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Calling for
a Bold New
Vision of Health
Disparities
Intervention
Research

In 2003, the National Cancer
Institute (NCI), the National In-
stitute of Environmental Health
Sciences, the National Institute on
Aging, and the Office of Behav-
ioral and Social Sciences Re-
search established the Centers for
Population Health and Health
Disparities (CPHHD) Program in
response to a strategic priority at
the National Institutes of Health
(NIH) to better address inequities
in health among underserved ra-
cial, ethnic, and poor popula-
tions.1 In 2009, NCI; the National
Heart, Lung, and Blood Institute;
and the Office of Behavioral and
Social Sciences Research part-
nered to continue the Program.
This time they focused on
addressing inequities in cancer
and heart, lung, and blood dis-
eases. The objectives of the 10
current CPHHDs are to develop
and test multilevel interventions
to reduce health disparities, to
use community-based participa-
tory research (CBPR) principles,
to train a new generation of
transdisciplinary researchers in
collaborative team science, and to
promote translation and broad
dissemination of evidence-based
strategies into practice and policy.

Over the past five years, we,
the Principal Investigators of the
current CPHHDs, have drawn
upon diverse scientific disci-
plines, populations, and geo-
graphic regions. We have
worked together across the
CPHHDs to engage in in-depth
exploration of the most compel-
ling health issues facing diverse,
underserved populations and to
advance the science of health
disparities research. Based on
our experiences, we suggest
a bold new vision for health
disparities intervention research.
To inform this vision, we draw
upon previous frameworks2,3

and present our own recom-
mended intervention strategies
to tackle health disparities.

FRAME HEALTH
DISPARITIES FOR
POSITIVE INFLUENCE

The framing and definitions of
social and health problems influ-
ence public opinion and support.
Emerging evidence suggests that
the most effective health disparities
interventions benefit from having
both individual and macrolevel
components.4 To date there is
considerable disagreement on how
best to frame health disparities.
Much of this is because of the focus
on individual behavior to the ex-
clusion of the social, physical, and
policy environments within which
individuals live. These critical
missing components hamper prog-
ress in gaining support for health
disparities research, programs,
and policies. We must strategi-
cally frame the issues of inequities
in health, monitor the effective-
ness of diverse individual and
macrolevel approaches, and ad-
vocate for funding research that
will inform the adaptation of lan-
guage and development of strate-
gies to build public consensus and
political will to implement effec-
tive large-scale interventions.

TEST MULTILEVEL
INTERVENTIONS

We believe that multilevel in-
terventions are necessary.1 Health
disparities are multifactorial and
solutions require the involvement
of stakeholders at multiple levels,
including, but not limited to, in-
dividuals, families, policymakers,
health providers, community-
based organizations, schools, law
enforcement, social welfare, and
health departments. However,
evidence for the effectiveness of

multilevel interventions in reduc-
ing disparities is limited.5 Current
CPHHD multilevel interventions
include a corner store interven-
tion project in East Los Angeles,
California6; health system quality
improvement projects to reduce
hypertension disparities in Balti-
more, Maryland, and rural North
Carolina7,8; a media training pro-
gram for community-based orga-
nizations and toolkit for journalists
to influence the public agenda on
tobacco-related health disparities
in Lawrence, Massachusetts; and
a reservation-wide, multimedia
campaign to increase colorectal
cancer screening in the Northern
Plains. Issues that need to be
addressed in multilevel intervention
research range from the very defi-
nition of what constitutes a multi-
level intervention to identifying the
best methodologies for intervention
design, implementation, analyses,
and optimizing translation, dissemi-
nation, and sustainability.

TARGET SOCIOECONOMIC
DISADVANTAGE

Evidence of the effectiveness of
interventions addressing social de-
terminants of health to reduce
health disparities is growing.9 How-
ever, knowledge gaps persist for in-
terventions targeting housing, em-
ployment, healthy communities,
families, education policy, and the
justice system. More systematic at-
tention to assessing the effects of
social policy interventions on the
health and health equity outcomes
of diverse populations are needed.
New approaches, such as Health
Impact Assessments which will
make the consideration of health
and health equity routine in an all
policy making, enhance public and
policymaker awareness that effective
strategies to eliminate both social
and health inequities lay outside
traditional health policy.
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IMPROVE HEALTH
BEHAVIOR CHOICES
AND OPPORTUNITIES

Addressing disparities at the in-
dividual and community levels re-
quires interventions that improve
health behavior choices and op-
portunities. The frameworks,
models, and lessons learned from
successful smoking cessation,
physical activity, dietary quality,
and self-management skills training
interventions offer insights into the
targeting and tailoring of interven-
tions that align with group and
individual characteristics, the po-
tential value of technology, the
importance of changing physical
and social environment barriers,
and the roles that communities
play in individual and population-
level behavior change. However, to
increase the success of behavioral
interventions aimed to reduce
health disparities, it is important
to explore new approaches, in-
cluding comprehensive inter-
ventions that target multiple
chronic conditions across popu-
lations. This is especially impor-
tant for conditions with shared
risks, which are especially com-
mon in underserved popula-
tions. For example, dramatic
declines in population preva-
lence of smoking over time—but
widening education gaps—high-
light the need for interventions
that address underlying social
and economic barriers to
healthy choices.

PURSUE EQUITY IN
ACCESS AND QUALITY OF
CARE

Disparities in healthcare access
and quality have improved for
some conditions. However, many
disparities affecting racial and
ethnic minorities and poor per-
sons have not changed; in fact,

many have become worse.
Bridging knowledge gaps in
achieving health care equity
requires understanding how qual-
ity improvement and patient-
centeredness can inform equity
initiatives and how to enhance
communication and cultural com-
petency among health profes-
sionals to reduce the impact of
bias and stereotyping. We also
need to assess when tailored in-
terventions are indicated versus
a one-size-fits-all approach and
strengthen linkages between
healthcare systems and commu-
nity resources. Several challenges
also remain in translating evi-
dence into practice and policy, in-
cluding recognizing cost-effective
interventions that reduce dispar-
ities, addressing the unique chal-
lenges of stakeholder engagement
in healthcare, and improving un-
derstanding of implementation and
sustainability barriers. State varia-
tions in implementation of the
Affordable Care Act present an
opportunity to assess the impact of
this policy on disparities in health
care and outcomes. Working with
local health delivery systems, es-
pecially safety-net providers, is
crucial for ensuring that best prac-
tices learned from research are
implemented in health care for
underserved populations.

ENGAGE “POWER” TO
REDUCE HEALTH
DISPARITIES

CBPR principles embody the
value of equitable power distri-
butions. These principles include
(1) building and maintaining
community partnerships and ca-
pacity, (2) obtaining community
buy-in and input in all phases of
the research, and (3) emphasizing
the acceptability and sustainability
of interventions for long-term
population health impact. Framing

CBPR in the language of social
justice engages communities to
exercise their power to make
a difference. Individual (e.g., pro-
viding professional training and
opportunities to community resi-
dents and activating patients to
participate in self-management
and decision-making) and com-
munity avenues of power en-
gagement (e.g., policies to improve
the social and built environments,
promotion of healthy social
norms, access to health promoting
options) can be instrumental in
improving population health out-
comes. Such interventions should
be fostered and disseminated,
with their influence on long-term
health and disparities reduction
investigated.

APPLY GENOMIC SCIENCE

Advances in genomic science
are providing insights regarding
disease biology. This represents
an opportunity for evaluation of
the potential for genomic strate-
gies to inform population health
disparities. Our collective research
and experience suggest that the
addition of knowledge of genetic
risk to the development of clinical
and public health tools will maxi-
mize the potential to reduce health
and healthcare inequities and to
inform practice and policy to
minimize the potential risks of
population-based genomic investi-
gations. This transformation will
require strong collaboration
among members of transdisciplin-
ary research teams, partnerships
with community stakeholders, and
reorientation of the current re-
search agenda to better align ge-
nomic discovery efforts with public
health priorities that ensure equi-
table health care delivery.9 It also
calls for greater attention to inves-
tigating gene-environment interac-
tions and the extent to which

distinct social environments of
racial/ethnic populations contribute
to differences in gene expression.10

RECOMMENDATIONS

1. Reframe the discussion
about health disparities and
inequities.

2. Design and evaluate rigorous
multilevel interventions to
change both individual be-
havior and the social, policy,
and built environments; as-
sess multidirectional influ-
ences of interventions.

3. Use a social determinants
framework for health dis-
parities interventions and
a “health in all policies” ap-
proach to policy interventions
targeting socioeconomic dis-
advantage.

4. Improve communication
skills and cultural compe-
tency of health professionals,
researchers, interventionists,
and community stake-
holders.

5. Expand efforts to dismantle
historical and contemporary
drivers of stigmatization and
discrimination of persons
who are members of dispa-
rate populations.

6. Prioritize community en-
gagement and equitably
shared community and re-
searcher power to maximize
intervention success and
sustainability.

7. Foster transdisciplinary col-
laborations that integrate
evidence from basic bio-
medical science with social,
behavioral, and population
science methodologies in in-
tervention design and out-
comes assessment.

Interventions to address health
disparities present us—as researchers,
public health practitioners, educators,
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clinicians, policymakers, advo-
cates, and individual citizens—
with an extraordinary opportunity
to use our collective conscience,
knowledge, skills, and commit-
ment to transform the lives of
millions of people in the United
States and globally. Let’s answer
the call and create this bold new
vision. j
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Beyond Health
Equity:
Achieving
Wellness Within
American Indian
and Alaska
Native
Communities

Indigenous peoples across the
globe have higher morbidity and
mortality rates than their non-
Indigenous counterparts.1 The
nine-year gap in life expectancy
between New Zealand’s Indige-
nous Maori population and other
New Zealanders has led to
sweeping primary care reforms to
improve health and reduce dis-
parities.2,3 The seven-year gap
between Canada’s First Nations,
Metis, and Inuit populations and
other Canadians led to the dedi-
cation of one of the 13 Canadian
Institutes of Health Research, the
Institute of Aboriginal Peoples’
Health, solely to improving the

health of Canada’s Indigenous
peoples.4 Finally, the shameful
17-year gap in life expectancy
between Indigenous and non-
Indigenous Australians led to
a partnership in 2007 between all
levels of government to “Close the
Gap” on Indigenous disadvantage,
allocating more than five billion
dollars in additional resources to
halve the mortality rate of Indig-
enous children within 10 years.5

In the United States, where
American Indians and Alaska Na-
tives (AI/ANs) have the lowest life
expectancy of any racial/ethnic
group,6 equivalent large-scale ef-
forts do not exist. Health disparities

among AI/ANs not only persist but
are also worsening in some com-
munities.7,8 Yet, as life expectancy
also stagnates or worsens for large
segments of the US population9,10

achieving health equity for AI/ANs
no longer seems a laudable goal. A
new approach to health disparities
intervention research is required.

Tribal communities and re-
search scientists are working in
partnership with the National In-
stitutes of Health (NIH) to imple-
ment the Interventions for Health
Promotion and Disease Preven-
tion in Native American Popula-
tions initiative, launched in 2011
(PAR-11-346) and reissued in
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