in the emergence of a colonial
mentality (Fanon, 1963).

This type of internalized oppression is particularly complex as the admiration for the
colonizer, and its romanticization, culminates in a psychological and social conflict of impossible
resolution. In effect, the idealization of another in which we do not recognize ourselves leads
simultaneously to the depreciation of one’s own heritage and belonging, and the frustrating
acknowledgement of the impossibility of becoming like him (Utsey et al., 2015). Colonial

mentality is, therefore, a broad and multidimensional construct that can manifest itself through the



depreciation of the self, the depreciation of one's own culture and/or body, the discrimination of
ingroup members, the tolerance of historical and current oppression marks (Nadal, 2020), or even
the admiration for the colonial legacy (Boahen, 1987).

Empirically, colonial mentality was initially tested with Filipino populations in the U.S.A.
(David & Okazaki, 2006), which resulted in a measuring instrument. Utsey et al. (2015) later
revised and adapted this scale to Ghanaians as previously colonized African populations. The
Colonial Mentality Scale - Ghana operationalizes the construct in four factors: (1) within-group
discrimination - the level of discrimination towards members of the ingroup who have adopted
less colonial values, (2) physical characteristics - the depreciation of one’s own body traits and
that of the members of the ingroup, (3) colonial debt - the acceptance and tolerance of historical
and current oppressions marks fueled by colonialism and it’s legacy, and (4) internalized cultural
shame and inferiority - the inferiorization and shame experienced towards one’s own culture.

Colonial mentality, or other forms of internalized racism, is dangerously linked to the
condemnation of the authentic and integral expression of the self, and a consequent sense of
inferiority that can permeate a person's psychological and social functioning at many levels (Utsey
et al., 2015). We examine key consequences concerning identity construction, education, and
health.

At the identity construction level, the internalization of racism has been associated with
difficulties in constructing one's ethnic identity (Cokley, 2002; Hipolito-Delgado, 2016) and with
low levels of connection and belonging to the ethnic group (David & Okazaki, 2006). Education-
wise, there seems to be an association between the internalization of racism and the lower value
attributed to education, lower academic self-concept and worse school performance (Robertson,
2018).

Concerning health variables, internalized racism is associated with both poorer physical
health (with increased risk of obesity (Rivera & Paredez , 2014), and overall mental health (Jones,
2000). Namely, it was found to be directly associated with decreased psychological well-being
(Ferrera, 2016), decreased self-esteem (Cross & Frost, 2016), higher levels of stress related
symptoms (Cort et al., 2009), and higher indicators of hopelessness (Grace, 2013). People who
internalize racism more have been pointed to as being both directly (Mouzon & McLean, 2017)

and indirectly (James, 2016) at higher risk of presenting depressive symptoms.



In addition, Graham et al. (2016) also found that internalizing racism could be a path
through which frequent anti-blackness experiences influenced poorer health outcomes, such as
increased anxiety symptoms. Higher internalized racism was also associated with an increase in
negative religious coping, which in turn was associated with higher psychological distress. That
can indicate that individuals who have internalized racism may believe they deserve the adversities
they experience, fueling more harmful coping styles (Szymanski & Obiri, 2010). Pointing to the
same direction, both Kim and Lee (2014) and Tuazon et al.’s (2019) studies found that individuals
who internalized racism more, have more negative attitudes towards seeking professional
psychological help.

Some of these findings were replicated when addressing internalized racism in the form of
colonial mentality. Greater indicators of colonial mentality have been associated with the
development of depressive symptoms (David & Nadal, 2013; Utsey et al., 2015; David, 2019),
lower individual and collective self-esteem (David & Okazaki, 2006; Utsey et al., 2015) and higher
anxiety levels (Utsey et al., 2015).

To sum, not only is the internalization of racial oppression both directly and indirectly
associated with health deterioration variables, it also adds a dangerous barrier to the help-seeking
process and other possible protective factors, for those who experience it. Although
acknowledging the multifaceted ways through which racism can endanger Black people’s overall
well-being is relevant to provide more effective responses to it, exclusively focusing on oppression
may imply that people who suffer under it do/did not persist (Haslam & Reicher, 2012). In this
paper, by a systemic approach to the issue, we will focus on how different levels of group

belonging resistance can impact these negative outcomes.

Group Belonging and Social Cure
Social psychologists have long focused on the notion that group belonging is an important
dimension of humans' healthy development and well-being. For one, the Social Identity Theory
(Tajfel & Turner, 1979), supports the idea that we organize the world in social categories that
provide us with a lens to understand the groups in which we belong (and what we are), and those
in which we do not belong (and what we are not). The social identity that results from this
organization is an important part of self-concept. A positive social identity is only possible if

ingroup characteristics can be favorably compared to outgroup characteristics and/or if the group



disposes of other strategies to obtain a positive social identity (Tajfel & Turner, 1979). In sync,
Lineville’s (1987) work shows that the more complex our self-representation is, the more resources
we have to deal with stressful events, a crucial protective factor of psychological health.

Based on these ideas, Jetten et al. (2012) proposed a framework, labeled social cure, to
support the relevance of group belonging in an individual's well-being and overall health. The new
Health and Social Psychology redefines the notion of social identity, emphasizing its health
benefits and reframing it as a resource. This approach suggests that the process of social
identification to a group makes it meaningful and psychologically valuable, and that the subjective
sense of belonging to it can be an important physical and psychological health
promoting/protecting factor (Wakefield et al., 2019). In short, group membership (and the social
identity that results from it) has the capacity to function as a “social cure” because it provides “self-
esteem, belonging, meaning and a sense of purpose, control and efficacy in life”, which
consequently leads to an increase in overall health (Jetten et al., 2017, p. 4).

There is substantial empirical evidence supporting the social cure framework and the
various paths through which group membership can positively affect an individual's well-being.
For one, Cruwys et al.’s (2014) show how social connectedness is a key factor underlying the
development and treatment of clinical depression. These authors argue that social identification is
the pathway through which social relationships impact depression, because a positive social
identity springs individuals to nurture meaning to life, provide and receive social support, facilitate
social influence and develop a sense of belonging. All of which, according to these authors, are
antithetical to depression. In tune, social identities have also been associated with a plethora of
health-related outcomes, as risk related to sexual behavior (Campbell, 1997), symptom appraisal
(St. Claire et al., 2008), adjustment to life cycle changes, among others (for a review of
consequences see Haslam et al., 2018).

Notwithstanding because social identities are central to human development and
psychological functioning, they can be both beneficial and/or detrimental to health. If the group is
stigmatized, the relationships built within the group are insecure and fail to provide social support
or if the group promotes unhealthy norms, group belonging can become a source of stress, shifting
to what some scholars have coined as a “social curse” (Jetten et al., 2017; Wakefield et al., 2019).
When belonging to a racialized group, racism has been associated with poorer overall mental and

physical health (Paradies et al., 2015). However, even though the historic and contextual



circumstances of the group do seem to affect the well-being of those who identify with it, having
a positive social identity derived from pertaining to that group has been shown to buffer the effect
of discrimination on psychological health (Shelton et al., 2005).

In addition to these individual outcomes, Haslam & Reicher (2012) highlight in their social
identity model of resistance dynamics how the feeling of “us-ness” that arises from pertaining to a
group can also power the readiness to promote change at societal levels. They argue that in low-
status groups, the bond constructed through shared social identities can set the grounds for the
organization (around effective leadership and sufficient external support) required to challenge
oppression, and promote social change.

In sum, the degree to which social identities affect individuals’ overall well-being and
capacity to resist oppression contexts (Haslam & Reicher, 2012) can vary to the extent to which
they identify with the group, and the group’s availability to nurture healthy norms and secure social
relationships (available to provide social support) within itself (Jetten et al., 2017). As such, we
will first focus on the individuals’ most important relational system - the family (Minuchin et al.,
2007), and discuss it from a racial resistance standpoint. Second, we will zoom out to the societal

level of group belonging and consider collective action as a more macro form of resistance.

Family and Family Resilience

In most societies, the family unit is the first social group to which an individual is
introduced and with which they most meaningfully identify. The family group is, therefore, a
central agent of socialization and cultural transmission, that sets the ground for an individual's self-
definition and understanding in society from a very young age (Sani & Bennett, 2009). From a
social cure perspective, a person's subjective sense of belonging to their families, integrates and
complexifies social identity, playing a key role in this health resource. Moreover, higher family
identification has been associated with lower levels of loneliness, anxiety and depression, as well
as to higher levels of general health, psychological well-being and satisfaction with life (Sani,
2012). However, families in different phases and contexts may experience periods of more or less
resourcefulness (Walsh, 2003), which may then hinder or facilitate their members’ positive
identification to it, and consequent curing potential of the relationships among family members

(Sani, 2012).



Walsh’s work (Walsh, 1996; 2003; 2016; 2019; 2021) offers an insight into the variables
that may impact family’s availability to respond adeptly to its members’ needs and to stressful
events. The concept of Family Resilience, highlights the family’s capacity to “withstand and
rebound from adversity, strengthened and more resourceful” (Walsh, 2016, p. 2). From Walsh’s
standpoint, the family’s social, cultural and spiritual resources have the potential to facilitate
coping and promote positive growth in response to experiencing a crisis situation or persistent life
challenges (Walsh, 2019). Although some families may experience more severe trauma or more
frequent exposure to life challenges (we argue that is the case of families in stigmatized groups,
such as Black families in Portugal), a family resilience perspective is grounded on the idea that
every family has the potential for positive growth (Walsh, 2021). This concept is necessarily
contextual and focuses on the transformational process, meaning the family’s vulnerabilities,
strengths and progress can only be accessed through each family’s challenging situation and
resources (Walsh, 2016).

In an attempt to transpose this clinically grounded theory to the broader dimension
addressed by social psychology, there seems to be a parallel between Walsh’s argument and
Haslam & Reicher (2012) analysis. By examining several rebellion case studies and revisiting
mainstream social psychology theories (such as the social identity theory), the author’s main
conclusion was that “resistance is always possible, even in the most unequal and the most
repressive of situations” (Haslam & Reicher, 2012, p. 173). Neither Haslam & Reicher (2012), nor
Walsh (2021) mean to belittle the struggle encountered by families and other social groups who
live under structural oppression systems, or to imply that we should not focus on the mechanisms
through which many types of social adversities are maintained. Instead their goal seems to be to
highlight the existence of the path through resistance and provide a better understanding of “when”
and “how” it happens, and thereby expand the locus of both social and clinical interventions. This
analogy sparked our framing of family resilience as one that is more aligned with the concept of
resistance, than it is with individual resilience.

By incorporating a relational dimension, family resilience fills multiple gaps identified in
the original construct of individual resilience. Early theory and research on resilience focused on
individual traits of people who appeared to be more capable of recovering from stress and trauma
(Heller et al., 1999). This has been problematized by many authors that argue the lenses used to

define resilient functioning are based on a limited range of performance metrics, thereby



suggesting that there is a right and a wrong way to adapt to adversity (Mahdiani & Ungar, 2021).
This notion has been criticized for scoping this so-called “positive” coping behavior as one that is
socially desirable and eurocentrist. In racialized populations, for instance, this individualized
vision of resilience has been described as a vehicle through which the process of “othering” is
legitimized, placing a biased and pathologizing view over members of stigmatized groups as being
in need of resilience support (Sims-Schouten & Gilbert, 2022).

It is thus urgent to reframe resilience, taking into account the contextual and multifaceted
effects of different sources of stress on well-being and the plurality of adequate responses
(Mahdiani & Ungar, 2021; Sims-Schouten & Gilbert, 2022; Santos, 2022). Sims-Schouten and
Gilbert (2022) argue that a possible way to address this issue would be to acknowledge that
resistance is an adequate response in the face of injustice, and therefore should also be considered
resilience. From our understanding, the notion of family resilience does that by rejecting the
pathologization process of those who are labeled as “less resilient” as it shifts the perspective from
viewing families as “damaged” to addressing them in their challenged context and emphasizing
their growth potential through collaborative efforts (Walsh, 1996). This is the notion of resilience
that we endorse, and in which this paper relies.

Empirically, when addressing families through their growth potential, family resilience has
been associated with positive psychological outcomes through different populations in a variety of
challenging settings. In breast cancer survivors, family resilience has been associated with higher
quality of life and post-traumatic growth (Brivio et al., 2021; Li et al., 2019). In mothers of children
with developmental disorders, it moderates the relationship between maternal distress and the
children's developmental disorder severity (Suzuki et al., 2018). In adolescents, it moderates the
effect of bullying victimization, on anxiety, depressive and somatic symptoms (Choi, 2022).

To do so, the family resilience framework suggests that the family can mobilize its
resilience through nine coping strategies organized into three main domains: The first, belief
systems, refers to making meaning of adversity, having a positive outlook and transcendence and
spirituality. The second, organizational patt