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Abstract
This editorial is intended to be a reflection on cardiovascular disease (CVD) 
burden in European ethnic minorities. In some European countries, ethnic 
minority realities, due to their recent appearance, are still to be studied in depth. 
The experience of several European countries, where the migration processes 
started earlier, even more than a century ago, can help by being an example. 
Many studies have shown that major differences in CVD burden exist not only 
between countries, but also within the same country when considering different 
social strata and ethnic groups. The CV risk factors underlying heart disease have 
been well established. Important epidemiological studies have helped us 
understand that the underlying causes of heart disease as well as the behaviors 
that can help prevent them are the same. We are now well aware that CVD should 
be treated by considering a holistic approach. This is why the social determinants 
(SDs) of health that may worsen the disease burden or that, vice versa, may 
improve the treatment, and even more significantly, the prognosis of a patient’s 
illness should be taken into consideration. For ethnic minority patients, this 
holistic, hermeneutic approach is of importance. Several SDs of health that 
influence CVDs have been identified but their relevance for the health of ethnic 
minorities has not yet been clearly defined. In some European countries, most 
ethnic minorities are largely also religious minorities. Only a few studies have 
evaluated the role of religion, which is an important SD that affects the probability 
of having CV risk factors and diseases. Adolescents, particularly those belonging 
to the second generation, seem to be the weak link. If we believe that these young 
people are really citizens of their country of birth, then a way of recognizing their 
belonging to the community starts from a will to better understand their 
condition, in order to assist them while they grow physically and mentally. 
Thinking about safeguarding the health of this population should be more than a 
health task, rather a goal of social justice.
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Core Tip: A wealth of data highlight the existence of important differences in cardiovascular (CV) disease burden within the 
same country, when considering different social strata and ethnic groups. Both CV diseases and risk factors have been 
shown to be related to several social determinants of health. Thus, in ethnic minority individuals, a holistic, hermeneutic 
approach should be considered.
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INTRODUCTION
With the end of the Cartesian dualism that the mind and body exist as distinct entities, the biomedical paradigm, 
according to which the cardiovascular (CV) system is merely a set of hydraulic pipes and an array of valves and pumps, 
has lost some of its predominance. In addition, the reduced prevalence and incidence of the most common intermediate 
risk factors (e.g. hypertension, diabetes, dyslipidemia, smoking, sedentary behavior), as a result of increasingly effective 
drugs and lifestyle changes and the improved surgical and interventional procedures for the correction of diseased pipes, 
valves and pumps, proved not to be enough to reduce CV morbidity and mortality[1]. Both longitudinal and cross-
sectional epidemiological studies have identified several important international, national and regional CV health 
gradients that cannot be explained with the sole use of the previous biomedical paradigm criteria.

In the field of cardiology, research on conventional risk factors has been successful in significantly reducing the CV 
disease (CVD) burden in ethnic minority individuals. With this approach, however, the feeling is to arrive probably when 
the game is almost over. Moreover, only a few studies have evaluated traditional CV risk factors and CVDs in European 
ethnic immigrants, and the landscape shows green patches with large barren areas[2]. However, over the last two 
decades, growing attention has been devoted to ethnic minorities in the scientific literature, although no definitive 
conclusion can be drawn on the effect of traditional CV risk factors in this population due to the limited number of 
studies, different outcome measures and sometimes inconclusive results. This disappointing situation has led clinicians 
and epidemiologists to search for novel risk factors to account for the lower CV morbidity and mortality observed in 
high-income countries[3] and to develop a new approach to better define the burden of CV risk factors and diseases.

According to this new paradigm, body organs, and particularly the CV system, are to be put in a model where the 
main essence of the human being should be considered, that is, its sociality. It is only by considering social factors such as 
socioeconomic, cultural, gender and ethnic issues that some of these inconsistencies could be adequately addressed. 
Therefore, both CV diseases and risk factors have been linked to several social factors that affect their occurrence 
positively or negatively. These social factors, largely occurring outside the formal medical and healthcare setting, include 
the social determinants (SDs) of CVDs[4], which are also defined as the causes of the causes of traditional CV risk factors
[5]. As outlined in the scientific statement from the American Heart Association, “at present, the most significant 
opportunities for reducing death and disability from CV disease in the United States lie with addressing the SD of CV 
outcomes”[4]. This holds true for industrialized countries, but also for developing countries.

Nowadays, we are well aware that CVDs should be treated with a holistic approach. For ethnic minority patients, this 
holistic, hermeneutic approach is even more important. Nevertheless, most health research funding is primarily allocated 
to tackle biomedical challenges, rarely addressing specifically the role of the SDs of health. The concept of SDs of health 
related to CVDs was first introduced in 1980, highlighting the increasing social inequalities[6] associated with increased 
CVD mortality in high-income countries[7]. One of the first reports to address this issue was the Black Report (named 
after chairman Sir Douglas Black, President of the Royal College of Physicians) published in the United Kingdom in 1980
[8]. The report showed that, among the British population, morbidity and mortality were unequally distributed, and that 
since the establishment of the National Health Service (NHS) in 1948, these inequalities have been increasing rather than 
diminishing. The conclusion of the report was that these inequalities were not related to shortcomings in the NHS, but 
rather to the fact that health is influenced by many other social inequalities, including income, education, housing, diet, 
and conditions at work. Thus, the report recommended to combat inequalities in health through a wide strategy of social 
policy measures. Since the formalization of the Commission of Social Determinants on Health by the World Health 
Organization (WHO) in 2005 chaired by Sir Michael Marmot, research on the SDs of health has increased significantly[9].

It is not easy to give a simple definition of the SDs of health. Sociology, and more in-depth medical sociology, deal 
extensively with this topic. The WHO Regional Office for Europe, which reflects much of the work developed at the 
International Centre for Health and Society at University College London, gives a comprehensive description of SD: “SD 
of health are the conditions in which people are born, grow up, live, work and age. These conditions influence a person’s 
opportunity to be healthy, his/her risk of illness and life expectancy. Social inequities in health–the unfair and avoidable 
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differences in health status across groups in society–are those that result from the uneven distribution of SD”[10]. Thus, 
according to the WHO definition, health and illness and the resources to prevent illness and its effects are not distributed 
randomly throughout human society[11]. Tackling these inequities should be a high priority at all levels of governance 
because from the social point of view it achieves health equity and avoids unfair, unjust, avoidable, and unnecessary 
suffering. Tackling these inequities is advantageous also economically because on the long run it reduces the costs of 
health services and increases government revenue by improving productivity[12]. Finally, addressing these issues is not 
only a moral and a human rights imperative, but it helps promoting human well-being, prosperity, and sustainable 
development[13].

Several SDs of health that influence CV risk factors and diseases have been identified but their relevance for the health 
of ethnic minorities has not yet been clearly defined. As outlined in a recent report of the WHO Regional Office for 
Europe, although Europe is regarded as one of the healthiest and most prosperous regions in the world, substantial 
health inequalities exist both between and within countries, with trends showing that these gaps did not change or 
widened over the last decades. The WHO stigmatizes health inequalities within and between countries by simply 
considering they should never happen[14].

Many reports have shown that health inequalities are particularly pronounced in European ethnic minorities[15]. 
Moreover, the recent coronavirus disease 2019 (COVID-19) pandemic disproportionately affected ethnic minority groups, 
and this trend was also observed among healthcare personnel. The higher incidence of COVID-19 in ethnic minorities is 
also related to their SDs of health[16]. However, it is worth noting that there is a difference between minority health and 
health disparities. Although some ethnic minority individuals or groups have higher socioeconomic position (SEP), are 
highly educated, and have adequate access to care and thus may have even better health outcomes than the general 
population, health disparities may persist suggesting that additional factors, such as biology, cultural and environmental 
interactions, and structural discrimination may contribute to health disparities[17].

Ethnic minorities have been present for more than a century in many northern European countries. Historically, in 
southern Europe, there have been religious minorities, but ethnic minorities began to settle after World War II, especially 
in the last three decades of the 20th century. Europe still needs migrant labor in many sectors to fill low-skilled jobs 
because of the falling of birth rates and the aging populations[2]. Nevertheless, while the first waves of immigrants were 
well accepted and managed to organize ethnic minority realities, more recent immigrants have found it difficult to be 
integrated and feel that they are not accepted. This is also related to the fact that after the recent economic downturns, in 
several European countries, anti-immigrant parties have made electoral gains with anti-ethnic and anti-Islamic rhetoric. 
This negative perception is now seriously affecting also the already settled ethnic minorities, especially Muslims.

The offspring of ethnic minorities, born and raised in Europe, should not be involved in such debates. Ethnic minority 
youth should be considered an integral part of the society to which they actually belong and should be protected through 
legal and policy measures. This goal could be achieved also by taking care of the health of ethnic minority individuals, as 
health is an essential element of well-being. However, data on ethnic minority health in Europe are heterogeneous, with 
little research dealing with the health of first-generation[18] and beyond first-generation migrants[19], limiting the 
possibility of monitoring and improving their health. Unfortunately, Europe does not have an institute such as the United 
States National Institute on Minority Health and Health Disparities or a law equivalent to the 1993 United States National 
Institutes of Health (NIH) Revitalization Act, which demand researchers to include in their studies ethnic minority 
populations, unless there is a scientific reason not to do so. In the United States, it is not legally, ethically, or scientifically 
acceptable to exclude ethnic minorities from scientific research[20].

In an era of budgetary constraints, the high costs of fieldwork implementation, alongside insufficient researchers’ 
experience to access ethnic minorities, and probably also lack of interest, are among the reasons for the scarcity of ethnic 
minority health research[21]. Conducting research that includes people from ethnic minority groups will allow European 
research to become equitable, ethical, and not institutionally racist. Advancing the understanding, for instance, of the 
relationships between CV risk factors and diseases[22] will improve the healthcare not only of ethnic minorities, but also 
of the general population. In this regard, research on international and national interethnic differences and similarities 
provides a unique view of the role of environmental and genetic factors in CVD development[23]. The health of the whole 
population improves when all segments of the population benefit from the health system. It is unfair if ethnic minorities 
are subject to direct or indirect social and health discrimination, increasing inequalities. In order to narrow the 
inequalities of ethnic minorities who have higher CV risk factor prevalence than the general population, their CV risk 
factors should be treated faster than those of the more advantaged ethnicities. Otherwise, the inequalities between 
different ethnicities will widen or, at best, remain unchanged[15]. Although this is not an easy goal to achieve, it 
represents a formidable challenge for public health research and practice.

As recently emphasized by the United States NIH, after “rigorous scientific approaches to minority health and health 
disparities, building on decades of studies addressing social inequality and health, behavioral epidemiology, and access 
to quality health care”, “it is not enough to identify factors that contribute to health disparities: Intervention science must 
be applied in full force to seek solutions”[24]. Ethnic minority health inequalities can be reduced by removing physical, 
behavioral and cultural barriers to healthcare, closing disparities in quality of care, designing public health strategies, and 
implementing interventions to reduce health risks at the community level. Practically, in the field of CVD, for instance, it 
means to screen African or South Asian ethnic individuals at a younger age, to use new approaches to estimate their risk, 
to start treatment at lower thresholds, to lower blood pressure therapeutic goals, to lower obesity cutoffs, and to 
intensively monitor them to reduce their high premature mortality[25,26].

Most European ethnic research usually focused on both first-generation immigrants and ethnic minorities despite the 
often-divergent needs of the two groups. Thus, the utility of dedicated research on ethnic minority adolescents[25]. 
Another issue is related to irregular or undocumented migrants who are not officially registered and to refugees, whose 
numbers are increasing. Although all EU member states have formally recognized the right for every person to the 
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highest attainable standard of physical and mental health, many of these individuals are not engaged in or able to afford 
health care[27]. On the other side, refugees are at increased CVD risk due to interruption of medical care along the 
migratory route, psychological stressors, post-traumatic stress syndrome, and racism. For these individuals, the organiza-
tional and administrative issues including language, cultural and communication barriers, alongside their economic 
situation, limits the possibility of controlling their CVD risk burden. Thus, refugees seem to have a different CV risk 
factor pattern than migrants from the same country[28].

Undoubtedly, primordial prevention, when correctly done, leads to good results. However, individual prevention and 
treatments are expensive, especially for those who are in the lower social strata, and do not always completely solve the 
problems. Today, not much can be done regarding the genetic or epigenetic causes of CVDs in ethnic minorities. In my 
opinion, however, the main task is to move medical prevention from a purely biomedical approach that analyses conven-
tional risk factors to give particular importance to the SDs of CVDs.

The end of the biomedical dominance has opened new horizons on the role of ethnicity and society and their dynamics 
in the determinism of diseases. Except for variations by country and age, no other epidemiological variable is as potent as 
ethnicity in exploring population-level differences in major CV risk factors and diseases[29]. The role of SDs of health is of 
special relevance if analyzed within ethnic minorities. This is because the society exerts a sui generis role in ethnic 
minorities. The existence of ethnic minorities is affected by the society in which they live. Thus, the role of SDs of health 
in individuals belonging to an ethnic minority is crucial. Particular attention should be given to the role of three SDs, 
which should not be considered singularly; rather their interaction should be sought.

Firstly, the role of the SEP as it is probably the most important SD factor, whose effects on the health of the whole 
society have been extensively studied[4]. In particular, the SEP of ethnic minority adolescents is conditioned by external 
factors linked to the type of the society in which they live, and also by internal factors related to the ethnic minority and 
the specific individual characteristics[30]. For ethnic minority adolescents as well as for autochthonous adolescents, the 
most commonly used SEP indicators are income, education level, employment, life course context, psychological stress, 
and neighborhood characteristics. It is not yet known to what extent the SEP of southern European ethnic minority 
adolescents is converging to that of autochthonous adolescents, similarly to what is happening in other European 
societies.

The acculturation process is the second SD. The Berry framework, which considers both the will to acquire the way of 
life of the host country and that to preserve the values of one’s own country of origin, is the one most studied[31]. Data 
from the literature show that ethnic minorities have different acculturation processes, and often these differences are 
present also within families of the same ethnic group or even between the same family members. Some communities, 
such as the Chinese, usually maintain traditional attitudes for generations, while communities from eastern European 
countries have greater assimilation attitudes, whereas other communities, such as those from the Middle East or North 
Africa, prefer integrational models. It is important to note that, despite having an impact, the acculturation process alone 
cannot account for the CV risk factor and disease burden of the various ethnic minorities due to its intrinsic difficulty in 
being understood and measured[32].

The third SD is religion; an important SD that affects the probability of having CV risk factors and diseases. In some 
European countries, most ethnic minorities are largely also religious minorities. Religion, despite being an important 
identity factor, is not usually taken into consideration in medicine[33], especially when it comes to young people. 
Nevertheless, religion was found to influence CV risk factors and diseases in adult populations[34]. For those who 
believe, religion may condition many elements of their life, beginning from simple nutrition to the acculturation process 
itself.

Adolescents, particularly those of beyond second generation and of mixed ethnic background couples, seem to be the 
weak link. If we really believe that these young people are citizens of their country of birth, then a way of recognizing 
their belonging to the community starts from a will to better understand their condition, in order to assist them while 
they grow physically and mentally. Thinking about safeguarding the health of this population should be more than a 
health task, rather a goal of social justice.

CONCLUSION
A wealth of data highlight the existence of important differences in CVD burden within the same country, when 
considering different social strata and ethnic groups. Both CV diseases and risk factors have also been shown to be related 
to several SDs of health. Thus, in ethnic minority individuals, a holistic, hermeneutic approach should be considered.
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