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Abstract

Obijective: To describe health equity research priorities for health care delivery sys-
tems and delineate a research and action agenda that generates evidence-based solu-
tions to persistent racial and ethnic inequities in health outcomes.

Data Sources and Study Setting: This project was conducted as a component of the
Agency for Healthcare Research and Quality's (AHRQ) stakeholder engaged process
to develop an Equity Agenda and Action Plan to guide priority setting to advance
health equity. Recommendations were developed and refined based on expert input,
evidence review, and stakeholder engagement. Participating stakeholders included
experts from academia, health care organizations, industry, and government.

Study Design: Expert group consensus, informed by stakeholder engagement and
targeted evidence review.

Data Collection/Extraction Methods: Priority themes were derived iteratively
through (1) brainstorming and idea reduction, (2) targeted evidence review of candi-
date themes, (3) determination of preliminary themes; (4) input on preliminary
themes from stakeholders attending AHRQ's 2022 Health Equity Summit; and
(5) and refinement of themes based on that input. The final set of research and action
recommendations was determined by authors' consensus.

Principal Findings: Health care delivery systems have contributed to racial and ethnic
disparities in health care. High quality research is needed to inform health care deliv-
ery systems approaches to undo systemic barriers and inequities. We identified six
priority themes for research; (1) institutional leadership, culture, and workforce;
(2) data-driven, culturally tailored care; (3) health equity targeted performance incen-
tives; (4) health equity-informed approaches to health system consolidation and
access; (5) whole person care; (6) and whole community investment. We also suggest
cross-cutting themes regarding research workforce and research timelines.
Conclusions: As the nation's primary health services research agency, AHRQ can
advance equitable delivery of health care by funding research and disseminating evi-

dence to help transform the organization and delivery of health care.
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What is known on this topic

Racial and ethnic and sociodemographic health care inequities in the United States are perva-
sive and persist.

Health care delivery systems have contributed to and maintain these disparities.

Quality improvement programs and health policy innovations have facilitated modest equity
improvements, but research on which approaches works best and how to effectively scale

the most promising equity-focused interventions is limited.

What this study adds

Review of the research evidence and expert consensus identified multiple themes with sub-
stantial research gaps for health care delivery system-based innovations to address health
care inequities.

To be effective, health care policies, programs, and interventions targeting inequities should
address the systems of structural and interpersonal discrimination that have created extant
inequities.

The Agency for Healthcare Research and Quality can generate meaningful improvement by

supporting the generation of original research, facilitating cross sector scientific collabora-

1 | INTRODUCTION

The landmark publication Unequal Treatment, released in 2003,
captured the attention of the health care world by formally stating
that “Racial and ethnic disparities in healthcare exist and, because
they are associated with worse outcomes in many cases, are unac-
ceptable.’ The report's findings highlighted the relatively poor
quality of care provided to minoritized populations across clinical
conditions and health care settings. Today, over 20 years post
Unequal Treatment, many of these health care inequities persist
and continue to contribute to unacceptable inequities in the health
of minoritized populations.

Health care delivery systems have been party to creating and
maintaining inequities in health care.?™ Positively, these systems are
also increasingly recognizing that they can, and should, be responsible
for addressing them.®"® Addressing health equity at the health care
delivery systems level will require dismantling the structures and
behaviors that sustain inequitable health care and advancing new
approaches to care that explicitly address the needs of populations
that have been historically underserved. It will also require partner-
ships, collaborations, and investments outside the health care system
to impact socioeconomic and structural factors, beyond health care,
that drive population health. Importantly, high-quality research is
required to determine the best strategies for success. In 2021, The
Agency for Healthcare Research and Quality (AHRQ) launched a mul-
tiphase stakeholder engaged process to develop an Equity Agenda
and Action Plan to guide setting priorities to advance health equity.

The Equity and Action Framework that emanated from the first

tions and data sharing, and building the next generation of health equity researchers.

stakeholder meeting, which was held in December of that year, out-
lined five core research and action themes: healthcare delivery sys-
tems; payment; implementation science; social determinants of
health; and access to care. This paper discusses priority research
themes for advancing health equity through health care delivery sys-
tems and offers recommendations for an AHRQ Health Equity
Agenda and Action Plan.

2 | METHODS

21 | AHRQ Equity Agenda and Action Plan

AHRQ convened expert writing teams to conduct evidence-based
narrative reviews of the intersection of health equity and each core
research and action theme. The writing teams were asked to identify
research gaps that, if filled, could accelerate equity and to make spe-
cific recommendations on how AHRQ could serve as a catalyst to
drive more equitable health care. For more details on the processes of
stakeholder engagement, theme and framework development, and
manuscript preparation, see supplemental material and the commen-

tary by Mistry et al. in this issue.”

2.2 | Evidence synthesis

The priority research themes and associated recommendations pre-

sented in this study were developed using a stakeholder-informed
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expert consensus approach. First, the authors met and generated
an extensive list of relevant health care equity themes with
research gaps. Group processes were used to reduce and refine the
developed list. Once an initial consensus on priority research
themes was achieved, targeted literature reviews were conducted
for each theme which informed our initial manuscript outline. This
outline, including candidate priority themes, was shared with
AHRQ and their invited stakeholders in advance of a 2-day virtual
summit on Health Equity held in September of 2022. Participating
stakeholders included experts from academia, healthcare, industry,
and government. During the summit, stakeholders participated in
focused breakout sessions where they discussed the outline and
offered insights for content that should be added, expanded, or
removed. Following the summit, AHRQ shared recordings from the
breakout sessions to inform our manuscript development. Three
additional writing meetings were held to integrate the content from
the summit with the original outline. A final manuscript proposal
which was reviewed by the AHRQ prior to the production of this
manuscript.

2.3 | Guiding conceptual lens

We approached our synthesis of evidence and expertise using a
guiding conceptual lens that racism and bias are embedded in the
health care delivery system and serve as impediments to achieving
health equity. This “structural racism” includes policies and proce-
dures at the organizational, community, and societal levels that
constrain health care delivery, reduce access, and influence work-
force composition, all resulting in persistent inequities. Discrimina-
tory intent is not needed for such structures to reinforce
inequities. Health inequities are also perpetuated by implicit and
explicit biases that reduce equitable delivery of high-quality clinical
care and by overt expressions of racism and bias that alienate
patients and engender mistrust in the health care delivery system.
The importance of anti-racist and anti-discriminatory frameworks
undergird each health equity research recommendation offered in
this study.

3 | RESULTS

The synthesis of literature, stakeholder input, and expert opinion con-
ducted for this study yielded six priority themes for health care deliv-
ery system research and action: (1) institutional leadership, culture,
and workforce; (2) data-driven, culturally tailored care; (3) health
equity-targeted performance incentives; (4) health equity-informed
approaches to health system consolidation and access; (5) whole
patient care; (6) and whole community investment. For each theme,
we describe the rationale for prioritization and offer recommenda-
tions for related future research and action as part of the AHRQ
Equity Agenda and Action plan. Recommendations are summarized in
Table 1.

3.1 | Theme 1: Institutional leadership, culture and
workforce
3.1.1 | Rationale

Our first theme focuses on understanding how the leadership and cul-
ture of organizations can be harnessed to improve equity of care.
Much of the success in improving health care quality and safety has
been credited to adoption of a “culture of safety” which places safety
at the center of every patient encounter, clinical process, and adminis-
trative and operational decision.’®!! Research is needed to establish
the analogous strategies in a “culture of equity” and to test their
effectiveness. Example strategies include: commitment to diversity on
boards of directors and in executive leadership positions tasked with
development of missions, vision, and strategic plans; recruitment of
clinicians and staff from populations underrepresented in medicine;
and development of health equity knowledge and competencies
within staff (e.g., implicit bias, social determinants of health, structural
racism, and other forms of discrimination); and implementation of

burnout reducing delivery innovations.

3.1.2 | Recommendations

An AHRQ equity agenda under this theme must link health services
research with health care management research to explore elements
of effective executive leadership. Key research questions should iden-
tify best practices for recruitment of a diverse leadership team and
approaches for integrating those leaders' diverse perspectives and
lived experiences into decision making. Research in this space would
use implementation science and organizational behavior models to
understand predictors of success. AHRQ could also commission case
studies of successful and less successful approaches for publication as
“white papers.”

Research on approaches for recruitment of diverse clinicians and
staff will need to explore how to recruit for diversity within health
care fields whose members are not representative of the patients they
serve. For example, medicine, nursing, and allied health all have long-
standing underrepresentation of Black, Latino, and Indigenous people
when compared to U.S. census data. Research of recruiting for diver-
sity will need to consider barriers to entry at every level of training to
identify methods to overcome the “pipeline issues” which are often
used as an explanation for homogeneous workforces. Research should
also further explore how workforce diversity influences patient out-
comes and equity gaps. For example, existing research shows that
non-White physicians are more likely to practice in underserved

areas'?13

and that diverse teams tend to provide more culturally
appropriate care with better outcomes.**> Research should quantify
the health equity outcomes of workforce diversity actions to create
the business case for continued investment.

Research on the effectiveness of diversity, equity, and inclu-
sion (DEI) programs and diversity training mandates is strongly

recommended. Given the significant emphasis being placed on
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TABLE 1

Theme

Institutional leadership,
culture, and workforce

Data-driven, culturally
tailored care

Health equity targeted
performance incentives

Health equity-informed
approaches to health
system consolidation and
access

Whole-person health

Whole Community
Investment

Cross-cutting Concerns

Research agenda

Best practices in workforce recruitment for diversity
Models for integration of diverse lived experience in
health care management decision making

Health equity outcomes of Diversity, Equity, and
Inclusion programs and anti-burnout initiatives

Best practices for collection of race, ethnicity, and
language data

Health equity outcomes of culturally tailored care
Patient preferences regarding culturally tailored
interventions

Health equity related effectiveness of performance
incentives including different incentive types and
incentive recipients

Best practices for incentivizing quality and equity in
resource-limited providers

Impacts of mergers, acquisitions, and consolidation on
health equity, health care cost, geographic access and
cultural appropriateness of care

Implementation research on centering health equity in
consolidation and other business decisions
Effectiveness of delivery innovation models to
provide access in care deserts.

Identify best approaches for payors to fund health-
related social needs interventions delivered by health
care systems and by community organizations
Quantify the health equity impact of health-related
social needs screening and intervention

Innovative health services research studies at the
intersections of race, racism, economic adversity, and
other identities in health services research to guide
future investments.

Effectiveness of existing evidence-based practices at
larger scales

Summary of health care delivery systems recommendations for AHRQ's Equity Agenda and Action Plan.

Action plan

Publish publicly available white papers and toolkits on
evidence-informed workforce diversity strategies

Share research findings with policy making entities on
evidence-based collection of patient race, ethnicity,
and language data by providers and payers

Develop toolkits to assist health care organizations
maximize completeness and quality of race, ethnicity
and language data

Develop toolkits to assist health care organizations
with integrating equity metrics into their performance
management systems.

Commission the development of equity-focused
evidence-based quality indicators

Utilize federal data to develop publicly available health
equity performance data for use in benchmarking.

Support the development of geographic information
systems to track changes in the health care access,
quality, and equity resulting from consolidation and
other policy changes.

Expand access to secondary linked data sets analysis
across federal surveys to accelerate research on
health outcomes linked to social needs

Engage other federal entities responsible for
addressing social risk factors such as the
Environmental Protection Agency, the Department of
Transportation, and the Department of Housing and
Urban Development in co-sponsored research.

Develop a new health equity research funding models
with funding allocated directly to community
organizations working in partnership with universities
or health care organizations using the Small Business
Innovation Research (SBIR) model.

Leverage existing funding mechanisms (e.g., R25, T32,
K-series, and RO1 diversity supplements) to train the
emerging health services researchers in
methodologically rigorous health equity research
Expand project funding periods beyond the traditional
5-year RO1 award

these areas, it is important to know what works®'” AHRQ must
also consider questions regarding who is tasked with implementing
such programs and how that work is valued. Responsibility for DEI
initiatives cannot fall solely in the shoulders of personnel from
minoritized populations. When this happens, those tasked with
health equity leadership functions risk being “tokenized” and often
experience the burden of the “minority tax,” carrying a dispropor-
tionate share of the responsibility for equity work.'® Research on
the personal and professional impact of this burden should also be
conducted. AHRQ should publish publicaly available white papers

and toolkits on evidence informed workforce diversity strategies
derived from research in this area.

Research on burnout, across the health care workforce, should
consider its role as a cause of health care inequities. Physician and
clinical staff burnout, largely driven by a demanding health care envi-
ronment with substantial time pressures and emotional intensity,*’ is
characterized by exhaustion, depersonalization, a low feeling of self-
worth, and a negative emotional state. Physicians who self-report
symptoms of burnout may be more prone to explicit and implicit racial

biases.?° Priority research questions include studies linking burnout
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and disparities, evaluating novel reimbursement schemes for physi-
cians that reward “equity outcomes” over “volume,” and testing adop-
tion of workplace improvements and digital health technologies that

help facilitate care.

3.2 | Theme 2: Data-driven, culturally tailored care

3.2.1 | Rationale

Culturally tailored care refers to care that meets the specific barriers
and preferences of culturally defined groups of individuals and com-
munities. Appropriately designing and offering such care requires the
routine collection of race, ethnicity, immigration/citizenship status,
and language preference data that enable the disaggregated tracking
of quality, access, and patient care experience measures, to under-
stand and meet patients' needs.?*?? Presently, quality of demographic
data varies by payer and provider. For example, race and ethnicity
data collected by Medicaid tends to be less complete than data for
individuals enrolled in Medicare.?® This difference is likely driven by
Medicare's requirement for documentation of race upon enroliment
which is optional in Medicaid and varies substantially by state.?*
Other examples of successful data collection strategies for equity
measurement include explaining how the information will be used,
using subcategories for individuals who identify as Hispanic/Latino,
making responding to the questions mandatory but adding options for
“do not know” and “choose not to answer,” and educating health
insurance enrollment brokers about the significance of assessing and
documenting race, ethnicity, and language information.?”

Language can be one of the greatest barriers to health care for
immigrant populations. Even though health care organizations and
payers are legally obligated to provide and pay for interpreter services
for patients with limited English language proficiency (LEP), wide-
spread usage of professional interpreters is limited due to high associ-
ated costs and the modest strength of research evidence linking
interpreter services to improved quality of care.?®?” Moreover,
research linking professional medical interpreter services with quality
of care and patient outcomes has been cross-sectional in nature,
which has limited causal inference and policy impact. There has also
been little assessment of the potential for structured quality improve-
ment initiatives to improve the access to and quality of professional

interpreter services or culturally tailored interventions.

3.2.2 | Recommendations

AHRQ-supported research identifying the most efficient and effective
methods for demographic collection could support evidence-based
best practices for collection of data to inform culturally tailored care.
Such research should inform development of toolkits to assist health
care organizations in maximizing completeness and quality of race,
ethnicity and language data. AHRQ should also share findings with
federal entities responsible for policy making regarding evidence-

based data collection expectations for providers and payers. AHRQ
should also support research quantifying the effectiveness of cultur-
ally tailored care within each subpopulation. For example, to date, no
research has examined the impact of introducing new interpreter ser-
vices for patients or whether that impact differs by language group.
Pragmatic clinical trials?® and trials designed with the dual goals of
assessing implementation and effectiveness?’ are important future
investments that AHRQ should consider making to advance evidence
about the effectiveness and costs of interpreter services for patients
with LEP and culturally tailored interventions, across minoritized
populations, for preventive services, maternal and child health, and
chronic disease management. Beyond understanding effectiveness,
more evidence is needed regarding patient preferences for a range of
“culturally tailored” care models, including patient navigation, peer

coaching, and shared decision making with clinicians.

3.3 | Theme 3: Health equity targeted
performance incentives

3.3.1 | Rationale

Health care incentives are used as external reinforcements that sup-
port motivation toward desired behaviors.>°-3* Recent attempts to
align financial incentives with quality through value-based purchasing,
hospital penalties, accountable care organizations, and the Medicare
Quality Payment Program (QPP) have not explicitly targeted the elimi-
nation or reduction of health inequities. Instead, physicians, hospitals,
and other providers earn bonuses or shared savings by improving their
performance on specific metrics that are not directly linked to the
health of patients from disadvantaged populations.®> For example, the
QPP's Merit-Based Incentive Payments program allows physicians to
earn an extra 9% of their submitted Medicare claims as a bonus if they
perform well on a set of performance metrics focused on quality
improvement activities, interoperability, and cost. Those performance
metrics, however, are not equity-related and improving health equity
between groups of beneficiaries would not result in additional pay-
ments unless the overall average increased as well. Even in dispropor-
tionate share hospitals and federally qualified health centers, which
serve as a safety net for populations who experience inequities, finan-
cial programs are not explicitly aligned with achieving health equity,
although they are implicitly tied to providers who care for groups at
risk for inequities. Questions remain on the most effective approaches
to incentive design and implementation of equity-focused incentive

programs.

3.3.2 | Research recommendation

A major component of AHRQ's Equity Agenda and Action Plan should
be to commission the development of equity-focused evidence-based
quality indicators in a process like AHRQ's Pediatric Quality Measure-
ment Program which developed the Child Core Set of quality
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measures.>® A standardized health equity measure set would allow

value-based incentive programs to move away from the “rising tide
floats all boats” strategy, which assumes improved performance for
the entire population will improve health care for all at risk popula-
tions, and instead reward equity strategies that close performance
gaps by meeting unique challenges faced by disadvantaged popula-
tions. Research should explore the relative effectiveness of types of
incentives (e.g., bonuses, shared savings) and the relative effective-
ness of incentive recipients (e.g., health care systems, senior execu-
tives, and front-line workers). Results from this body of research
should be used to develop toolkits to assist healthcare organizations
with integrating equity metrics into their performance management
systems.

Research is also needed on incentivizing quality and equity in
resource limited health care delivery systems. Health care for minori-
tized populations is highly concentrated among a small group of
health care providers®” and health care organizations that dispropor-
tionately serve diverse populations are more likely to deliver poor
quality of care across the spectrum, from primary care to acute hospi-
tal care.38%° Future, studies should measure the effect of tiered
approaches to performance incentives that allow health care organiza-
tions with quality and equity challenges to be rewarded for incremen-
tal improvement not just benchmark achievement.

All incentive models require data for benchmarking. AHRQ can
support access to disaggregated benchmarking data through interac-
tive dashboards and query tools that leverage federal Medicare and

Medicaid data and national survey data.

3.4 | Theme 4: Health equity-informed approaches
to health system consolidation and access

3.4.1 | Rationale

US health care delivery systems are unevenly distributed geographi-
cally.** This maldistribution can be traced to underinvestment in rural
and inner-city urban communities,*>** discriminatory housing prac-
tices like redlining,*> and poor reimbursement by safety-net insurance
programs like Medicaid, especially in states that have not expanded
Medicaid as part of the ACA.*¢ An estimated 80% of U.S. counties,
which house more than one-third of the population, have inadequate
access to health care services and can be described as care deserts.*”

Patients living in care deserts face delays in care that increase the
likelihood of poor health outcomes*® and drive up the costs of care
for patients, payors, and health care delivery systems, who bear the
cost of uncompensated or undercompensated care for resulting
serious illnesses.

Care deserts are expanding due to market-driven consolidation of
ownership of physician practices and hospitals into health care systems
and large hospital/medical group conglomerates.*’ The impact of con-
solidation on health equity is unclear. Consolidation has the potential to
improve health care affordability and quality through centralization and

standardization of administrative functions and scaling of evidence-

based guidelines, but there is limited evidence linking consolidation and
structural integration to higher quality of care, patient care experiences,
or lower spending.>® Some evidence indicates that consolidation may
increase spending and reduce access to care for vulnerable
populations.’*=> Even when reductions in costs and increases in effi-
ciency occur, these savings are often not passed on to consumers

through lower prices, with profits instead passed on to shareholders.>*

342 | Recommendations

AHRQ supported research in health care delivery system consolida-
tion and access should address how consolidations and closings are
changing the geographic distribution of health care and the access
inequities that are potentially created. Given that most consolidations
involve multi-state health systems acquiring smaller metro-based
systems,*’ studies on consolidations should explore unintended
impacts including loss of connection between health care organiza-
tions and local communities, reduction in autonomy of physicians to
provide culturally tailored care to LEP and culturally diverse patients,
and regionalization of specialty services that creates barriers to acces-
sing in-person care.

This work should include development of geographic informa-
tion systems to track changes in the accessibility of health care for
high need or special populations (e.g., Mediciad, children) and con-
tinued investment in national tracking systems for health care orga-
nizations and system consolidation and organizational capabilities,

4955 and the National

such as the Compendium of Health Systems
Survey of Health care Organizations and Systems.>®>” Further
research should explore how equity should be considered in the
decision to close emergency departments, outpatient facilities, and
hospital locations as part of mergers and acquisitions and the effec-
tiveness of delivery model innovations designed to reduce the

impact of care deserts (e.g., telehealth, home monitoring).

3.5 | Theme 5: Whole-person health

3.5.1 | Rationale

The growing understanding that social conditions (i.e., nutrition, hous-
ing, transportation, environment, and other needs) impact population
health has led to the adoption of screening, referral, and direct service
models that leverage partnerships between health systems and com-
munity social service providers.>®®® These partnerships mobilize
resources and facilitate the creation of patient care coalitions, cross-
sector collaborations, and tailored interventions to address personal
and environmental factors and maximize community health
impact.®°-%2 Successful models for leveraging community partnerships

and resources to address patient level social needs include:

e Employing community health workers (CHWSs), who are frontline

personnel with established trust and knowledge of community
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residents.>%* CHW encounters and interventions are associated

with reduced emergency department visits, higher preventative

care, and lower medical costs and incidence of disease.®>¢?

e Implementing health information exchanges (HIE), which allow
for sharing of clinical, administrative, and social need data
between health care providers who are not part of the same
organizations.”%74

e Deploying provider organization resources to purchase social ser-
vices from community organizations to addressing patients' unmet

needs.”>~%°

While promising, by focusing exclusively on individual needs, such
strategies could redirect resources needed for community-level solu-
tions. They also can lead to a shift from horizontal integration, where
health care organizations acquire or integrate with other providers
that deliver similar services, to a vertically integrated structure, where
organizations acquire or integrate with organizations offering different
levels of care. This can displace community organizations and can lead
to higher prices and spending.81-82

Health system approaches to health-related social factors vary
greatly.8+8> Notably, hospitals that disproportionately care for more
disadvantaged populations (including safety-net hospitals, critical
access hospitals, and rural hospitals) are not doing more, and in some
cases doing much less, to address the social needs of their patients
and their communities than others.2% These findings are concerning
given that we would hope that these hospitals are engaged in signifi-
cant efforts to address the unmet needs of their vulnerable patient
populations. It is likely, however, that these hospitals' efforts are ham-
pered by having limited financial resources, staffing constraints, weak
financial incentives, and much more limited community resources and
organizations with which to partner. State Medicaid programs have
attempted to address these limitations by providing supplemental
resources under federal waivers, with some success in California's

recent whole-person care pilot program.®®

3.5.2 | Recommendations

Payer support for whole person care is still a developing field in need
of further research.®” Research is needed on how public and private
payors can enhance flexibilities in this space and on what systems
(e.g., health care, community, faith-based) are best suited to carry out
this work. Another important question is what innovative solutions
can be employed by communities and health care systems with limited
infrastructure and capacity for engagement, even when payment
models are available. In addition, to understand the effectiveness of
whole-person care, we must develop means of measurement that
cross silos of health care and social support. AHRQ is well-positioned
to support research activities that engage other federal entities
responsible for addressing social risk factors such as the Environmen-
tal Protection Agency, the Department of Transportation, and the
Department of Housing and Urban Development. Co-sponsoring

research with these agencies can help promote enhanced surveillance
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of agency interventions and study the health and equity effects of

these policies and programs that impact social risk factors. AHRQ can
also support the development of secondary linked data sets available
through census data centers to promote and accelerate research on
health outcomes linked to social needs (i.e., the previous use of linked
employer firms to household MEPS in MEPS-IC and MEPS-HC from
1996, the HUD-NHIS linkage used by NCHS, etc.).

3.6 | Theme 6: Whole community investment

3.6.1 | Rationale

Health care delivery systems have the potential to extend beyond
individual patient care and play a significant role in addressing health
and health care inequities in the communities they serve, which are
often under-resourced, de facto segregated, and facing some of the
starkest inequities in health care insurance coverage, access, and clini-
cal outcomes due to racially targeted disinvestments. Key in these
efforts is meaningful engagement, investment, and partnerships with
the local communities that health care systems serve. Nonprofit hos-
pital status exempts health systems from paying federal and state
taxes if they demonstrate that they are providing a benefit to their
communities. While community benefit spending traditionally meant
charity care, the types of services hospitals can provide to document
investment in their communities has broadened over time.88 Today,
community benefit spending, in the form of direct spending on com-
munity health and broad community health initiatives, has the poten-
tial to be a powerful tool for addressing the burden of the social
determinants of health within communities. However, this promise

t® and the growth of for-profit

90,91

may be blunted by limited oversigh
hospitals, who are not incentivized by tax exemption.

In their role as anchor institutions in their communities health
care delivery system can engage in “groundwater” strategies.”>?® The
term groundwater is derived from a structural racism metaphor. Sim-
ply stated, when we notice a stream full of dead fish, the problem is
likely to be in the water not in each individual fish. Examples of

“Groundwater” strategies include:

e Supporting poverty reduction and access to health insurance in
their communities by hiring locally and providing livable wages and
career development opportunities for community members, who
may not otherwise have a viable pathway to pursue a health care-
related career.”?

e Financing and leveraging resources to support local communities'
efforts into building green spaces, public transportation, affordable
housing and childcare options, and local grocery stores.”*?>

e Leveraging their role in their communities to inform policy conver-
sations related to the social determinants of health, helping policy-
makers make the connection between policy decisions that may
seem unrelated to health but are inextricably linked to health out-
comes and people's ability to live and thrive (e.g., affordable hous-

ing, transportation).”>7¢
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e Being active voices in social issues, including racism and other

biases, that affect the health and well-being of the population.

3.6.2 | Recommendations

Though these strategies have face validity and have shown promising
health-related effects in modestly size implementations, additional
research is needed on which approaches have the greatest impact on
which outcomes and on best practices for implementation and scale.
This will require supporting innovative health services research stud-
ies examining outcomes at the intersections of race, racism, economic
adversity, and other identities. Academic health care systems can, and
should, partner with communities to conduct such research. To facili-
tate such partnerships, AHRQ should develop new health equity
research funding models with funding allocated directly to community
organizations working in partnership with universities or hospitals, like
the Small Business Innovation Research (SBIR) model.

3.7 | Cross cutting research recommendations

Two potential roadblocks to successful implementation of this agenda
are time and people. A well-trained research workforce, with long
term funding opportunities, is necessary to study the effects of inter-
ventions rooted in long term inequities. We therefore add two more
cross-cutting research recommendation: (1) Expansion of R25, T32, K
series, and RO1 diversity supplement mechanisms to train the next
generation of health services researchers in methodologically rigorous
health equity research and (2) development of funding mechanisms
that go beyond the 5-year window of a traditional RO1 award.

4 | DISCUSSION

Using stakeholder input from the AHRQ Health Equity Summit, a tar-
geted review of the literature, and a consensus of experts, we have
identified six priority themes for research on health care systems to
promote health equity and population health. This list is by no means
exhaustive, but it offers myriad research-ready opportunities to learn
what works and what does not. The research and action recommen-
dations reflect the depth and breadth of the challenges of unremitting
health care inequities, ranging from workforce development, to build-
ing of national data repositories, to studying the impact of a diverse
set of policy and practice interventions at the health care system,
community, and national levels. Taken together, however, they form
an agenda with the potential to build the evidence-base needed to re-
form the US health care delivery system to one that supports every-
one's opportunity to attain optimal health.

We note that we intentionally did not focus on the role of hospital
quality and safety programs as drivers of health equity improvement.
These programs, while important, tend to focus on practice and out-

comes in circumscribed patient populations. There have been meaningful

improvements in discrete measures of health care quality over the past
two decades. The 2022 AHRQ National Healthcare Quality and Dispar-
ities Report documents notable overall national improvements in health
care delivery for conditions including breast cancer and HIV/AIDS, but
persistent health care inequities for minoritized racial and ethnic popula-
tions and those experiencing socioeconomic disadvantage remained.””
This dissonance illustrates that improvement for discrete care measures,
while laudable, do not automatically lead to reduced health care ineg-
uities and are insufficient to substantially advance health equity.

We note a few limitations in this work. First, this study defines
health care delivery organizations as entities that deliver health services
directly to patients. This can range from small community hospitals to
multi-state integrated delivery systems. All content may not apply to all
organization types. Second, our presentation of themes does not fully
address all populations that experience disparities (e.g., LGBTQ+, dis-
ability) nor address unique equity challenges within subpopulations
(e.g., women, children). These are important issues that demand further
exploration. Finally, we do not discuss the precarious political environ-
ment that pushes back against research on health equity under the
dubious rationale that such work is “divisive.” For AHRQ, building a
comprehensive health equity research and action plan may at times be
an uphill battle but it is a battle worth fighting.

5 | CONCLUSION

AHRQ has the potential to become the home for research that dem-
onstrates the impact of health care delivery systems on health equity,
identifies effective care delivery models, and promotes the dissemina-
tion of best practices to enable population-level equity improvements.
A comprehensive portfolio will require dedicated funding for
investigator-initiated implementation and outcomes research,
research on innovative models of clinical practice and community
engagement, and equity-focused health services and policy research

training programs to diversify the investigator pipeline.
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