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What Can Science Do to Reduce Inequities?
• Standardized measurement of social and 

demographic factors that affect health
• Facilitate discovery science with big data
• Be an engine for promoting diversity of the 

scientific and clinical workforce
• Cultivate community engagement and build 

trust for sustainable relationships
• Implement what we know can work to 

promote health equity



Populations with Health Disparities
•Racial and ethnic minority populations in census
•Less privileged socio-economic status 
•Underserved rural residents
•Sexual and gender minorities
•Social disadvantage that results in part from being 
subject to discrimination or racism, and being 
underserved in health care
•A health outcome that is worse in these 
populations compared to a reference group defines 
a health disparity



Race/Ethnicity and Socioeconomic Status 
are Fundamental in Determining Health

• Race/ethnicity and SES predict life expectancy 
and mortality that are not fully explained

• African Americans have more strokes when 
compared to Whites for same level of SBP

• Most chronic diseases are more common in 
persons of less privileged SES

• Among persons with diabetes, all race/ethnic 
minority populations have less heart disease 
and more ESRD, compared to Whites



Relative risk of All-Cause Mortality by US 
Annual Household Income Level



Less Obesity in Youth by Education Level of Head of 
Household, College vs. <HS, US, 2011-2014

% Males % Females

Whites 7.3% 15%

Blacks 6.6% 4.7%

Latinos 11.5% 9.9%

Asian 9% 5.9%

MMWR February 16, 2018; 67: 186-189

Presenter Notes
Presentation Notes
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6444a2.htm?s_cid=mm6444a2_w#Tab



Cigarette Smoking in the U.S., 2019
Race/ethnicity Percentage
AI/AN 20.9%
White 15.5%
Black 14.9%
Latino/a 8.8%
Asian 7.2%
Other or More than 1 race 19.7%
9th to 12 th grade 35.3%
High school graduate 19.6%
Undergraduate degree 6.9%
National Health Interview Survey, MMWR-November 20, 2020; 69(46);1736-1742
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Presentation Notes
https://www.cdc.gov/mmwr/volumes/69/wr/mm6946a4.htm?s_cid=mm6946a4_w



Social Determinants of Health Measures
• Demographics including family background
• Urban or rural residence or geographic region
• Cultural identity, religiosity, spirituality
• Language proficiency, Literacy, numeracy
• Structural determinants: housing, green space, 

broadband, economic opportunity, 
transportation, schools, healthy food access, 
public safety 

• PhenX Toolkit on SDOH measures: 
https://www.phenxtoolkit.org/collections/view/6

https://www.phenxtoolkit.org/collections/view/6




Differences in Life Expectancy by County 
and  Race/Ethnicity, US, 2000-2018



477,000 Excess Deaths, 74% from COVID,  2 to 
4 Times more in AA/B, AI/AN, L/H, 2020

Shiels M, et al., Ann Intern Med 2021; doi:10.7326/M21-2134



Gap Between Age-Adjusted COVID-19 Weekly Death 
Rates for White vs. Black, Latino, and Asian, U.S

Jan 4, 2020 - Sept 3, 2022

Note. Weekly rates based on 2020 population. Data taken from CDC and U.S. Census Bureau
New York Times: The Morning, October 4, 2022. Byline: David Leonhardt



COVID-Related Discrimination in Racial/Ethnic 
Minority Communities in U.S.

Strassle, P.D., et al., AJPH; online February 23, 2022.

COVID-19 may have exacerbated pre-existing resentment 
against marginalized communities

NIMHD Division of Intramural Research 

• Limited English proficiency, less education, less income, and living in big city 
or Southeast Central division also associated with increased discrimination

• Online survey of conducted between 
Dec 2020 and Feb 2021

• 1000 each: Asian, Black/AA, Latino (500 
Spanish-speaking), and White adults; 
500 each: AI/AN, NHPI, multiracial 

• All racial/ethnic minority populations 
were more likely to experience 
discrimination

• Asian and AI/AN adults were most likely 
(aOR=2.59 and 2.67)

Presenter Notes
Presentation Notes
CURB Survey studyAfter adjustment, all racial/ethnic minority groups were substantially more likely to experience discriminatory behaviors (rarely vs. none, aORs=1.86-3.61), but only American Indian/Alaska Native and Asian participants were significantly more likely to report sometimes/always experiencing discriminatory behaviors, compared to White adults (aOR=2.67, 95% CI=1.76-4.04 and aOR=2.59, 95% CI=1.73-3.89).Compared to the other sociodemographic variables, having limited English proficiency was the most strongly associated with experiencing both discriminatory behaviors (rarely: aOR 2.14, 95% CI=1.59-2.88; sometimes/always: aOR=4.06, 95% CI=3.02-5.47) Sometimes/always vs. neverLower education (<HS vs. college degree): aOR=1.77, 95% CI=1.26-2.49Lower Income (e.g., <$20K vs. ≥$100K): aOR=2.02, 95% CI=1.35-3.04Big City (vs. suburban town): aOR=1.47, 95% CI=1.11-1.94South East Central division (Alabama, Kentucky, Mississippi, and Tennessee): aOR=2.43, 95% CI=1.50-3.92Similar results seen when restricted to only Asian participants



Increased Telemedicine Use Across COVID-19 
Pandemic

May Widen Disparities in Access to Care
Telemedicine Use Pre-Pandemic Telemedicine Use Post-Pandemic

Less Likely:
• >65 y old
• Non-English 

speaking
• Male
• Medicare 
• Uninsured

More Likely:
• <65 y old
• English 

speaking
• Female
• Commercial 

insurance

Less Likely:
• >65 years old
• Non-English 

speaking
• Male
• Medicare 
• Uninsured
• Medicaid
• Low and 

middle 
income

• Asian
• Multiracial
• Latino/a

More Likely:
• <65 years old
• English 

speaking
• Female
• Commercial 

insurance
• High income
• White
• Non-Latino/a

Kakani et al. (2021). Journal of General Internal Medicine, 36(4), 1166-1168

Presenter Notes
Presentation Notes
Last updated: Created by: Laura MajorDivision or IC Contact: Lisa Onken, PhDFull citation: Kakani, P., Sorensen, A., Quinton, J. K., Han, M., Ong, M. K., Kamdar, N., & Sarkisian, C. A. (2021). Patient Characteristics Associated with Telemedicine Use at a Large Academic Health System Before and After COVID-19. Journal of General Internal Medicine, 36(4), 1166-1168.Manuscript can be accessed here: (website) https://pubmed.ncbi.nlm.nih.gov/33506387/ Notes (from division): Preeti Kakani and colleagues reported the findings of their investigation into patient characteristics associated with telemedicine use before and after COVID-19 in an article recently published in the Journal of General Internal Medicine. Using data from adult non-surgical and surgical ambulatory visits at the University of California, Los Angeles (UCLA) Health System between December 1, 2019, and June 30, 2020, the investigators sought to understand whether the adoption of telemedicine use led to differences in access care across subsets of the population. Telemedicine use increased during the pandemic, with 0.5% of healthcare visits occurring via telemedicine in December 2019 to March 18, 2021 and 41.2% of visits from March 19 through the end of June. Both before and after COVID, those less likely to use telemedicine were patients over 65 years, non-English speaking patients, male patients, patients with Medicare insurance, and patients without insurance (compared with patients under 65 years, English-speaking patients, female patients, and patients with commercial insurance). This pattern persisted after the start of the pandemic, but additional groups also become less likely to use to use telemedicine than others. Specifically, patients in low- and middle-income zip codes, Asian-American and multiracial patients, Latinx patients, and patients with Medicaid coverage, compared with patients residing in high-income zip codes, White patients, non-Latinx patients, and patients with commercial insurance, respectively.The findings describe patterns of telemedicine use both pre- and post-pandemic. Differences in telemedicine use by age, primary language, and insurance statue were evident before the pandemic. After the onset of the pandemic, lower rates of telemedicine use were observed among Latinx patients, Asian-American patients, multiracial patients, patients residing in low- and middle-income zip codes, and patients with Medicaid coverage. These findings are consistent with previous evidence regarding the digital divide, which has been documented in older adult patients, patients belonging to racial/ethnic minorities, low-income patients, and uninsured patients.Full article (no abstract available for this short report):Introduction: The COVID-19 pandemic has led to the rapid adoption of telemedicine. Health systems nationwide moved quickly to scale their telemedicine capabilities, and the Centers for Medicare & Medicaid Services (CMS) and other payers expanded reimbursement for telehealth visits.1 While widely lauded as a means to improve value of care, telemedicine may exacerbate disparities in health care access.2 In this study, we describe the increased adoption of telemedicine at a large academic health system since the pandemic and examine our hypothesis that this increase is associated with widening racial, ethnic, and socioeconomic differences in access to care.Methods:Our analytic sample included all adult non-surgical and surgical ambulatory visits at the University of California, Los Angeles (UCLA) Health System that occurred between December 1, 2019, and June 30, 2020. We evaluated encounters encoded within the health record as either in-person office visits or telemedicine visits, including both video and telephone encounters. Our post-period was defined as beginning March 19, the date the California stay-at-home order was issued.3 We assessed several patient-level variables including age, sex, self-reported race and ethnicity, primary language, insurance status, and disease burden as measured by the number of listed patient comorbidities in the health record. We also estimated patient distance from clinic4 and linked median household income to patient zip code5 using data published by the United States Census Bureau.We first conducted unadjusted analyses quantifying characteristics of the telemedicine and in-person patient populations before and after COVID-19. We then constructed multilevel mixed effects logistic regression models for each time period, controlling for demographic and clinical covariates, to identify individual characteristics independently associated with telemedicine use before and after COVID-19. The models included clustering by patient ID to correct for intrapatient correlation. All hypothesis tests were two-sided and a p value below 0.05 was considered statistically significant. The study was approved by the UCLA Institutional Review Board (IRB).Results:In total, 3371 out of 644,630 visits (0.5%) were conducted via telemedicine from December 1 to March 18 compared with 186,127 out of 451,577 visits (41.2%) from March 19 to June 30. Most telemedicine encounters were video visits (pre-pandemic = 96.0%, post-pandemic = 98.2%), with the remaining visits conducted via telephone.Patient characteristics of telemedicine and in-person care users before and after COVID-19 are summarized in Table Table1.1. Multivariable regression analyses (Table (Table2)2) revealed that, both before and after COVID-19, patients aged 65 years or older, non-English speaking patients, male patients, and Medicare-insured and uninsured patients had lower adjusted odds of telemedicine use compared with patients under 65 years, English-speaking patients, female patients, and patients with commercial insurance, respectively. Additionally, after the pandemic onset, patients residing in low- and middle-income zip codes, Asian-American and multiracial patients, Latinx patients, and patients with Medicaid coverage had lower odds of having a telemedicine encounter than patients residing in high-income zip codes, White patients, non-Latinx patients, and patients with commercial insurance, respectively. The adjusted odds ratios for women and Medicare patients moved closer to 1.0 after the pandemic onset, suggesting that the predominance of female patients and underrepresentation of Medicare patients among telemedicine users lessened between time periods.DiscussionOur results show differences in telemedicine utilization by age, primary language, and insurance status that pre-date the pandemic. After the onset of the pandemic, we also observed lower rates of telemedicine use among Latinx patients, Asian-American patients, multiracial patients, patients residing in low- and middle-income zip codes, and patients with Medicaid coverage. These differences are consistent with previously described instances of the “digital divide” in the uptake of patient portals and remote monitoring for chronic conditions, which has been documented in older patients, patients belonging to racial and ethnic minorities, low-income patients, and uninsured patients.6 Our study was limited by including a single health system and a small telemedicine sample size pre-pandemic, possibly preventing identification of additional pre-existing differences. It is important to note that determining whether observed differences were unjust or unfair is beyond the scope of this study. Future studies should identify the complex causes of the observed differences, determine whether these differences persist over time, and evaluate whether these differences propagate disparities in health outcomes.



NIH Community Engagement Alliance 
(CEAL) Against COVID-19 Disparities

CEAL is strategically expanding to focus on urgent community-engaged 
research and outreach focused on COVID-19 awareness and education 
among communities hardest hit by the pandemic. 

• Alabama
• Arizona
• California
• Florida
• Georgia
• Louisiana
• Michigan
• Mississippi
• North 

Carolina
• Tennessee
• Texas

2020 
Teams

• Arkansas
• Colorado
• DC/MD/VA
• Chicago/IL
• Boston/MA
• St. Louis/MO
• New Mexico
• NYC/New York
• Philadelphia
• Puerto Rico

2021 
Awards
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Expanding the CEAL Alliance

Presenter Notes
Presentation Notes
CEAL teams are established in geographic regions across the country.



NIH Community Engagement Alliance   
(CEAL) Against COVID-19 Disparities

1. Build and sustain trusting 
relationships through
community engagement 

2. Acknowledge social 
determinants of health’s role in 
COVID-19 disparities 

3. Move at the speed of TRUST 
4. Work with trusted voices and 

trusted messengers at the 
national and local levels. 

5. Exhibit agile leadership and
build innovative and strategic 
public-private partnerships 

COVID19COMMUNITY.NIH.GOV

https://covid19community.nih.gov/


Time to Diagnosis and Time to Treatment Affected 
by Race/Ethnicity and SES

• Latinas took twice as long to reach definitive 
diagnosis after abnormal mammogram 
compared to Whites in 6 cities

• Median 60 days vs. 27 days
• Communication of abnormal result in person 

by clinician –– 30% do not understand
• Limited understanding of risk by proportions 

does not keep women from being screened 
Ramirez AG, et al. SpringerPlus 2013 Mar 5; Karliner LS, et al. JGIM 

2005; 20: 432-437; Ramirez et al. Cancer 2014 120: 752-760 



Perception of Unfair Treatment: 2015

Kaiser Family Foundation Survey of Americans on Race, November 2015.

Trust in clinician/institution? Role of Unconscious Bias?

In past 30 days, were you treated unfairly because of 
racial or ethnic background in store, work, 
entertainment place, dealing with police, or getting 
healthcare? 

Percent Agree

All Health
Latinos 36% 14%
African Americans 53% 12%
Whites 15% 5%



Racism as Research Construct
• Interpersonal: Most work done, good measures 

developed, associations established

• Internalized: How discrimination effects individuals 
who are not aware or sublimate; accept cultural or 
biological inferiority

• Perceived societal discrimination: What does an 
individual perceive happens in society 

• Second-hand effects of racism: How does a victim 
of discrimination/racism impact their loved ones or 
colleagues



Courtesy of Director, National Heart, Lung, and Blood Institute

Type H – “Represents negro 
developments and lowest grade”

Source: U.S. National Archives

Historical Redlining Policies Influence Social 
Segregation and Trajectory of Health Outcomes in D.C.

Bestneighborhood.org
US Census Data

QUARTZ, 2021
CDC Data

Majority Race by Area, 2020

<60 90+

Federal Housing Administration 
Residential Market Analysis, 1937

Average Life Expectancy, 2018

Type A – “Highest grade of residential 
property … well controlled and restricted”

BlackWhite

A

H

Average 
Difference: 
>10 years

8



Courtesy of Director, National Heart, Lung, and Blood Institute

Where You Live Can Get “Under the Skin”: Environmental 
Factors Modulate Biological Systems in Health & Disease

District of Columbia Behavioral Risk 
Factor Surveillance System 2017 Annual Report

Washington, D.C. Food Deserts

DC Policy Center,
accessed 2021

Interplay of Environmental Factors and SDoH on 
Pathobiology of Chronic Diseases

*Per 100k. Interactive Atlas of Heart 
Disease and Stroke. CDC 2016-2018

1.3-2.4
2.5-3.8
Suppressed

Highest rate 
nearly 3x more 
than lowest rate

Adults Diagnosed with 
Heart Disease (%), 2016-17

Oxidative Stress

Racial Segregation

Food Desert
Unhealthy Options

Socioeconomic Status

Immune System Activation

Hypertension

Biosocial Interface

Microbiome / Metabolome

9

Presenter Notes
Presentation Notes
Ward 7 and 8 had highest percentage of adult residents who consumed vegetables less than 1 time per dayDC residents who consumed vegetables less than once a day highest in 18-34 y.o. and 45-54 y.o.African American DC residents were 3x more likely than whites to consume vegetables less than once a day (6% white, 18.4% African American)Food deserts: https://www.dcpolicycenter.org/publications/food-access-dc-deeply-connected-poverty-transportation/BRFSS Annual Report: https://dchealth.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/BRFSS%202017%20Annual%20Report%20Final.pdfp. 57https://dchealth.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/BRFSS%202017%20Annual%20Report%20Final.pdf
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ComPASS Funding Opportunities
FUNDING OPPORTUNITIES
• OTA-22-007: ComPASS Program: Community-Led, 

Health Equity Structural Interventions Initiative
• Required Letter of Intent Due: November 18, 

2022
• RFA-RM-23-001: Community Partnerships to Advance 

Science for Society (ComPASS): Coordination Center 
(U24 - Clinical Trial Optional) 

• Application Due: January 27, 2023

ComPASS RESOURCES
• ComPASS Website: https://commonfund.nih.gov/compass
• Registration for Pre-Application ComPASS Coordination Center Webinar
• Registration for Community-Led Health Equity Structural Intervention Initiatives Office 

Hours: https://commonfund.nih.gov/compass/meetings
• ComPASS Frequently Asked Questions: 

https://commonfund.nih.gov/compass/faqs

Presenter Notes
Presentation Notes
Funding opportunities for the Community-Led Health Equity Structural Interventions Initiative and the ComPASS Coordination Center are now publishedWe encourage researchers and community organizations to visit the ComPASS website to learn more about the ComPASS Program and details about these funding opportunitiesPlease register now for upcoming pre-application webinars and office hours to help prepare your required letters of intent and applicationsAnd again, visit our website to find all of the resource links listed on this slide. 

https://commonfund.nih.gov/sites/default/files/OTA-22-007.pdf
https://grants.nih.gov/grants/guide/rfa-files/RFA-RM-23-001.html
https://commonfund.nih.gov/compass
https://roseliassociates.zoomgov.com/webinar/register/WN_5YnizQg0Q_uAEx7lshw-vA
https://commonfund.nih.gov/compass/meetings
https://commonfund.nih.gov/compass/faqs


Severe maternal morbidity rates for Black 
and White deliveries by site of care

Howell. Black-white differences in severe maternal morbidity and site of care. Am J Obstet Gynecol. 2016

Presenter Notes
Presentation Notes
This slide can be used to show how differences in care attribute to differences in MMR rates for Blacks and Whites.  Howell is a NIMHD grantee 



Table 1. Clinical outcome (3-month mean drop in HbA1c) by incentive group

Financial Incentives May Help
to Improve Adult Diabetes Outcomes

Egede L E, et al., PlosOne. Mar 2021. 

• Tested efficacy of financial incentives with tech-based diabetes education 
intervention on glycemic control (HbA1c) in 60 African Americans with type 
2 diabetes (T2D) after 3 months

• Participants stratified by HbA1c (8-10%, ≥10%), then randomized to 
frequency of financial incentives (all limited to $300): Low one-time
(HbA1c drop), Moderate two-part (+ glucose measurement uploads), 
High multi-component (+ education session attendance)

• In each group, HbA1c drop was statistically and clinically significant:

Grant No. R01MD013826

Group Mean Drop in HbA1c p-value 
Low Frequency - 1.25% 0.002 

Moderate Frequency - 1.73% <0.001 
High Frequency - 1.74% <0.001 

 
• Moderate/High groups had larger HbA1c drops, indicating more 

frequent/smaller incentives may be more effective than larger/less 
frequent incentives

Presenter Notes
Presentation Notes
Study was partially supported by funds from R01MD013826: Lowering the Impact of Food insecurity in African American Adults with Type 2 Diabetes Mellitus (LIFT-DM)Absolute percentage drops in HbA1c from baseline at 3-month follow-up$1,100 incremental cost effectiveness ratios (ICERs) for 1% within group HbA1c dropICERs of prior T2D interventions range from $1,000-$4,000 a cost of $1,100 per 1% within group decrease in HbA1c is a promising intervention. Cost-effectiveness of financial incentives to improve glycemic control in adults with diabetes: A pilot randomized controlled trial - PubMed (nih.gov)

https://pubmed.ncbi.nlm.nih.gov/33735275/


Treatment for Mild Chronic Hypertension 
During Pregnancy

• 2,408 pregnant women with mild hypertension (<160/105 mmHg)
• 28% White, 48% Black, 20% Latina; Mean age=32 years
• Active-Treatment Group: receive antihypertensive medication
• Control Group: No meds unless moderate hypertension develops

Supported by NHLBI Tita AT, et. al, New  England Journal of Medicine, May 12, 2022 

Outcome
Active 

Treatment Control
Primary outcome composite 30.2% 37.0%

Severe preeclampsia 23.3% 29.1%
Preterm birth before 35 weeks 12.2% 16.7%
Placental abruption 1.7% 1.9%
Fetal or neonatal death at <28 days 3.5% 4.3%

Presenter Notes
Presentation Notes
-55% government-assisted insurance or Medicaid)-Gestational age of less than 23 weeks-A majority (56%) had known chronic hypertension and were receiving medication, 22% had known chronic hypertension and were not receiving medication, and 22% had newly diagnosed chronic hypertension.-severe hypertension defined as systolic pressure, ≥160 mm Hg or diastolic pressure, ≥105 mm Hg-mild hypertension defined as blood pressure <160/100 mm Hg-In active treatment group- bp goal of less than 140/90 mm Hg

https://pubmed.ncbi.nlm.nih.gov/35363951/


Patient-Clinician Communication Matters
• Directly linked to higher patient satisfaction 

scores, better adherence and improved health 
outcomes

• Race concordant visits for African American 
patients are longer and more patient-centered

• In MEPS, African American and Latino 
physicians care for >50% of minorities, >70% 
LEP, and more Medicaid/uninsured patients 

• In 2020, only 14% of medical school graduates 
and 12% of practicing physicians were URM



Patient Experiences with Health Care and 
Early Detection of Colon Cancer

• SEER-CAHPS Survey retrospective cohort
• 9211 with CRC, 27% Black, 32% H/L, 36% 

Asian and 31% White
• H/L and Asian patients had significantly lower 

scores c/w Whites for timeliness of care
• Blacks and Asians had lower scores for 

getting needed Rx meds c/w Whites
• Poor experiences with timeliness and realized 

access of care may be related with later stage 
of diagnosis among Blacks

Farias A, et al. Medical Care 2021; 59: 295-303 

•



Use of Interpreters in Language 
Discordant Encounters

• Patients using interpreters ask less, say less, 
answer less (even with professionals)

• Encounters take twice as long or do half as 
much –– cost and time; provide more time?

• Who translates matters: professional 
interpreter should be required for all important 
interactions: accuracy and quality

• Technology: dual head set telephones, Video 
conferencing, digital translators

• Clinicians’ language skills certified



Diversity in Science and Medicine is  a 
Demographic Mandate

• Develop a diverse clinical workforce that will 
care for our patients: >50%

• Develop a diverse biomedical scientific 
workforce that will conduct better research in 
all areas of science

• Engage under-represented populations to 
participate in research

• Equal inclusion of people from all 
backgrounds especially those viewed 
differently because of exclusionary practices



NIMHD Health Disparities Research Institute

• A week-long intensive and engaging training experience 
launched in 2016

• Early-stage investigators and postdoctoral fellows
• Lectures by selected leading scientists in minority health 

and health disparities focused on 3 themes
• Mock grant review session using real applications
• Meetings with NIH scientific program staff engaged in 

minority health and health disparities research
• Consultations on the development of research interests 

into a K or R01 application, as well as research strategies 
and methodologies for proposed studies

• 406 participants in 7 years, about 60% URM, 20% MDs





Promoting Health Equity in Health Care 
to Reduce Disparities

• Expand Access: Health insurance, place and 
clinician as fundamental: ACA experiment

• Public Health Consensus: Rx hypertension
• Coordination of Care: Systems, navigators, and 

target conditions
• Patient-Centered Care: PCMH, effective 

communication, cultural competence, primary 
care saves lives

• Leverage health IT and EHR to address equity
• Performance measurement: Risk, need Equity 

Quality Measure to reward systems



Community Engaged Research to Reduce 
Health Disparities: What is Needed?

• Shift models of care to population health built 
on strong primary care and community 
engagement

• Recognize the importance of health and not 
just health care

• Engage community resources in promoting 
health: access to real food and safe places

• Recognize and manage structural and 
interpersonal discrimination at all levels



NIMHD Budget Update

https://officeofbudget.od.nih.gov/approp_hist.html

FY 16 FY 17 FY 18 FY 19 FY 20 FY 21 FY 22
Appropriation $269.15 $289.07 $305.11 $314.68 $335.81 $391.59 $459.78
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NIMHD R01 Applications and Award Rate

FY # of R01 
applications

# of R01 
awards

Success Rate 
%

2021 494 64 13.0%

2020 437 42 9.6%

2019 394 41 10.4%
2018 281 39 13.9%

2017 227 59 26.0%

2016 124 33 26.6%



R01 Applicant Award Rates, 2018 - 2021
Early-Stage Investigators 

2018 2019 2020 2021

Total 86 108 126 152

Awarded 22 12 14 28

Rate 25.6% 11.1% 11.1% 18.4%



Future Research Directions
• Multi-level interventions needed to address 

health disparities and improve minority health
• Identify disparities mechanisms: biological 

pathways, social determinants, individual 
behavior, environment, health system

• Assess specific communication strategies 
between patients-clinicians to maximize trust

• Implement structural change to modify 
individual and group behaviors



Connect With NIMHD
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