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Abstract

Objective: To provide guiding principles and recommendations for how approaches

from the field of dissemination and implementation (D&I) science can advance

healthcare equity.

Data Sources and Study Setting: This article, part of a special issue sponsored by the

Agency for Healthcare Research and Quality (AHRQ), is based on an outline drafted

to support proceedings of the 2022 AHRQ Health Equity Summit and further revised

to reflect input from Summit attendees.

Study Design: This is a narrative review of the current and potential applications of

D&I approaches for understanding and advancing healthcare equity, followed by dis-

cussion and feedback with Summit attendees.

Data Collection/Extraction Methods: We identified major themes in narrative and

systematic reviews related to D&I science, healthcare equity, and their intersections.

Based on our expertise, and supported by synthesis of published studies, we propose

recommendations for how D&I science is relevant for advancing healthcare equity.

We used iterative discussions internally and at the Summit to refine preliminary find-

ings and recommendations.

Principal Findings: We identified four guiding principles and three D&I science

domains with strong promise for accelerating progress toward healthcare equity. We

present eight recommendations and more than 60 opportunities for action by practi-

tioners, healthcare leaders, policy makers, and researchers.

Conclusions: Promising areas for D&I science to impact healthcare equity include the

following: attention to equity in the development and delivery of evidence-based

interventions; the science of adaptation; de-implementation of low-value care; moni-

toring equity markers; organizational policies for healthcare equity; improving the

economic evaluation of implementation; policy and dissemination research; and

capacity building.
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What is known on this topic

• Despite advances in healthcare and in dissemination and implementation (D&I) science,

healthcare inequities persist.

• Many persistent inequities can be attributed to challenges and gaps in implementation across

healthcare systems and contexts.

• D&I science provides rigorous approaches and methods for advancing healthcare equity.

What this study adds

• Four guiding principles that inform the application of D&I science to make progress towards

healthcare equity.

• Eight recommendations and more than 60 associated opportunities for action that specify

key directions for D&I science to partner with healthcare settings to advance healthcare

equity.

1 | INTRODUCTION

Healthcare organizations, including primary care practices, have a

significant role in ensuring health equity, which is achieved when

every person has the opportunity to “attain his or her full health

potential,” and no one is “disadvantaged from achieving this potential

because of social position or other socially determined circum-

stances.”1,2 However, persistent and longstanding health inequities

suggest that access to and routine provision of high-quality healthcare

is not equitably distributed across populations. According to the

Agency for Healthcare Research and Quality (AHRQ) National Health-

care and Health Disparities Report,3 historically marginalized popula-

tions are more likely to experience care inequities (e.g., lack of health

insurance coverage, higher out of pocket healthcare costs, living in

areas with primary care shortages) and worse health outcomes. Addi-

tionally, some healthcare gaps are widening because of inequitable

receipt of healthcare (e.g., increases in maternal mortality rate), in

spite of improvements in some quality indicators (e.g., increase in per-

centage of people with health insurance).

To achieve health equity, we need to remove obstacles to health

and well-being for all populations across multiple sectors and societal

contexts, including but not limited to healthcare settings and systems.4

Equity in the context of healthcare—the focus here—is defined as the

“…just distribution of access to and utilization of healthcare-related ser-

vices resulting in equitable healthcare outcomes and health status

among members of a population. Just distribution means without varia-

tion due to income status, race, gender, ethnicity, or other social or eco-

nomic characteristics.”5 Healthcare inequities are shaped by broader

structural factors including systemic racism6 and other forms of discrim-

ination, bias, and systems of oppression (e.g., sexism, ageism, classism).7

These societal systems affect historical and current characteristics of

health systems, healthcare delivery practices and policies, and non-

medical drivers of care that affect access and utilization. Moreover,

these systems condition the underlying social determinants of health

(SDOH) that include social and economic factors (e.g., housing, education,

employment, neighborhood environment), which are fundamental con-

tributors to disease and can exacerbate health inequities across these

multiple sectors.6,8 Given the factors that shape health are complex and

patient-level interventions alone are not sufficient to achieve healthcare

equity,9,10 implementation of multi-level (e.g., individual, clinical, com-

munity), multisector (e.g., across healthcare, housing, transportation,

social services), practice-based, and policy interventions are needed to

achieve an equitable healthcare system for all populations.

Evidence-based interventions, policies, and practices (EBIs),

including practice-based evidence,11 are foundational to healthcare

quality and outcomes. Equitable dissemination and implementation

(D&I) of EBIs is a recent focus in D&I science.12–16 While referred to

as D&I science,17 D&I are related but distinct areas. Dissemination

research examines how to actively distribute information and inter-

vention materials to a specific public health or practice audience,

whereas implementation research focuses on how to accelerate the

adoption and integration of EBIs into clinical settings.17,18 To be con-

sistent with the broader literature, we will use the D&I acronym in this

paper. To conduct D&I science with a healthcare equity focus, greater

attention must be given to understanding aspects of health systems

that influence the availability and delivery of high-quality care, aligned

with cultural perspectives, history, assets, and needs of the commu-

nity served. This requires meaningful engagement with community

members, healthcare practitioners, leaders, and policy makers when

developing, disseminating, and implementing EBIs.6,14–16,19–21

In 2022, AHRQ conducted a Health Equity Summit, which

brought together multiple constituencies to “develop a common

understanding and language to describe what health equity means in

the context of health systems and what it means within the context

of AHRQ's mission and healthcare delivery implementation.”22 This

paper describes aspects of the Summit proceedings that focused on

ways D&I science can facilitate equity in healthcare delivery.23

Prior recommendations for D&I science have included guidance for

how D&I science can more explicitly focus on making progress toward

health equity and calls to action to address the impact of structural rac-

ism across the broader field.14,19,21 These prior recommendations

focused on a wide range of settings and approaches in D&I science,

including but not limited to healthcare. Our paper builds on this prior

work by addressing specific recommendations for D&I science in the
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healthcare setting—a critical gap in the current literature. The audience

for this paper includes researchers, healthcare leaders and practitioners,

and funders. We focus on two objectives that aligned with the perspec-

tives of Summit attendees: (1) linking established equity principles that

can be applied to policies and practices in healthcare systems and set-

tings; (2) generating recommendations on the application of D&I science

in advancing equity in healthcare systems and settings.

2 | METHODS

The AHRQ Summit organizers invited a narrative review on the appli-

cation of D&I science in addressing healthcare inequities as one of the

key topics at the 2-day Health Equity Summit (see Appendix A).23 The

senior author (DHJ) invited co-authors to create a team with comple-

mentary expertise in D&I science and healthcare equity research. A

draft of the paper outline was developed through a focused literature

review, guided by narrative and systematic reviews and other publica-

tions on topics relevant to this area. This generated a landscape of

potential concepts and approaches for the Summit discussion. Based

on our combined expertise and literature summaries, we achieved a

comprehensive understanding of where foundational D&I principles

and approaches would be most relevant for advancing healthcare

equity and further refined these ideas based on iterative internal dis-

cussions. We also received input from Summit attendees from across

the country, representing various roles in healthcare systems and aca-

demic settings (e.g., chief quality officer, physician, professor of medi-

cine, chief health services officer). The findings from the literature

review and feedback from the attendees provided the basis for gener-

ating two outcomes for inclusion in this paper: (1) guiding principles

that inform the application of D&I science; and (2) recommendations

for advancing healthcare equity through D&I science.

3 | RESULTS

3.1 | Guiding principles

We identified four guiding principles that inform the application of D&I sci-

ence to make progress towards healthcare equity. These guiding principles

reflect the conceptual basis for D&I science, which is informed by multiple

models and frameworks,14,19,24,25 and underscore core issues raised by

Summit attendees as critical to motivating healthcare equity efforts. The

principles described below and in Figure 1 provide direction to equitable

D&I approaches in the context of healthcare systems and settings.

3.1.1 | Racism must be recognized as a fundamental
driver of healthcare inequities

Racism is the hierarchical structure of oppression that operates across

multiple levels and sectors to create, reinforce, and maintain social and

health inequities.8,26,27 To advance healthcare equity through D&I

science, we must first acknowledge how racism creates and maintains

inequities through institutional structures and policies that support

unequal access to opportunities and societal resources.19 Based on this

principle, we must identify ways to dismantle the effects of racism in our

systems and implement more equitable policies and practices, including

evidence that was informed by and reflects populations and settings

impacted by racism.8,19,26,28,29 D&I science can provide tools for addres-

sing systemic causes of healthcare inequities by promoting equitable and

multi-level implementation of practices and policies in healthcare systems

and other relevant sectors (e.g., linking with social services to address

SDOH), which have the potential to advance healthcare equity.

3.1.2 | Equitable healthcare requires active
engagement of community members and other relevant
partners

Critical to equity in healthcare research and practice is the inclusion of

the voices and lived experiences of community members and patients

by healthcare leaders, researchers, and providers in the development

and delivery of EBIs, especially from historically underrepresented

populations.30–32 Healthcare systems (e.g., providers and leadership)

need to prioritize providing care that addresses the core barriers, social

needs, and health priorities of populations that are systemically margin-

alized. This effort will require the ongoing engagement of key partners

and constituents from across the healthcare continuum, from commu-

nity members to practitioners to policy makers, to health system leaders

and researchers.21,33 Recognition of differences in power and privilege

within healthcare systems will assure the value and contribution of all

members and not replicate racist practices in the development and

implementation of interventions.28,34

3.1.3 | Equitable healthcare requires multisector
partnerships

Social disadvantage affects the health of populations through a num-

ber of sectors and settings (e.g., healthcare, financial, education, and

F IGURE 1 Guiding principles to achieve healthcare equity in
dissemination and implementation science. [Color figure can be
viewed at wileyonlinelibrary.com]
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housing).35,36 Despite huge increases in healthcare spending, health

quality metrics have not improved significantly.28 Given the complex

and interdependent social needs of populations experiencing healthcare

inequities and the systems that contribute to these needs,37 we must

focus our efforts on systemic perspectives and multisector settings that

have the potential to address the underlying causes of these ineq-

uities.38,39 Partnerships and clinical linkages with these settings can help

improve some of the key barriers to both healthcare equity and health

equity.35,40–43 For example, healthcare systems can partner with com-

munity sectors (e.g., faith-based and/or social service organizations,

tribal communities) to provide greater linkages and access to healthcare

services, and to address some of the fundamental needs that must be in

place to promote health. Community sectors are important for marginal-

ized groups because they are often more trusted and may have higher

reach, especially for populations that do not regularly access health-

care.21,38,44 D&I science can help enhance the delivery of EBIs through

multisector settings to achieve healthcare equity.35

3.1.4 | Context is central to healthcare equity45–48

Context is defined by social, organizational, political, and external fac-

tors (e.g., organizational culture, finances) that influence the successful

delivery and impact of EBIs.49 Context includes attributes of settings

in which care is delivered and the resources needed to implement

EBIs equitably, such as human (e.g., staff trained), material

(e.g., equipment), and economic resources (e.g., methods of reimburse-

ment).50 Context is dynamic, and healthcare systems are interrelated;

as such, it is important to consider and monitor the extent to which

inequities may be exacerbated over time.21,51,52 D&I science can help

advance understanding of the variations within systems and across

settings and how they shape both inequitable implementations in

healthcare and differences in health across population sub-groups37,48

by asking how and in what context does this intervention work or how

can the system or the intervention be adapted to work?53

These four guiding principles inform the way we conceptualize

our approach to D&I science and practice with a focus on healthcare

equity. These principles are embedded throughout the following

recommendations.

3.2 | Recommendations to accelerate actions for
impact

Eight recommendations were identified of particular importance for

ensuring equitable healthcare through D&I science. These recommen-

dations, highlighted in Figure 2, fall within three domains:

(1) approaches and processes; (2) economics and policy; and (3) capac-

ity-building. For each recommendation, we present the rationale and

supporting evidence, including why it is important to healthcare

equity and the role of D&I science. Tables 1–3 describe specific

opportunities and examples for achieving these recommendations.

3.2.1 | Approaches and processes

Expand the evidence base for equitable healthcare EBIs

Often EBIs being developed and implemented in healthcare settings

may not be relevant to historically marginalized populations. Histori-

cally, the evidence for EBIs is determined by randomized control trials

conducted in high-resource academic or clinical settings that do not

the need of populations experiencing structural barriers to health and

healthcare.160 These EBIs are “pushed” to healthcare systems by

researchers and implemented without consideration of fit with con-

text, feasibility, or potential for sustainability.63,137 EBIs are also

implemented without accounting for the complexity of policy and sys-

tems influences on delivery and healthcare inequities.161,162 To

achieve AHRQ's goal of ensuring access to quality, culturally-

competent, and contextually-aligned care for historically marginalized

populations,57 we must require increased representation of these

F IGURE 2 Recommendations
to accelerate equitable healthcare
through dissemination and
implementation science. [Color
figure can be viewed at
wileyonlinelibrary.com]
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TABLE 2 Economics and policy of healthcare equity.

What we know Why it matters Opportunities for action

Advance organizational policies for healthcare equity

Healthcare organizations are racialized

structures108 (i.e., organizations can

reinforce structural racism through

unequal distributions of resources in

their macro-, meso-, and micro levels)

and can maintain white supremacy

practices.37

Colorblind theories (i.e., theories that do not

explicitly recognize race, racism, or

discrimination), permeate and foster

inequities in healthcare.

Examine how current policies foster or maintain

racism.109,110

Include equity-related constructs and measures (e.g.,

discrimination, racism) in assessing organizational

context.111

Evaluate how institutional racism (e.g., excessive monitoring

from supervisors, micro invalidation of peers and patients,

unfairness in promotions and payment) affects the

experiences of healthcare workers of color; Implement

interventions and policies to address institutional

racism.112–115

Develop evidence to inform and improve policies that

systematically examine how clinical care is being

implemented for diverse patients.116,117

Strong organizational leadership,

supervision, and training focused on

equity will cultivate a supportive

implementation climate.118–120

Organizational leadership can influence

healthcare policies that value equitable

care and affect retention of staff,121

especially in under-resourced settings.

Implement anti-racism training for healthcare leadership and

providers.122

Evaluate the impact of equity-focused clinical training in

leadership, supervision, and practice of a diverse

workforce.123

Foster healthcare policy making through dissemination research

Implementation is political. The political context drives the policy

making process and directly impacts

healthcare equity.

Laws affect access to healthcare for

historically marginalized populations.

Examine how politics (e.g., reimbursement processes,

immigration laws) affect access to and quality of care for

historically marginalized populations.86,124

Partner with advocacy groups and/or citizen scientists (i.e.,

the general public who collaborate with scientists) to

understand how policies affect historically marginalized

populations.125

Build shared measurement practices with community

members, community-based organizations, healthcare

systems, service providers, and policy makers to ensure

the focus on healthcare equity is relevant for the

community.126

Examine which factors (i.e., content, tailoring materials for

different audiences, who to send the materials, when

materials should be sent, and how) facilitate the

engagement of policy makers with research and inform

policydecisions.127–130

Dissemination research and policy

making are important to healthcare

equity.

Policy makers may not understand the

perspective of those who are

implementing innovations (e.g., primary

care providers); dissemination research

can foster understanding of the

complexities of an equitable

implementation process.131

Design and implement dissemination research with an

equity-focused approach to advance healthcare policy.132

Examine dissemination processes that facilitate the

development and adoption of equity-centered policies.

For example, foster audience research (i.e., examine how

to increase different audience's awareness, adoption, and

positive attitude toward EBIs), audience segmentation

research (i.e., examine how to tailor information for

different audiences), and dissemination effectiveness

research (i.e., examine which dissemination strategies

work best for whom).127,133–136

Dissemination of information about

EBIs will increase implementation at

the provider level.

Healthcare providers may not be aware of

EBIs and their variable impact among

historically marginalized populations.

Engage multiple disciplines (e.g., marketing, communication,

sociology, psychology) when designing EBI dissemination

strategies for practitioners, community members,

healthcare leaders, and policy makers.137,138

Evaluate how different sources and formats of information

(e.g., news, websites) affect providers' and organization

leaders' attitudes toward healthcare equity.135,136

Test different strategies that examine how to disseminate

equity-related information without increasing bias and

racism.123,139

(Continues)
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populations in intervention development and evaluation. When devel-

oping and testing EBIs, researchers and healthcare leaders should con-

sider designs that address the impact of context (e.g., policies and

practices indicative of institutional racism) in the development and

delivery of EBIs.61 Additionally, there is a need to conduct research in

close partnership with healthcare leaders, practitioners, and patients

within the settings where implementation is occurring through an

embedded research model.63,163 It is also necessary to prioritize the

development and implementation of not only traditional EBIs that are

researcher developed and tested, but also ‘practice-based’ and

community-aligned EBIs.11,60 D&I science can guide the development

and implementation of interventions, including those that explicitly

TABLE 2 (Continued)

What we know Why it matters Opportunities for action

Advance the economic case through equity-focused D&I science

Economic evaluation of EBIs will

facilitate transparent examination of

return-on-investment.140,141

D&I studies should include cost data or

conduct comparative economic analysis

in multisector settings.142

Expand the use of cost-analysis methodologies in D&I

healthcare studies.

Compare payment models for effect and scalability to

expedite services through primary care settings (e.g.,

Federally Qualified Health Centers).

Determine the hidden cost of services, such as parking and

transportation for patients (and providers) or access to

technology for different populations.143,144

Pragmatic methods will facilitate cost

analysis across multisector

partners.86

Under-resourced clinical and community

practice organizations may not have the

infrastructure to collect cost data.142

Use practical economic tools that will allow for comparison

of implementation costs of EBIs across multiple settings

of care and diverse populations.145

As organizations transition to value-based payments,

capture economic metrics of prevention services and

evaluate how healthcare savings and expenses can impact

population health.146

Referent perspectives (whose

perspective is considered in the

process) are important to calculating

costs.147

Consideration of the needs and resource

constraints of different settings can drive

whether cost analyses are done and are

critical to ensure healthcare equity.148

Develop and test rapid cycle approaches of cost estimates

considering the constraints of under-resourced settings

and the potential costs of adapting EBIs.149

Establish learning collaboratives, with different actors

(researchers, practitioners, leaders) who can play a role in

bridging the quality gap between practice and

research.150,151

Abbreviations: D&I, dissemination and implementation; EBIs, evidence-based interventions; SDOH, social determinants of health.

TABLE 3 Capacity building.

What we know Why it matters Opportunities for action

Build capacity to foster healthcare equity through D&I science across healthcare settings

D&I science has fostered several

capacity-building initiatives, but most

training programs are geared toward

D&I researchers and are not inclusive

of healthcare leaders, policy makers,

practitioners or community

members.152,153

D&I training for multiple healthcare

professionals, policy makers, and

stakeholders is needed to foster equity in

research and practice.153

Develop and test D&I competencies that are relevant for

practitioners, healthcare leaders, community members,

academic researchers, and others from the learning health

system, to ensure skills and knowledge to foster

healthcare equity.

Develop and implement D&I trainings of different intensities

(short, long), format (e.g., online, in-person, hybrid), and

focus (e.g., practitioner-focused outcomes).

D&I trainings often do not have explicit

equity domains as part of capacity

building; curricula of health equity

trainings do not necessarily have D&I

focus.

Training across multiple groups will advance

the development and uptake of equity-

focused EBIs across primary care, clinical,

and community settings.154

Develop or adapt current D&I training mechanisms to

embed explicit recognition of health equity components.

Develop tools and resources to support healthcare leaders

and practitioners in delivering culturally competent care

among historically marginalized communities.155

Conduct evaluation of existing and new D&I programs to

examine the impact of the training on research, capacity

building, and healthcare equity.156–159

Develop and test mentoring programs to engage mentors

and trainees from historically underserved backgrounds in

these trainings, with the goal of enhancing healthcare

equity.

Abbreviations: D&I, dissemination and implementation; EBIs, evidence-based interventions.
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address inequities in healthcare systems, as well as interventions that

help connect healthcare settings to critical community and social ser-

vices settings.41,58,164,165 Table 1 provides examples of how equity-

focused EBIs can further support AHRQ's goal of increasing effi-

ciency, transparency, and accountability of healthcare systems.57

Foster the science of EBI adaptation

Implementing EBIs within systems without adapting them to the context,

or failing to adapt the context to incorporate EBIs, will likely reinforce

inequities and disparities in healthcare.14,21,26,67 Adaptation is defined as

thoughtful or deliberate modifications made to EBIs with the goal of

improving their fit and implementation within a given context

(e.g., primary care, Federally Qualified Health Centers).81 Adaptation is

central to achieving equity as an “ongoing process of assessing needs,

correcting historical inequities, and creating conditions for optimal out-

comes by members of all social identity groups.”166 It addresses the inter-

play between the fit of the intervention (i.e., the what), the process of

implementation (i.e., the how), and the setting in which the intervention is

being implemented (i.e., the where). Adaptation is necessary to under-

stand what the best intervention is and for whom (i.e., which populations

and settings) and how EBIs produce changes in healthcare outcomes.

Adapting an EBI for a new population or setting (e.g., adding cul-

turally appropriate content aligned with the patient's daily context or

circumstances) or adapting the context to fit the EBI (e.g., integration

of an intervention into the clinical workflow or electronic health

record) is essential within under-resourced healthcare settings

because it takes into account the resources, infrastructure, and the

broader social context that impacts inequitable implementation.21 A

recent review of the complexities of healthcare for historically margin-

alized populations highlighted the adaptation of EBIs as a key determi-

nant of the uptake of healthcare interventions.167 There are

numerous opportunities to adapt EBIs to the needs and social con-

texts of historically marginalized communities.79,82,83,168,169 D&I sci-

ence can guide when and how to adapt interventions and track

adaptations across diverse settings of care. This will further inform

AHRQ's goal of strengthening healthcare.57,81 Table 1 offers addi-

tional rationale and suggested actions for advancing the science of

EBI adaptation in healthcare.

Prioritize de-implementation and mis-implementation of ineffective

policies and practices

De-implementation is defined as discontinuing or abandoning prac-

tices that are not proven to be effective, are less cost-effective than

an alternative practice, or are potentially harmful.90 Mis-

implementation is the inappropriate continuation of programs or poli-

cies that are not evidence-based, or the inappropriate termination of

evidence-based programs and policies.170 De-implementation and

mis-implementation efforts are necessary to reduce or eliminate low-

value care, defined as “care that is unlikely to benefit the patient given

the harms, cost, available alternatives, or preferences of the

patient.”171 Low-value care contributes to wasteful spending, which

includes overuse of screening and diagnostic services and increased

patient harm via over-diagnosis, contraindicated treatments, and

unnecessary financial burden.172–174 Patients from historically margin-

alized communities may be less likely to receive appropriate care and

services (high-value healthcare) and/or more likely to receive unnec-

essary care or services that cause financial burden.175,176

To achieve healthcare equity, we must reverse or remove ineffective

practices across healthcare settings.177–181 In doing so, we must consider

the short, medium, and long-term consequences of what is being

removed or replaced from the perspective of patients. For example, de-

implementing an intervention in settings with historically limited access to

quality care may exacerbate mistrust or perceptions of discrimina-

tion.91,182 To account for these unintended consequences, particularly

among systemically marginalized groups,24,183–185 greater attention must

be given to the role of culture, values, and community perspectives in de-

implementation or mis-implementation methods and frameworks.24,185

To accomplish AHRQ's mission of promoting the health, safety,

and well-being of people,57 further understanding how these factors

influence the maintenance or cessation of ineffective EBIs in the con-

text of complex healthcare settings is needed. Table 1 provides ratio-

nale and opportunities for actions to achieve this mission.

Monitor equity markers

To fully understand and account for the patterns and mechanisms of

inequities in the healthcare system, it is important to monitor setting and

patient-level variations in health that are not attributable to clinical mani-

festations of disease across time and conditions.186 This could include

tracking patterns in health outcomes and other implementation metrics

related to patient social dimensions (e.g., language), demographics,

and/or setting (e.g., geography).186 Improvement efforts should have

(1) a clear, measurable marker; (2) a framework that assesses progress;

(3) description of actions; (4) dedication to rapid evaluation, prediction,

and learning from tests; and (5) visualization of data.102,103 Technology

can support the collection of data to summarize, standardize, monitor,

and report outcome metrics, including outcomes related to the reduction

or exacerbation of healthcare inequities.75,186 For example, electronic

health records can be leveraged to provide metrics around SDOH to

inform patient-centered care,100 and natural language processing has

been used to capture SDOH markers from clinical notes.187 However,

when developing monitoring platforms, attention is needed to not repli-

cate bias and foster disparities in care.105,188 Additionally, D&I science

can support the development of monitoring processes by assessing dif-

ferent perspectives (e.g., patient, provider) on the acceptability and feasi-

bility of screening and monitoring of SDOH.189 Monitoring equity

markers can help achieve AHRQ's goals of increasing high quality of care,

and expanding equitable access to comprehensive, community-based

healthcare services.22 Table 1 offers additional rationale and suggested

actions for monitoring equity markers in healthcare.

3.2.2 | Economics and policy

Advance organizational policies for healthcare equity

Implementation of EBIs is shaped by national, state, local, and health-

care system policies.61 These policies can influence the misalignment
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of organizational incentives, national regulations around healthcare

metrics, or competing priorities among providers.190,191 Additionally,

organizational leadership,118,192,193 capacity,194–196 and culture and

climate197–199 within healthcare settings affect the uptake, implemen-

tation, and sustainment of EBIs. How different organizations collabo-

rate (or compete) in the delivery of services also affects equitable

policies and service delivery.200,201 Importantly, forms of structural

and institutional racism also shape the policies and practices of health-

care organizations.19 Systemic racism contributes to the accumulation

of resources and power in healthcare structures that promote health-

care inequities and that are reinforced by following existing norms,

practices, laws, and bureaucratic structures, (meaning) healthcare sys-

tems can perpetuate racism.108,109,202–204

D&I science can enhance our understanding of the role of policies

and policy making in the implementation of EBIs, including how issues

of power, mistrust, and bias that operate through institutional prac-

tices/policies shape inequitable healthcare delivery.34,205 For example,

D&I science can provide evidence for policy change and guide require-

ments that demonstrate measurable actions toward the elimination of

racial inequities in healthcare organizations (e.g., instituting mandatory

trainings on cultural competency and anti-racism, establishing metrics

for diversity in the healthcare workforce, and establishing accountability

processes).206 D&I science can also support the implementation of

requirements that assure program integrity and equity, one of the goals

of AHRQ.22 Table 2 offers additional rationale and suggested actions

for advancing organizational policies for healthcare equity.

Foster healthcare policy making through dissemination research

The uptake of EBIs is informed and impacted by the political context

which drives persistent healthcare inequities.131,207,208 Politics shape a

wide range of healthcare outcomes including access to healthcare through

appropriations, regulation, administration, subsidization, and allocation of

resources.207 To strengthen the healthcare system,57 we need to under-

stand and promote policies that affect equitable healthcare. Dissemination

research (i.e., examining how to actively share information about EBIs

with a specific population) can help shape policy.133,134,209 However,

research on how to effectively disseminate information about the equita-

ble implementation of EBIs in healthcare is yet to be fully examined.127

Research is needed to evaluate the influence of policies (e.g., primary care

reimbursement processes) on the access and quality of healthcare for his-

torically marginalized populations.61,210–214

Dissemination research can help increase awareness, knowledge,

and motivation of policy makers to translate research into action61

and create positive conditions (e.g., resources, governance) for the

adoption of equity-focused initiatives.214,215 However, policy makers

often have different levels of understanding about healthcare, EBIs,

values, and priorities regarding health equity.214,216 Additionally, low

levels of knowledge about health inequities and limited beliefs about

their existence217,218 can affect provider care123 and policies that fos-

ter equitable solutions.214 Dissemination research can advance under-

standing of how to reach and promote best practices that increase

uptake of evidence-based information by practitioners and policy

makers and inform policy actions (e.g., payment reforms that will

improve healthcare value and equity).128,131,216,219,220 Table 2 pro-

vides additional examples of actions that can be taken to foster

healthcare policy making.

Advance the economic case through equity-focused D&I science

As Proctor and colleagues221 state: “someone must pay if any new

discovery or improvement to care is to be adopted, sustained, and

scaled.” Cost is a key aspect to consider in developing and implement-

ing interventions.222 Economic considerations are important because

healthcare leaders, practitioners, and policy makers may be hesitant to

invest in implementing EBIs without knowing the return-on-

investment and/or their perceived value. Despite this, relatively few

studies include cost data or routinely conduct comparative economic

analysis.142

D&I science, and the fields of business and economics, emphasize

the importance of financial resources in the development and imple-

mentation of EBIs across healthcare settings.209,223,224 Explicit consid-

eration about the “referent,” or whose perspective is most important

when calculating costs.108,147,225,226 Who decides what to pay for,

when, and how, are questions that highlight the economic infrastruc-

ture that drives the implementation of EBIs. Consideration of cost is

critically important to equitable implementation, especially in low-

resource settings (e.g., federally qualified health centers) with signifi-

cant budget constraints.147 Systematic methods of estimating costs of

EBI implementation can enable planning and budgeting in healthcare

systems and organizations227–229 while balancing speed, efficiency,

and rigor based on those who need the information the most.54,150

Cost estimates need to assess core elements of EBIs including contex-

tual constraints and EBI adaptation,150,230 as well as the implementa-

tion of innovations in care (e.g., telehealth).149 Tools have been

developed to support capturing such cost data; however, practical

approaches to collect cost data across under-resourced healthcare

settings are lacking.142,231 Table 2 highlights opportunities for action

related to D&I, economics, and healthcare equity.

3.2.3 | Capacity building

Build capacity to foster healthcare equity through D&I science across

multisector healthcare settings

Primary care practitioners, healthcare leaders, and researchers have

been at the forefront of the changes in innovations in healthcare

delivery86 (e.g., patient-centered care,232 the use of electronic medical

records,233 payment redesign234). Advancing the use of D&I science

by these groups will promote equity in healthcare practice and

research. However, to achieve this goal, there needs to be a work-

force able to generate and apply knowledge that is responsive to com-

munity needs, accelerates the implementation of EBIs, and promotes

the delivery and monitoring of equitable healthcare.235

It is important for researchers to be embedded within and knowl-

edgeable of the healthcare system to collaborate and co-create

insights and evidence to improve healthcare delivery.236 AHRQ has

recommended a series of competencies for healthcare scientists,236
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which include knowledge and skills about D&I science. Several

capacity-building initiatives, from graduate courses to 2-year training

programs, have been developed for D&I researchers.152,153,156,237–239

Additionally, more recent reviews on D&I capacity building have

underscored the need for training practitioners, policy makers, and

others across a variety of educational levels.153,240 However, D&I

training needs from the perspectives of these stakeholders

(e.g., practitioner, researcher, administrator, policy maker) are

unknown.241

Central to advancing healthcare equity is an effectively-trained

workforce with the skills to ensure equitable implementation and

monitoring of EBIs.22 Despite the attention to equity in D&I science,

opportunities for training in equity-focused D&I science are few.242

Different formats (e.g., workshops, semester classes, two-year train-

ings), types of trainings (e.g., online, in-person), and their relevance

to the needs of target audiences (e.g., providers, community mem-

bers, policy makers) will build capacity and assure opportunity for

healthcare equity across different settings.21,240,243 Healthcare

leaders can partner with academia to develop training with the goal

of promoting the development, synthesis, and adoption of EBIs into

practice154 and that is practice-based. Rigorous training, with an

explicit focus on healthcare equity and D&I science (among other

fields), needs to be further developed, tested, and made available to

ensure equitable implementation of healthcare.244 Table 3 highlights

opportunities to build capacity in D&I science across healthcare

settings.

4 | DISCUSSION

The persistent and longstanding health inequities affecting marginal-

ized groups in the United States reflect a pervasive problem of how

healthcare is implemented. There is an urgent need for a seismic shift

in the current approaches to understand and correct healthcare ineq-

uities.245 This paper is one outcome of the AHRQ Health Equity Sum-

mit; it draws upon scientific literature and expert input to

operationalize the application of D&I science to achieve healthcare

equity. This process was informed by four guiding principles consid-

ered central to the role of D&I science in advancing healthcare equity.

These principles are embedded throughout eight recommendations to

expand the role of D&I science in healthcare equity, which fall within

three domains: (1) approaches and processes; (2) economics and pol-

icy; and (3) capacity building.

We acknowledge the limitations of this paper, as the review is

restricted in its scope and did not allow for a comprehensive explora-

tion of themes or an in-depth analysis of each of the principles and

recommendations presented. It also did not permit discussion of all

the elements and broader societal systems that can lead to healthcare

inequities and could be addressed through a focus on D&I science and

healthcare equity. However, the approach and findings are well

grounded in expert publications on the relevant topics and further

enhanced by direct consultation with the expert attendees at the

AHRQ Summit.

5 | CONCLUSION

Despite advancements, problems with healthcare interventions con-

tribute to persistent healthcare inequities. D&I science offers a more

immediate pathway to action, which will advance healthcare

equity.246–248 We propose that every healthcare practice, program, or

policy should have an equity focus or considerations, and D&I science

can ensure equitable implementation of EBIs. The opportunities for

action highlighted across the D&I domains provide a path forward to

ensure more rapid advances in healthcare equity.
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APPENDIX A: OVERVIEW PAPER HSR SUPPLEMENT (AGENCY

FOR HEALTH CARE RESEARCH AND QUALITY EQUITY)

In 2021, the Agency for Healthcare Research and Quality (AHRQ)

launched a multiphase stakeholder engagement process to develop an

AHRQ Equity Agenda and Action Plan to guide setting priorities to

advance health equity within our nation's healthcare delivery systems.

December 2021 AHRQ convened a stakeholder planning meeting that

included more than 50 diverse stakeholders and users of AHRQ research,

data, and tools. Participants included healthcare systems leaders, health

equity researchers, and patient and family advocates. The meeting was an

important initial step to plan an AHRQ Health Equity Summit (noted as

Summit, hereafter). The group discussed the scope, goals, key research

and action domains for AHRQ priority setting, and strategies to center

principles of diversity, equity, inclusiveness, and accessibility within the

design and structure of the Summit. Additionally, the planning meeting

participants provided AHRQ with feedback on an Equity Research and

Action Framework that would be used to guide subsequent phases of

work on the AHRQ Equity Research and Action Plan.

Between the planning meeting and Summit, AHRQ leveraged the

planning meeting feedback to finalize the Framework, outlining the

core research and action domains. AHRQ established five expert writ-

ing teams to co-author invited papers aligned with the Framework:

Healthcare Delivery Systems; Payment; Implementation Science; Social

Determinants of Health; and Access to Care. The teams were tasked

with conducting evidence-based narrative reviews focused on the

intersection of health equity and their assigned domain. AHRQ took a

pragmatic approach to paper development. Rather than request for-

mal systematic reviews, AHRQ allowed each paper team to tailor its

approach to its topic, state of the literature for that topic, and the

rapid project timeline. The existence of numerous reviews in the sci-

entific literature that could be leveraged by author teams contributed

to this decision. The writing groups were asked within the narrative

reviews to identify research needs/gaps that if filled could accelerate

equity and to make specific recommendations on how AHRQ could

serve as a catalyst to drive more equitable healthcare. To ensure

experiences and voices of diverse stakeholders could be integrated

into the invited papers, prior to the Summit the author teams shared

an outline of their papers and a set of structured questions that would

be used to guide a facilitated group discussion at the Summit.

The 2-day virtual Summit took place September 2023. All sessions

were recorded, and participants were prompted in Zoom to provide

consent. The Summit was focused on establishing a community of

belonging to co-create and develop a common understanding of strat-

egies needed to advance equity within the healthcare system and

opportunities for AHRQ to drive progress. Specifically, the goals of

the Summit included: (1) development of a common understanding

and language to describe health equity in the context of AHRQ's

vision and mission; (2) exploration of shared experience of stake-

holders with regard to the lingering impact of structural racism on the

healthcare delivery system and implications for system leaders

focused on healthcare delivery system performance improvement;

and (3) empowering stakeholders to serve as change agents commit-

ted to improving equity in all spheres of influence including participa-

tion in an intentional, structured, co-creation process to inform the

AHRQ Equity Agenda and Action Plan for advancing health equity.

AHRQ utilized participatory full-group and small-breakout sessions

to achieve Summit goals. The shared full-group community-building ses-

sions bridged to smaller break-out sessions, each focusing respectively

on one of the five key research and action domains. Each small-group

participant had received the initial paper outline and questions prior to

the Summit to facilitate eliciting feedback and active engagement. One

paper author and a skilled equity facilitator co-facilitated each small

group session and the groups utilized Jamboard, a real-time, dynamic,

collaborative tool. These processes were designed to prioritize empow-

ered and equitable participation and ensure all voices and contributions

from the diverse stakeholder community were captured for later use by

the author teams after the Summit.

After the Summit, AHRQ provided each author team with record-

ings from the breakout sessions and images of individual Jamboards

to inform the papers. Each team tailored methods/processes for

their review to their specific domain, which is briefly described in

each respective paper. The authors met with AHRQ within 1 month

of the Summit to discuss updates to their outlines based on stake-

holder input and resolve potential areas of overlap. Finally, the

respective writing groups worked independently to produce and

submit papers.
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