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BACKGROUND. Research on racial and ethnic
health disparities in the United States requires
that self-report measures, developed primarily
in mainstream samples, are appropriate when
applied in diverse groups. To compare groups,
mean scores must reflect true scores and have
minimal bias, assumptions that have not been
tested for many self-report measures used in
this research.

OBJECTIVE. To identify conceptual and psy-
chometric issues that need to be addressed to
assure the quality of self-report measures be-
ing used in health disparities research.

METHODS. We present 2 broad conceptual
frameworks for health disparities research and
describe the main research questions and mea-
surement issues for 4 key concepts hypothe-
sized as potential mechanisms of health dis-
parities: socioeconomic status, discrimination,
acculturation, and quality of care. This article
is based on a small conference convened by 6
Resource Centers for Minority Aging Research
(RCMAR) measurement cores. We integrate
written materials prepared for the conference

by quantitative and qualitative measurement
specialists and cross-cultural researchers, con-
ference discussions, and current literature.

RESULTS. Problems in the quality of the con-
ceptualizations and measures were found for
all 4 concepts, and little is known about the
extent to which measures of these concepts can
be interpreted similarly across diverse groups.
Many problems also apply to other concepts
relevant to health disparities. We propose an
agenda for accomplishing this challenging
measurement research.

CONCLUSIONS. The current national commit-
ment to reduce health disparities may be com-
promised without more research on measure-
ment quality. Integrated, systematic efforts are
needed to move this work forward, including
collaborative efforts and special initiatives.

Key words: Measurement; health dispari-
ties; patient–physician communication; dis-
crimination; minority health; socioeconomic
status; acculturation (Med Care 2003;41:
1207–1220)

Minority populations and persons of lower so-
cioeconomic status (SES) in the United States
experience a disproportionate burden of disease
and complications from the most prevalent and
serious conditions.1–10 Addressing these health
disparities has become a national priority. Health
disparities research examines the nature of such

disparities, explores mechanisms by which they
occur, and tests interventions to improve the
health of minority and lower SES populations.
Most constructs used in health disparities research
are abstract and hence not directly observable or
measurable. Measurement science typically in-
volves the process of identifying specific items that
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adequately represent unobservable, underlying
(latent) constructs, and creating scale scores that
meet standard psychometric criteria. When mean
scores are compared across diverse groups, mea-
surement studies also determine how well the
observed scores reflect true mean scores on the
latent construct and the extent to which the latent
construct is being measured similarly across
groups (without response bias).

Currently, little is known about the measure-
ment quality of popular self-report measures of
health and its determinants across diverse groups,
because measurement studies in health disparities
research are relatively scarce. Existing measures
are potentially limited because: 1) they might not
reflect adequately the issues and concerns of mi-
nority or vulnerable populations, primarily be-
cause they were not developed with these groups
in mind, and 2) they might not have similar
psychometric properties across comparison
groups. Evidence suggests that many measures
could be conceptually or psychometrically prob-
lematic when applied to diverse groups.11–20 The
Resource Centers for Minority Aging Research
(RCMAR) coordinated one of the first systematic
efforts to advance the scientific basis of measure-
ment across racial/ethnic groups. One goal of the 6
initial RCMAR centers, funded by the National
Institute on Aging, the National Institute for Nurs-
ing Research, and the Office of Research for
Minority Health, was to understand the measure-
ment implications of using self-report measures in
health disparities research. This article is based on
written materials and discussions from a small
working group conference of measurement and
cross-cultural research specialists convened in
May 2001 by the measurement cores of the
RCMAR centers to address measurement issues in
health disparities research in the United States.
The objectives of this article are to:

1. Identify measurement issues for self-report
concepts and measures that are the focus of
current research on the determinants of health
disparities;

2. Clarify how complementary qualitative and
quantitative methods can be used to examine the
quality of self-report measures for use in health
disparities research; and

3. Develop an agenda for future measurement
studies in health disparities research.

We review conceptual frameworks guiding
health disparities research, identify key concepts
that are found in this research, and highlight

relevant measurement issues. We summarize
qualitative and quantitative methods for conduct-
ing the needed measurement studies and make
recommendations for future measurement studies
in health disparities research.

Conceptual Frameworks of Racial/Ethnic
Health Disparities

Measuring Race and Ethnicity. Most current
research on health disparities compares racial/
ethnic groups, although a substantial body of
research has examined disparities between lower
SES groups and their counterparts. This article
focuses on racial/ethnic disparities, henceforth re-
ferred to as “diverse groups,”but the issues apply
to other diverse groups (eg, gender, age). Defining
and ascertaining race/ethnicity is a major issue in
this research, and many excellent reviews are
available.21–25 Researchers usually have individuals
self-identify their racial/ethnic group to reduce
misclassification. Self-identification using a stan-
dard method such as the Office of Management
and Budget (OMB) Federal Standards for Racial
and Ethnic Data26 permits comparisons across
studies and consistency with federal data. Rather
than using pan-ethnic labels (Latino or Asian),
specific groupings (eg, Mexican American, Cam-
bodian) enable studies of national origin subgroup
differences in health. More precise classifications
can more effectively identify groups at risk of poor
outcomes.27

The most important point about defining race
and ethnicity is that researchers need to treat
race/ethnicity classifications as markers of many
complex, interrelated factors such as acculturation,
SES, health behaviors, literacy, health beliefs, rac-
ism, power differentials, skin color, culture, and
environment that are confounded with race/
ethnicity and hence might be underlying determi-
nants of disparities.28 This point is critical to
understanding mechanisms of racial/ethnic dis-
parities in health.

Overview of Frameworks. Frameworks to
study disparities fall into 2 broad categories: public
health (population-level) models and health ser-
vices research models. Public health models focus
on ecologic or multilevel determinants, including
biologic, family, cultural, community, health care,
political, economic, social, environmental, system,
policy, and other contextual factors.29–36 These
multilevel models consider individuals as embed-
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ded within systems that shape their behavior and
constrain their access to resources necessary to
maintain health.4,37–41 Public health models are
more recently considering how these types of
factors accumulate over the lifecourse to affect
health; such lifecourse frameworks are providing
additional insights into the mechanisms for health
disparities.35,42–49

Health services research frameworks are con-
cerned with health care as a determinant of health.
Health services models focus on the beliefs, cog-
nitions, affect, and behaviors of patients and pro-
viders that can influence interpersonal and
decision-making processes of care, treatment
quality, and subsequent patient satisfaction.50,51

Cooper and colleagues propose a conceptual
framework of potential determinants of disparities
that incorporates technical and interpersonal pro-
cesses of care such as cultural competence, com-
munication skills, medical knowledge, technical
skills, and bias/stereotyping.52

Health disparities studies in healthcare settings
need to consider how population-based factors
such as living conditions, social services resources,
ability to negotiate the system, psychologic re-
sources, acculturation, and literacy affect patients’
health. Thus, optimal health services research
models “embed” the healthcare factors within the
population factors.53,54

Population-Based Determinants: Key Con-
cepts. Countless population-level factors are be-
ing explored as possible mechanisms of health
disparities; some major hypotheses include cumu-
lative stress, social factors, the physical or built
environment, community and psychosocial re-
sources, and working conditions. Virtually all of
these involve concepts for which measurement
research would be useful. We have selected 3 to
illustrate the conceptual and measurement issues
involved, because they are so closely intertwined
with race and ethnicity: SES, discrimination, and
acculturation/enculturation.

Socioeconomic Status Extensive research links
lower levels of SES to poorer health.55 Low SES is
associated with poor access to health care, greater
exposure to environmental toxins, riskier health
behaviors, fewer resources, and higher mortali-
ty.29,42,56–58 Evidence that this “gradient” is found
at all levels of SES29,59–61 has piqued considerable
interest in understanding the mechanisms by
which this occurs. SES and race/ethnicity are often
highly confounded, with minority groups overrep-
resented in the lower SES groups; thus it is a

critical concept in understanding mechanisms for
racial/ethnic disparities in health.62

Many studies of how SES contributes to health
disparities simply control for race/ethnicity. Simi-
larly, racial/ethnic health disparities studies often
control for SES.28,63 Controlling for SES usually
reduces, but does not completely account for,
racial health differences.58 Because of the complex
ways SES and race/ethnicity operate to affect
health, more research needs to explore how race
and SES collectively influence health. When such
interactions are explored, the relationship of SES
to health is often found to vary by racial/ethnic
group,5,63,64 confirming this as a promising
direction.

Current SES measures are limited for numerous
reasons.65,66 Many studies measure only educa-
tion, income, and sometimes occupation, although
numerous other SES-related concepts are essen-
tial to understand this complex construct such as
poverty, wealth, deprivation, and social class.67

Most measures focus on current SES, whereas
lifecourse models emphasize the cumulative ef-
fects of various factors.42 Developing good life-
course SES measures such as measures of child-
hood social class, adequacy of health insurance at
critical points, economic stress, and cumulative
occupational hazards could advance our ability to
understand the complex relationships between
cumulative socioeconomic disadvantage, ethnicity,
and health.56 Most SES measures focus on
individual-level variables such as income and ed-
ucation; however, research increasingly finds that
aggregate or area-based SES indicators contribute
to disparities over and above individual
factors.47,68–71

The finding that relationships of race/ethnicity
and health vary within SES levels could be in part
because commonly used SES measures are not
similarly interpreted across racial/ethnic groups.72

This could occur because similar levels of re-
sources such as income or education might not
confer the same health benefits across racial/
ethnic groups,41 given that minorities have expe-
rienced large disparities in the quality of education
content.6

Discrimination For blacks, the provocative lit-
erature on the adverse effects of discrimination on
health suggests that this is a fruitful hypothesis for
identifying mechanisms of health dispari-
ties.5,9,28,56,73–76 Despite a relatively small body of
research, racism has been linked consistently with
psychologic distress and well-being, a weak sense
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of mastery, poor self-esteem,76,77 and high blood
pressure.78–81

Hypotheses as to how racism affects health
have been identified at both the individual and
institutional level,74 and include truncated socio-
economic mobility; restricted access to economic
and other resources; and psychologic, social, and
physiological stress responses.58,77,82 Comparing
subjective measures of discrimination with objec-
tive measures could yield interesting information,
because their relationships appear to vary across
diverse groups.83 The adverse effects of discrimi-
nation could be more pronounced in persons who
do not report being discriminated against.79 Future
research needs to clarify whether it is the actual
discriminatory act, the perception of discrimina-
tion, or the reaction to the act that results in
adverse health. Most likely, the act, the perception,
and the response will vary in importance depend-
ing on the outcome assessed and whether the
pathway is indirect or direct.

A substantial amount of measurement work is
needed to develop valid self-report measures of
racial discrimination75 and associated processes
leading to poor health. Several measures assessing
discrimination are available74,78,84 – 89; however,
they vary widely in content, scope, and approach,
and no psychometric evaluation is available for
some of them. Measurement issues in discrimina-
tion have been described by others74,76; thus, we
highlight only a few. Although discrimination is
multidimensional, its domains have not been con-
sistently defined.76 Measures often assess recent
(eg, past year) and lifetime experiences of discrim-
ination, although reference periods vary; experi-
ences at various points in time (childhood, ado-
lescence) can have different effects. Measures of
chronic experiences of discrimination, which seem
especially critical for health outcomes, focus only
on work and education domains.76 Measurement
research can identify various types and sources of
discrimination to determine if they vary in their
effects on health. Most research on discrimination
has involved blacks, with some exceptions87; we
need to learn whether and how these concepts
and measures apply to other groups.

Answering questions about exposure to racial
discrimination is complex and can be distressing
for respondents who may prefer not to recall such
memories, thus, distributions can be skewed.90

Cognitive interviews using open-ended probes
could yield new information on important content
areas in discrimination, and optimal item wording

and framing to develop comprehensive measures
that are less distressing and have more power to
explain variations in health.

Acculturation/Enculturation A broad cate-
gory of variables that can affect health disparities
relates to the acculturation process. Culturally
prescribed attitudes about preventive care, regular
screening examinations, self-efficacy, physicians,
and health care could explain differences in utili-
zation, adherence, self-care practices, and health.
For example, cultural norms about family structure
have predicted cancer screening in Latinos,91 and
cultural norms about materialism have been asso-
ciated with elevated blood pressure in blacks.92–96

Acculturation has been associated with positive
and negative changes in health and health behav-
iors,97,98 suggesting complex relationships. Socio-
cultural factors such as spirituality or collectivism
could buffer the effects of stress or discrimination
on blood pressure and other health outcomes,99

illustrating positive effects. Cultural beliefs and
attitudes have also been associated with negative
outcomes. For example, the black-white differen-
tial in late-stage breast cancer diagnosis was sig-
nificantly reduced after accounting for beliefs that
air causes cancer to spread, the devil can cause a
person to get cancer, and that chiropractic is an
effective treatment for breast cancer, controlling
for demographic and socioeconomic factors.100 It
is also possible that a high level of involvement in
both cultures could predict better health.101 Be-
cause acculturation is a fluid construct, health
disparities studies also need to examine how
changes in acculturation affect health over time.

Refining measures of cultural affiliation and
acculturation could thus lead to advances in un-
derstanding mechanisms of health disparities per-
taining to culture. Acculturation is multidimen-
sional, including lifestyle behaviors, health beliefs,
language, norms, and attitudes. Yet, most accultur-
ation measures are unidimensional, language-
based, focus primarily on behavioral and lifestyle
changes, and assume that cultural change only
occurs in one direction.98 However, individuals are
influenced by the culture in which they develop
(enculturation) and by the culture acting on them
(acculturation); thus, an individual’s culture is a
product of both enculturation and acculturation
processes.102 Acculturation might need to be de-
fined differently for various ethnic groups as a
result of the complex interplay between educa-
tional, language, financial, and social factors.103

Finally, to examine how changes in acculturation
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affect health over time, we need to ensure that the
measures are sensitive to change.

Health Services Research Determinants:
Quality of Care. A large body of research finds
that minority patients receive suboptimal medical
treatment compared with whites.104–118 Possible
mechanisms to explain these differences include
discrimination in healthcare settings, ie, differ-
ences in care resulting from biases, prejudices,
stereotyping, and uncertainty in clinical commu-
nication and decision making.51,52,78,109,119,120 Dis-
crimination in these settings compounds the ef-
fects of discrimination outside this setting on
health. Differences in interpersonal processes of
healthcare are a potential mechanism; several
studies have observed such differences between
minority patients and their white counter-
parts.51,52,120–122 Some research has examined dif-
ferences in patient satisfaction with care across
diverse groups, suggesting that quality-of-care dif-
ferences are being perceived by minorities. Results
generally indicate that Asian/Pacific Islander
groups tend to rate their satisfaction lower.14,123

Language differences between patients and pro-
viders could account, to a large extent, for lower
satisfaction ratings in both Asians and Latinos.124

The data on satisfaction among blacks is mixed;
some studies find comparable or greater satisfac-
tion than whites123 and others find less
satisfaction.125,126

Research on quality of health care relies heavily
on self-report measures (eg, of communication
and decision-making processes, satisfaction). The
California Pan-Ethnic Health Network (CPEHN)
concluded that although standard consumer sur-
veys can identify some quality-of-care differences,
current surveys are limited by numerous method-
ologic and measurement problems.127 For exam-
ple, differences in how Spanish- versus English-
speaking respondents use response scales on a
satisfaction survey have been noted.123,128 Mea-
surement issues in assessing quality of care across
diverse groups include: 1) limited inclusion of
concepts relevant to the quality of care of minority
populations such as cultural competence and dis-
crimination,127,129 2) lack of information on the
psychometric invariance of quality of care mea-
sures across diverse groups,129 3) traditional survey
methods (mail, telephone) fail to reach many
minority groups, and 4) surveys need to be trans-
lated into other languages and written at lower
reading levels to include patients with limited
English proficiency.127,129

Methods for Addressing Measurement
Issues in Health Disparities Research

This review highlighted major issues facing
health disparities researchers for a few of the many
concepts being examined as potential determi-
nants of health disparities. Our review illustrated 2
broad types of measurement problems: conceptual
and psychometric. Health disparities research
tends to compare groups. A valid comparison of
self-report measures requires that the concepts
have similar meaning across groups, sometimes
referred to as conceptual equivalence. Measures
must also conform to psychometric criteria in
similar ways across the groups being compared, ie,
have psychometric equivalence, usually referred to
as measurement invariance.

We illustrate these principles in Figure 1. The
left column reflects traditional measurement stud-
ies of conceptual or psychometric adequacy in one
group (or one sample). The right column illus-
trates additional measurement considerations in
health disparities research, where one needs to
address conceptual equivalence and psychometric
invariance across groups. Conceptual nonequiva-
lence can occur because of culturally mediated
differences in perceptions of the meaning of items
and health constructs130–132 or because a concept
is missing an important dimension in one
group.133 The need for psychometric invariance
studies arises from the likelihood of response bias
resulting from cultural or group differences in the
cognitive processes of answering, using response
scales, or differences introduced by inadequate
translations and failure to address varying literacy
levels.134

This 2 � 2 grid serves a heuristic function, as a
way to conceptualize needed measurement infor-
mation for any measure to assess its appropriate-
ness for use in a health disparities study. For
instance, in a study of the role of trust in physi-
cians in explaining disparities in patient accep-
tance of coronary artery bypass surgery, one could
assess whether sufficient evidence exists within
each of the 4 cells for measures of trust in physi-
cians for the ethnic groups of interest. If there is a
limited empiric basis that the assumptions of a cell
have been met, there is a clear need to conduct
measurement studies in that area.

These conceptual and psychometric issues can
be addressed through a blend of qualitative and
quantitative methods. Each method has strengths
and weaknesses for addressing these types of
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measurement problems, but combining the ap-
proaches in an iterative fashion can yield optimal
measures that assess the same construct in similar
ways across racial/ethnic groups.135–138 We sum-
marize some of the main qualitative and quanti-
tative methods for addressing group comparisons.

Qualitative Methods. Qualitative methods
explore the salience, relevance, acceptability, and
dimensions of various constructs within and
across racial/ethnic groups. They can help identify
missing constructs and cognitive processes of an-
swering, that is, how people interpret words and
phrases and construct their answers to self-report
questions. By providing researchers with access to
the language and concepts used by participants
about particular topics, these methods can help in
developing appropriate wording for items. Quali-
tative studies can help us understand the extent to
which a concept is appropriate and complete
within a diverse group and whether it has the
same meaning across groups.

Numerous approaches for using qualitative
methods in measurement studies are available,
including focus groups,139 consultation with cul-
tural experts,140 and ethnography.141 Extensive lit-
erature exists on cognitive interviewing meth-
ods142–150; indeed, a special issue of Quality of Life
Research (volume 12, 2003) is devoted to cognitive
methods in measurement. The random probe
technique151 is a cognitive interviewing approach
in which respondents are probed on a randomly
selected survey question at the time of a structured
survey. The item-rating approach involves having
key researchers, staff, and respondents from di-

verse groups independently rate various aspects of
measures such as ease of wording, relevance, and
cultural appropriateness.133,148

Quantitative Methods. Psychometric criteria
of reliability and validity assess whether measures
are replicable across situations and occasions and
represent the targeted construct (eg, depressive
symptoms). However, excellent reliability and va-
lidity within a group do not guarantee that mea-
sures can be compared in a meaningful way across
demographic strata. Factors such as gender roles,
cultural norms, and language differences unre-
lated to the targeted construct could systematically
inflate or deflate item response levels.152 If these
factors operate differentially across demographic
strata, then group differences or similarities as-
sessed by instrument scores could be partially the
result of response bias. Measurement invariance
holds when an instrument produces valid mea-
sures that can be meaningfully compared across
diverse groups. Measurement invariance of self-
report instruments across demographic strata is
generally ignored.

Two basic approaches are available for examin-
ing measurement invariance and item bias, confir-
matory factor analysis (CFA)152–155 and item re-
sponse theory (IRT).156–159 Reviews and examples
of these and other methods are also avail-
able.134,160,161 The different quantitative ap-
proaches can be viewed as complementary be-
cause each contributes information about whether
the measures are of sufficient quality to allow for
valid group comparisons.

FIG. 1. Conceptual and psychometric adequacy and equivalence within one group and across groups.*
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A Research Agenda to Address
Measurement Issues in Health Disparities
Research

As a result of the large number of possible
racial/ethnic groups and instruments, rigorous de-
velopment of appropriate measures for studies of
health disparities is a daunting task. Realistically,
systematic progress must be limited to a few key
measures and major U.S. population subgroups.
Practical constraints require tradeoffs between al-
locating the necessary resources and accepting
assumptions about the transferability of concepts
and measures across racial/ethnic groups without
evidence that these assumptions have been met.

Drawing from our reviews, we present in Table
1 a summary of the key research issues on how
SES, discrimination, acculturation, and quality of
care might operate as mechanisms of health dis-
parities and the corresponding measurement ef-
forts that can facilitate this research. This summary
is intended to guide systematic measurement
studies over the next several years. The focus on
these 4 concepts serves to illustrate the types of
issues that probably pertain to the many other
concepts we were unable to review here.

Our broad recommendations for accomplishing
the needed measurement studies are to: 1) inte-
grate measurement studies into health disparities
research to begin to build an evidence base of the
conceptual and psychometric adequacy and equiv-
alence of key measures; 2) disseminate data on
measurement properties of key measures used in
health disparities research; and 3) create more
funding opportunities for measurement research
in health disparities studies. Within a selected
clinical or health disparities issue, measurement
specialists need to work with content specialists in
all phases of instrument selection, adaptation, and
development. Another collaborative strategy is to
establish an infrastructure for creating item banks.
Item banks are compilations of items that can be
calibrated for use in specific populations (develop-
ment of complex scoring algorithms to equate
responses across items/subgroups of respon-
dents).162 This would require establishment of a
nonprofit corporation so that item banks are in the
public domain, accessible to the scientific commu-
nity, and reflect scientific priorities. The probability
of funding is improved if measurement work is
linked to a specific programmatic objective of an
agency, ie, a specific issue related to healthcare
quality or quality of life. To assure integrated

progress, special RFAs or initiatives may be
needed, in which investigators collaborate on spe-
cific questions aimed at advancing the state-of-
the-art of measurement across several studies.

It is incumbent on researchers to demonstrate
that the additional methodological rigor and ex-
pense produce superior results to those obtained
using standard approaches. Demonstrating the
value of this work involves examining whether
measurement studies: 1) identify constructs that
otherwise would have been overlooked; 2) pro-
duce measures of known constructs that are more
valid, reliable, and invariant across groups than
measures that are already contained in the litera-
ture; and 3) generate new theoretical insights and
conceptual models that are more informative than
those produced by either quantitative or qualita-
tive methods used alone.136

Conclusions

The current U.S. Department of Health and
Human Services’ commitment to reduce health
disparities by the year 2010 through funded initi-
atives could be compromised without more sys-
tematic measurement research. Our review of the
current research on disparities is cursory, given the
countless concepts being explored. However, it
highlights the need for increased attention to
measurement science to evaluate the transferabil-
ity of existing measures of health and its determi-
nants for use in diverse subpopulations. Health
disparities researchers need to know the potential
threats to the validity of their research, that is,
whether observed similarities or differences in
health across racial/ethnic groups are true (valid)
or, alternatively, if findings are the result of con-
ceptual and psychometric problems. Inaccurate
conclusions based on the inappropriate use of
self-report measures could be costly to groups
(within the context of policy formulation or benefit
assessment) and individuals (within the context of
diagnosis and treatment). We hope that these
recommendations will lead to the systematic de-
velopment of measurement research in diverse
groups through coordinated efforts across funding
agencies and research institutions.
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TABLE 1. Summary of Measurement Issues for 4 Concepts of Determinants of Health Disparities and
Recommendations for Future Research

Key Concepts and Associated Research Issues Needed Measurement Studies

Socioeconomic Status

How do race/ethnicity and SES interact in studies
of racial/ethnic health disparities?

How do lifecourse experiences related to SES affect
current health over and above indicators of
current SES level?

Do aggregate and individual indicators of SES
contribute independent information in
explaining health disparities?

Develop a broad array of measures of SES that can be
used across diverse groups.

Develop good concepts and measures of lifecourse SES
that can be used across diverse groups.

Develop improved concepts and measures of
environmental SES indicators (eg, effects of
neighborhood) and assess the optimal geographic
area for assessing environmental effects on health
by SES domain (eg, poverty) and outcome.

Discrimination

To what extent do experiences of racism and
discrimination affect health in diverse
racial/ethnic groups?

What are the mechanisms by which perceived
racism and discrimination affect health such as
adverse physiological, psychologic, and
economic impacts of racism and maladaptive
coping?

Does perceived discrimination resulting from
socioeconomic status have the same adverse
effect on health as that attributed to racism?

Continue to develop concepts and measures of racism
and discrimination that address multiple domains,
types, and sources.

Develop and test measures in diverse racial/ethnic
groups in addition to blacks.

Continue to develop and test concepts and measures of
emotional and behavioral responses to experiences
of discrimination and racism.

Explore how best to access people’s memories of
experiences of racism and discrimination.

Explore the meaning of words and phrases used to
express experiences of racism and discrimination, ie,
are they offensive and do alternative words mean
the same thing.

Acculturation/enculturation

How do changes in acculturation affect health?
Is there an optimal level of acculturation in relation

to health?
Do acculturation and enculturation processes affect

health differently?
What are the key dimensions of

acculturation/enculturation (eg, language,
health beliefs, and health behaviors) that affect
health?

Develop multidimensional concepts and measures of
acculturation and enculturation.

Identify measures of acculturation and enculturation that
operate at the individual and group level to affect
health.

Develop measures of acculturation and enculturation that
are sensitive to changes over time.

Quality of Care

What are the determinants of unequal health care?
What are the interpersonal processes of care that

are associated with unequal treatment?
What are the specific mechanisms by which health

care leads to health disparities?

Ensure that relevant concepts, eg, discrimination and
cultural competence are included in measures of
interpersonal processes and patient satisfaction used
in diverse groups.

Develop and test concepts and measures of interpersonal
processes of care between patients and providers
that might account for health disparities in
healthcare settings.
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