
OVERVIEW

Novel Approaches to Advance
MinorityHealth andHealthDisparities
Research

Several changes are needed to
foster the next generation of
minority health and health dis-
parities research. The impetus for
the changes includes three points:
definition of minority health
and health disparities, the focus
only on social determinants, and
the emerging science of health
disparities research that will lead to
new discoveries.

DEFINITION
CONCERNS

Minority health and health
disparities are related but different
fields of research. Current liter-
ature often assumes that “mi-
nority health” differences equate
to “health disparities” with the
same contributing factors.1

Equating minority health and
health disparities assumes that all
minorities have worse health
outcomes than the rest of the
population; yet, in some impor-
tant conditions, some minority
groups have better health out-
comes than Whites.2 Although
minority health has an assumed
intention and population iden-
tification, health disparities needs
to be defined, and the current
populations of focus clarified.
Health disparities populations are
broader than racial and ethnic
minorities, and include un-
derserved rural residents, pop-
ulations with less privileged

socioeconomic status, and sexual
and gender minorities that con-
front discrimination and social
disadvantage.3 Moreover, there
are multiple terms referenced,
such as health disparities, health
equity, and health injustice,
among others. Reference to
these distinct definitions with
the development of standardized
metrics and measures is needed
to advance both fields of research.
Most current definitions of
health disparities conflate the
potential causes of the disparities
within the definition. These
causes often include social and
structural determinants, which
are examples of etiologic factors
of health disparities, not the
definition.

BEYOND SOCIAL
DETERMINANTS

The current generation of
research in health disparities
needs to expand beyond social
determinants. Studies have
shown the association of bi-
ological and environmental fac-
tors that influence health care
and health disparities.4 Although
social determinants contribute
to poor health and to health
disparities, research findings
demonstrate that health dispar-
ities exist, even without pov-
erty, and with high education
and adequate access to care.5

Expanding the potential con-
tributors incorporates current
knowledge of biology and envi-
ronmental systems, as well as sets
the platform for real-world setting
research that uses complex models
for an enhanced understanding
of etiologic factors that can be
utilized for designing targeted
interventions.

THE EMERGING
SCIENCE

As academic disciplines or
fields of study, minority health
and health disparities are nascent
without classic textbooks, with
selected ad hoc curriculums, in-
complete theory development,
diffuse journals in multiple disci-
plines, and conferences with
limited support. To advance the
next generation of research for
improving minority health and
reducing health disparities, defi-
nitions, measures, contributors,
and theories must be demarcated,
such that a discipline can be so-
lidified and a diverse biomedical
workforce can be propagated.

To achieve this end, the
National Institutes of Health
through the National Institute
on Minority Health and Health
Disparities embarked on a year-
long process to reexamine defi-
nitions for minority health and
health disparities in order
to redefine and distinguish the
two related fields of scientific
focus. These new definitions
require a different approach to
conducting minority health or
health disparities research, which
sets the charge for the science
visioning workshops. These
definitions and results from the
visioning process research col-
lectively provide a framework for
minority health and health dis-
parities to mature into a fully
developed discipline.

Definition of Minority
Health Research

Minority health is redefined as
“health characteristics and attri-
butes of racial and/or ethnic
minority groups (defined by
Office of Management and
Budget), who are socially disad-
vantaged due in part by being
subject to potential discrimina-
tory acts.” Minority health re-
search examines singularly and
in combination the attributes,
characteristics, behaviors, bi-
ology, and other factors that in-
fluence the health outcomes of
minority racial and ethnic groups,

ABOUT THE AUTHORS
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including within-group or ethnic
subpopulations, with the goal of
understanding mechanisms and
improving health.

Minorities continue to expe-
rience social disadvantages seen

as contributors to poorer health
conditions often because of in-
ternalized and external stressors.6

Evidence suggests that African
Americans and Latinos perceive a
prominent level of discrimination

that may even worsen as socio-
economic status improves.7 This
heightened perception may par-
tially explain some actual, as well
as subjective, health outcomes
affected by stressors.

Theoretically, the influence of
social disadvantage and discrim-
ination can be mitigated and
associated stress reduced result-
ing in improved health and
well-being. These constructs

CAUSES EFFECTS

*Health Determinants Health Disparity Outcomes

• Behaviors

• Biology

• Sociocultural

• Physical Environment

• Health Care and Systems

These influence

health disparities

*With substantial

evidence, may be used

as a proxy outcome

measure

• Higher incidence prevalence, including earlier onset or more aggressive progression

• Premature or excessive mortality from specific conditions

• Greater global burden as indicated by population health measures

• Poorer health behaviors and clinical outcomes (related to above)

• Worse self-reported outcomes measures that reflect daily functioning or symptoms

from specific conditions

Tobacco use 

Diet and nutrition 

Preventive health behaviors 

Unprotected sexual intercourse 

Domestic/family violence 

Physical activity 

Substance use, abuse, misuse, and addiction  

Compliance and adherence with prescribed therapy  

Delays in seeking care after symptom awareness 

Living responsibly with infectious disease 

Hygiene/oral hygiene 

Cultural beliefs/schemas 

Religious beliefs/schemas 

Behavioral 

Patient–clinician communication 

Health insurance coverage/policies 

Access to preventive services and 

quality health care 

Disease management and functioning 

status 

Symptom and pain management 

Drug interactions and synergies 

Use of alternative therapies 

Appropriate diagnostics 

Access to emerging technologies 

Access to public health education, 

information, and health alerts 

Precision medicine 

Generalizability of research findings 

Translation of research 

Dissemination and diffusion of research 

results 

Macro-structural stressors (e.g., policies 

and procedures) 

Incorporation of spiritual and

traditional healers 

Institutional discrimination in health care 

Health care system mistrust 

Culturally competent care 

Workforce diversity 

Electronic medical records 

Palliative and end-of-life care 

Living with chronic illness and

comorbid conditions 

Long-term care 

Access to health information/consent in 

primary  language 

Policies and political practices 

Diversity of biomedical/health delivery 

workforce 

Clinical Events and 
Health Care Systems Biochemical 

Genome and epigenome 

Proteome 

Microbiome 

In utero exposure 

Metabolic factors 

Pathogens 

Physiologic responses to stress/allostatic load  

Organ systems 

Nervous system 

Telomere/cellular aging/senescence 

Cellular functions and communication 

Enzymes 

Inflammation 

Demographics 

Endocrine system/hormones 

Biological 

Housing status 
Neighborhood violence 

Unhealthy housing units 
Residence crowding 

Exposure to toxic substances (e.g., pollution, 

radiation, lead, mold, dust mites) 
Aesthetic elements (e.g., trees) 

Access to safe recreational facilities 
Quality of air and water 

Concentration of fast-food outlets and access to full-

service grocery stores 
Public safety (e.g., fire dept., police) 

Occupational conditions and hazards 
Affordability of resources 

Physical Environment  

Employment status and security 
Income 

Housing and food security 
Health insurance status (affordability/quality) 

Social and economic adversity and inequality 

Immigration and legal status 
Geographic location 

Residential segregation 
Educational attainment 

Access to quality education 

Transportation options 
Limited English proficiency 

Health literacy/numeracy 
Discrimination, racism, and stigma 

Health socialization and education 

Psychosocial stressors 
Historical trauma 

Social safety net 
Community reentry (e.g., prison, military service) 

Sociocultural Environment 

HEALTH DETERMINANTS

FIGURE 1—Relationship Between Health Determinants and Health Disparity Outcomes
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provide one justification for
why minority populations
should be studied, regardless
of disparities.

Definition of Health
Disparities

The proposed novel defini-
tion of health disparity is “a health
difference that adversely affects
defined disadvantaged popula-
tions, based on one or more
health outcomes.”The outcomes
identified for the new definition
are

1. higher incidence or prevalence
of disease, including earlier
onset or more aggressive
progression;

2. premature or excessive mor-
tality from specific conditions;

3. greater global burden of dis-
ease, such as disability adjusted
life years, as measured by
population health metrics;

4. poorer health behaviors and
clinical outcomes related to
the aforementioned; and

5. worse outcomes on validated
self-reported measures that
reflect daily functioning or
symptoms from specific
conditions.

This novel definition seeks to
delineate causes from outcomes
resulting in a health disparity,
which is distinguishable from
other existing definitions that
often conflate the two. It advo-
cates for an approach including
biological, cultural, and envi-
ronmental determinants that
impact a health disparity and—
within the context of health
care—that is multidisciplinary
regarding how knowledge is
translated into interventions
to reduce health disparities.
Figure 1 illustrates health de-
terminants as contributing
factors on the adverse health
disparity outcomes.

Mechanisms Leading to
Health Disparities

Social determinants, such as
poverty and lack of access to care,
have been the focus of health
disparities research for decades.
Today, it is known that health
disparities may exist even when
minorities have higher socio-
economic status, are highly ed-
ucated, and have adequate access
to care, which suggest that ad-
ditional factors, such as biology,
cultural, and environmental in-
teractions and interpersonal and
structural discrimination, may
contribute to the disparity.1 Al-
though social determinants con-
tinue to be critical components,
scientific advances suggest addi-
tional health determinants need
to be considered in multilevel
etiologic analyses to understand
the contributors of health dis-
parities. The following health
determinants are domains of in-
fluence or mechanisms that affect
health disparities: behavior and
lifestyle, biological factors, so-
ciocultural environment, physi-
cal environment, and health care
and related systems.

Complex System Analysis
The comprehensiveness of the

health determinants advocates for
more complex systems analyses
reflective of real-world settings in
health disparities research. The
field must advance to a multilevel
andmultifactor analytic approach
to identify relevant components
that can be used to design tar-
geted interventions that may
have a more sustainable impact.
As a result of the definitions and
this more complex approach,
measures and metrics need to be
determined and standardized,
and advanced methodologies
need to be used to design and
analyze multilevel real-world
hypothesis testing of initiatives to

improve minority health and
reduce health disparities.

CONCLUSIONS
The next generation of re-

search needs to implement these
operational definitions to con-
struct research projects to im-
proveminority health and reduce
health disparities. Once that
premise is determined, more
complex models of analyses
would be needed to better un-
derstand the impact of multiple
and interacting health deter-
minants on health disparities. As
a deeper understanding of the
etiology or mechanisms of mi-
nority health and health dispar-
ities are known, better and
complex interventions may be
designed to improve minority
health and to reduce or eliminate
health disparities more effec-
tively. To launch this next gen-
eration of minority health and
health disparities research, the
National Institute on Minority
Health and Health Disparities
led the science visioning
workshops.
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Eliseo J. Pérez-Stable, MD

CONTRIBUTORS
D.G. Duran oversaw content develop-
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