
1McCrum ML, et al. Trauma Surg Acute Care Open 2024;9:e001494. doi:10.1136/tsaco-2024-001494

Open access�

Taking action to achieve health equity and eliminate 
healthcare disparities within acute care surgery
Marta L McCrum  ‍ ‍ ,1 Tanya L Zakrison,2 Lisa Marie Knowlton  ‍ ‍ ,3,4 Brandon Bruns,5 
Lillian S Kao  ‍ ‍ ,6 Kathie-Ann Joseph,7,8 Cherisse Berry  ‍ ‍ 7

To cite: McCrum ML, 
Zakrison TL, Knowlton LM, 
et al. Trauma Surg Acute Care 
Open 2024;9:e001494.

1Department of Surgery, 
University of Utah, Salt Lake 
City, Utah, USA
2Department of Surgery, 
University of Chicago, Chicago, 
Illinois, USA
3Department of Surgery, 
Stanford University, Stanford, 
California, USA
4Stanford University Medical 
Center
5Department of Surgery, UT 
Southwestern Medical School, 
Dallas, Texas, USA
6Department of Surgery, 
McGovern Medical School 
at University of Texas Health 
Science Center at Houston, 
Houston, Texas, USA
7Department of Surgery, NYU 
Grossman School of Medicine, 
New York, New York, USA
8New York University (NYU) 
Langone Health Institute for 
Excellence in Health Equity, New 
York, New York, USA

Correspondence to
Dr Marta L McCrum; ​marta.​
mccrum@​hsc.​utah.​edu

Received 3 May 2024
Accepted 25 September 2024

Current opinion

© Author(s) (or their 
employer(s)) 2024. Re-use 
permitted under CC BY-NC. No 
commercial re-use. See rights 
and permissions. Published 
by BMJ.

SUMMARY
Addressing disparities is crucial for enhancing population 
health, ensuring health security, and fostering resilient 
health systems. Disparities in acute care surgery (trauma, 
emergency general surgery, and surgical critical care) 
have been well documented and the magnitude of 
inequities demand an intentional, organized, and 
effective response. As part of its commitment to achieve 
high-quality, equitable care in all aspects of acute care 
surgery, the American Association for the Surgery of 
Trauma convened an expert panel at its eigty-second 
annual meeting in September 2023 to discuss how 
to take action to work towards health equity in acute 
care surgery practice. The panel discussion framed 
contemporary disparities in the context of historic 
and political injustices, then identified targets for 
interventions and potential action items in health 
system structure, health policy, the surgical workforce, 
institutional operations and quality efforts. We offer a 
four-pronged approach to address health inequities: 
identify, reduce, eliminate, and heal disparities, with the 
goal of building a healthcare system that achieves equity 
and justice for all.

INTRODUCTION
Surgical disparities manifest in diverse populations' 
access to, availability, and quality of surgical care 
and are significantly influenced by race, gender, 
ethnicity, sexual orientation, socioeconomic status, 
and geographic location.1–3 As part of its commit-
ment to achieve high-quality, equitable care in all 
aspects of acute care surgery, the American Associ-
ation for the Surgery of Trauma (AAST) convened 
an expert panel at its eighty-second annual meeting 
in September 2023 (Anaheim, California) to discuss 
how to take action to work towards health equity in 
acute care surgery practice. This panel discussion was 
a follow-up to prior work introducing the concept 
of ‘quality care as equitable care’ within acute care 
surgery.4 The objective of this discussion was to 
frame contemporary disparities in the context of 
historic and political injustices, then identify targets 
for interventions and potential action items in health 
system structure, health policy, the surgical work-
force, institutional operations, and quality efforts. We 
invite readers to consider a four-pronged approach 
to addressing surgical disparities as they read each 
section: ‘Identify disparities, Reduce disparities, Elim-
inate disparities, and Heal disparities’ (figure 1).

HISTORICAL AND POLITICAL CONTEXT
Understanding the complex historical roots and 
systemic barriers that perpetuate societal inequalities 

in the USA is necessary for repairing and fostering 
resilient and equitable health systems. The legacies 
of settler-colonial violence, slavery, racial capitalism 
and systemic racism have deeply affected the Indig-
enous and African American populations, both of 
which disproportionately experience poor health 
outcomes and reduced life expectancy.5–10 Forced 
displacement and cultural assimilation policies (the 
Dawes and Indian Civilization Acts, respectively) 
rapidly erased indigenous populations for land 
accumulation, and chattel slavery and the ‘one-
drop-rule’ (of African blood) expanded the pool 
of exploitable human beings governed by state-
sanctioned violence.10 11 The historic trauma derived 
from these policies as well as persistent patterns of 
physical, sexual, and psychological violence, have 
led to an increased allostatic load, chronic health 
issues, and disparities in surgical outcomes among 
Indigenous peoples and African Americans and 
become foundational for the structural racism and 
racial capitalism of today.6 12–14

The ongoing policies of systemic racist exclu-
sion, from Jim Crow Laws to redlining, further 
contribute to the racial wealth gap, surgical dispari-
ties, and preventable mortality. This gap is primarily 
ascribed to limited access to postsecondary educa-
tion and homeownership for African American 
and Latinx families; however, many marginalized 
groups and individuals with overlapping, inter-
sectional identities have also faced exclusion from 
health insurance policies, further impacting their 
access to basic healthcare .15 It is estimated that 
74 000 African Americans die prematurely each 
year due to systemic racism.16 17

Acknowledging and addressing the profound 
healthcare disparities that have disproportionately 
affected marginalized communities are critical steps 
towards healing and achieving equity in healthcare. 
Healing through reparations plays a pivotal role in 
this process by offering redress for historical injus-
tices, eliminating wealth gaps linked to structural 
racism and enhancing the health and economic 
well-being of affected populations.18 19 Legal advo-
cacy with medical-legal partnerships represent a 
novel approach by blending healthcare and legal 
advocacy to address structural determinants directly 
impacting patient health, eliminating surgical 
disparities.20–22 Ultimately, a multifaceted approach 
involving reparations, policy changes, education, 
and systemic reforms with legal advocacy is crucial 
for healing the wounds of historical injustices and 
building a healthcare system that promotes equity 
and justice for all.
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HEALTH SYSTEM TARGETS AND STRATEGIES TO ADVANCE 
HEALTH EQUITY IN ACUTE CARE SURGERY
Due to the time-sensitive nature of acute care surgery, geographic 
health system structure is a fundamental determinant of access 
to care. Unfortunately, geographic access to emergency surgical 
care in the USA is inequitable, with distribution and capacity 
of hospitals not aligned with population needs.23 Minoritized, 
low-income and rural populations disproportionately face struc-
tural barriers in accessing emergency surgical care.23 24 Proposed 
contributors to these disparities include the outsized influ-
ence of economic forces in the healthcare environment which 
has prompted hospital closures in underserved neighborhoods 
despite demonstrated need, and the challenges of adapting the 
built healthcare environment to population shifts.25–29 We offer 
three key targets for intervention to improve equity in health 
systems for acute care surgery.

1. Prehospital care
The prehospital system plays a critical role in patient care. 
Beyond the initial resuscitation and transport of critically ill 
and injured patients, prehospital transport has important down-
stream effects on patients, including determining the location 
and availability of resources at the initial hospital and the 
quality of care the patient will receive. Unfortunately, studies 

have shown differences in ED destination for critically injured 
trauma patients on the basis of sex and race/ethnicity.30 31 Struc-
tural barriers to care, including increasing ED closures and 
frequency of ambulance diversion also disproportionately affect 
minoritized communities, increasing prehospital time to defin-
itive care.32 There remains a pressing need to understand the 
mechanisms through which structural discrimination in trauma 
and health system structure affects prehospital care processes to 
design effective interventions to correct these inequities.

2. Interhospital transfers
Interhospital transfers (IHTs) are a critical mechanism through 
which patients who initially present at smaller community and 
non-trauma centers access life-saving specialized resources at 
tertiary institutions, including level-1 trauma centers. Despite 
policies like the Emergency Medical Treatment and Labor Act 
and trauma triage guidelines intended to standardize care and 
ensure patients are transferred to appropriate institutions, IHT 
is not applied equally. In trauma, severely injured patients who 
are privately insured have repeatedly been shown to have a 
lower likelihood of transfer to a trauma center.33 34 Proposed 
reasons for this include potential financial benefits to the index 
hospital for reimbursement of substantial charges associated 
with complex multitrauma admissions (and conversely the 

Figure 1  The four-pronged approach to identify, reduce, eliminate, and heal surgical disparities.
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risk of non-reimbursement for admitting uninsured or publicly 
insured patients), as well as the role of patient preference. In 
contrast, racial and ethnic disparities have been more promi-
nent in the emergency general surgery (EGS) population, where 
minoritized patients with complex EGS disease experience lower 
odds of transfer from community to tertiary hospitals.35 The 
factors underlying the differences in IHT patterns between the 
two populations has not yet been directly examined, however 
billing practices, reimbursement policies, availability of special-
ized services, and patient/caregiver preferences may play a 
role.34 36 Opportunities for improving equity within the IHT 
system include (A) developing state-level transfer coordination 
centers or regional medical operation centers with standardized 
pathways and protocols for resource utilization,37 (B) ensuring 
representation from minority-serving, Indigenous, and rural 
hospitals in groups leading health system planning at the state 
and interstate levels,38 and (C) examination of equity as a key 
metric of IHT performance.

3. Regional health systems
Addressing the role of structural barriers in access to emer-
gency surgical care will require evaluating system structure and 
performance with a broader, equity-focused lens. The American 
College of Surgeons (ACS) Committee on Trauma has led the 
way in the development of regional systems for trauma care; 
however, opportunities exist to expand this model to non-
traumatic surgical emergencies. First, we must assess and track 
equity in population outcomes for trauma and EGS patients 
across regions, and not only within individual hospitals. Further, 
inherent to the concept of a regional system is that all compo-
nents work together to ensure high-quality care and equitable 
outcomes for the entire population in the region. To accomplish 
this, states should consider adopting policies that incentivize 
cooperation and communication among hospitals, and use disag-
gregated data to ensure high-quality outcomes for rural, minori-
tized, and low-income populations.39

HEALTH POLICY STRATEGIES TO ADVANCE HEALTH EQUITY 
AMONG ACUTE CARE SURGERY PATIENTS
There are numerous policy opportunities at both the in-hos-
pital and postdischarge phases of care to impact patients’ health 
trajectories and improve health equity. Central to policy consid-
erations surrounding equity is the concept of equitable access to 
care that encompasses the entire care continuum from prehos-
pital through acute and postdischarge care. We must consider 
not only patients’ in-hospital clinical recoveries, but also their 
trajectories after discharge. Action-oriented health strategies to 
advance health equity should incorporate patients’ longitudinal 
trajectories through the healthcare system.

1. Leverage in-hospital opportunities to help patients 
improve health access
Whereas much work in this area remains to be done, there 
are policies and programs that already exist and are aimed at 
improving equity in healthcare access. One such program is 
an in-hospital Emergency Medicaid program, called Hospital 
Presumptive Eligibility (or HPE), whereby uninsured patients 
who become emergently ill can be screened and qualify for 
Medicaid coverage which will help to both alleviate the finan-
cial burden of costs of care and increase access to any needed 
postdischarge services (eg, rehabilitation, home health, mental 
healthcare services.)40 Knowlton et al demonstrated that nearly 
70% of patients enrolled in HPE at the time of hospitalization 

are successful in sustaining Medicaid insurance coverage in that 
year.41 The successful implementation of this program criti-
cally relies on hospital personnel such as financial counselors, 
social workers, and case managers who play an important role 
in educating patients and, in many instances, advocating for 
their successful enrollment. It is imperative for surgeons and 
physicians to understand the potential of these and other such 
programs and take an active role in such education.

2. Mandate improved tracking of patient-reported outcomes 
postdischarge and integrate into health equity reporting 
metrics
Prioritization of accurate capture and reporting of equity metrics 
within organizations is imperative. This should also be aimed 
at better capturing longitudinal patient data including patient-
reported outcomes that reflect patient experience. This requires 
additional qualitative research to understand the true barriers in 
access and equity that patients experience, to better capture risk 
factors. For example, long-term functional and patient-reported 
quality of life and financial outcomes are now being incorporated 
in certain local trauma registries (eg, work from the Functional 
Outcomes and Recovery after Trauma Emergencies [FORTE] 
project).42 These include considerations such as sociodemo-
graphic barriers, food insecurity, medical debt, and the financial 
impact of healthcare.43 The target would be to incorporate these 
equity metrics at the institutional level, and to have them inte-
grate with larger national data sets for tracking and comparative 
analysis of longitudinal outcomes across health systems.

3. Engage and leverage local communities to facilitate 
prehospital and postdischarge transition
Finally, beyond the hospital, understanding a patient’s commu-
nity is central to designing high-quality surgical systems capable 
of meeting their needs. Health equity driven policy should be 
driven not only by institutional leadership and staff, but also 
by engaging community resources to increase the likelihood of 
success of any intervention posthospital discharge. Individual 
and community-based patient education can be implemented 
through outpatient case managers/social workers who interface 
with trusted community health workers to improve resources 
and access.

EQUITY IN WORKFORCE AND LEADERSHIP
There is a clear need to increase diversity in healthcare and 
surgery, with evidence supporting benefits to patients including 
improved access to care, better communication, and enhanced 
patient-centered care and decision making.39–43 Structural racism 
and discrimination is pervasive in the US healthcare system—
including academic medicine—with wide-ranging impact on 
medical school admissions, through residency training programs 
and faculty career progression.6 44 45 From the influence of implicit 
biases in faculty evaluations and selection processes, to unequal 
access to mentorship, professional networks and opportunities 
that are crucial for career development and advancement, struc-
tural discrimination has a profound effect on who is welcomed 
into the surgical profession, and who leads our community.46 
During the past 5 years, numerous national surgical organiza-
tions including the American Surgical Association, the AAST 
and the Eastern Association for the Surgery of Trauma (EAST) 
have evaluated the current state of diversity, equity and inclusion 
(DEI) in our profession, as well as strategies to improve in each 
of these domains.
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In 2020, Tseng et al in the EAST Equity, Quality and Inclusion 
in Trauma Surgery Practice Ad Hoc Committee published the 
first large-scale survey of acute care surgeons that examined the 
demographics of the workforce and incidence of exclusionary 
behaviors witnessed. As expected, the majority of respondents 
identified as white/non-Hispanic (71%), male (60%), and hetero-
sexual (87%).47 Underrepresentation of women was further 
found to extend to leadership in acute care surgery professional 
organizations including committee chairs and executive lead-
ership from all three major organizations (AAST, EAST, and 
Western Trauma Association).48

Inequities have also been identified in career progression for 
academic surgeons. In examining surgical residents, Haruno et 
al found that black/African American residents were noted to be 
at ‘disproportionate risk for attrition and unintended attrition 
compared with all other residents’.49 In a broader evaluation of 
academic surgery leadership (not exclusive to acute care surgery) 
using census data from the Association of American Medical 
Colleges faculty roster, Riner et al found the ‘greatest magni-
tude of underrepresentation along the surgical pipeline has been 
among Black and Hispanic/Latinx full professors’.50 Improving 
diversity in our profession will therefore require critical evalu-
ation of the barriers to progression at each step of the training 
and career pathway.

Surveys of trainees and practicing surgeons have also raised 
alarm regarding the prevalence of biased and discriminatory 
behavior. In the aforementioned 2020 EAST Survey, perceptions 
of bias in the workplace were prevalent, with approximately half 
of female respondents and surgeons of color having respectively 
experienced or witnessed sexual or racial/ethnic discrimination 
in the prior year.47 A 2019 survey of surgical residents found 
discrimination, sexual harassment and bullying were all more 
common in LGBTQ+ residents.51 Education regarding the types 
of behavior that constitute discrimination and bullying, and 
bystander training to provide surgeons with ways to intervene 
is essential to create a safe and supportive work environment 
for all.

The AAST DEI committee has published a conversation with 
discrete actions that can begin to combat many of the these ineq-
uities. Taking a data-driven approach to equity, bias training, 
support for those doing equity work, sponsoring underrepre-
sented groups and individuals, committing funding to the initia-
tives, and being intentional are among some actions mentioned.52 
Overall, focusing on the progression of individuals from under-
graduate education to medical school, surgical residency, and 
their choice of career seems to be an area ripe for intervention. 
Ensuring equitable treatment of the acute care surgery commu-
nity and maintaining focus in this arena should help recruit indi-
viduals that will ensure our profession more accurately mirrors 
the patients we treat.

EQUITY IN QUALITY STANDARDS
Hospitals are held to quality standards from a variety of accred-
iting organizations, including the Joint Commission, Det Norske 
Veritas, and the Centers for Medicare & Medicaid Services 
(CMS). In surgery, the ACS has a long-standing history of 
setting standards to optimize patient safety and quality, as well 
as a number of verification programs including the Emergency 
General Surgery Verification Program and the Trauma Verifica-
tion, Review, and Consultation Program.

Modest evidence exists to support improved quality of care 
with compliance and accreditation standards.53 As data mount 
regarding continued inequities in surgical care and healthcare 

overall, there are increasing efforts to incorporate equity metrics 
into quality programs. For example, in 2022, CMS released their 
framework for health equity, designed to guide their efforts for 
reducing inequities through 2032.54 However, there needs to be 
a balance between implementing comprehensive measures to 
drive improvement and overburdening clinicians and hospitals 
with regulatory requirements. In consideration of this tension, 
CMS has proposed a Universal Foundation, or core measure set, 
to streamline and align measures.55 The Universal Foundation 
aims not only to focus quality efforts on measures that pertain 
to broad segments of the population but also to advance equity.

Data from the ACS National Surgical Quality Improvement 
Program, as an example, support the adage that ‘What gets 
measured, gets improved’.56 Despite the importance of measure-
ment, there remains a lack of infrastructure for standardized 
collection of variables to evaluate equity across populations 
using stratified analyses—that is, race, ethnicity, and language, 
and sexual orientation and gender identity (SOGI) data.57 
Furthermore, although CMS has implemented measures around 
screening for social determinants of health (SDOH), there 
remains a lack of consensus on how to measure SDOH or the 
impact of SDOH interventions on patient outcomes.58 59

Research also suggests that measurement, although necessary, 
is not sufficient in itself to improve outcomes.60–62 Strategies 
must be developed to address identified inequities and analyze if 
those strategies are effective.57 The latter is especially important 
in the setting of increased expenditures by multiple stakeholders, 
including CMS and industry, to address SDOHs.58 Rudy et al 
suggest that measures to evaluate SDOH interventions should: 
(A) Use validated proxy measures, (B) Be feasibly implemented 
and measured, (C) Be easily understood and applied longitudi-
nally for comparison across different entities, and (D) Measure 
the range of patient perspectives.59

In summary, organizations are increasingly developing and 
promoting frameworks for health equity to guide improvement 
efforts.54 63 64 These frameworks form the basis for measures and 
standards that can help to obtain provider and hospital buy-in 
and accountability. As with quality improvement in general, 
reducing disparities will require all stakeholders to work 
together, from the leadership to the frontline provider, and to 
incorporate principles of equity into all of their patient care 
activities.

ADVANCING HEALTH EQUITY WITHIN YOUR INSTITUTION
Ensuring timely, safe, and effective surgical care is paramount 
for major academic centers, and careful attention to quality 
and safety performance measures is vital to delivering the best 
patient outcomes. The New York University Langone Hospital 
(NYULH) has been a leader in the integration of health equity in 
quality metrics to ensure that equitable care is provided across 
the healthcare system. The following three principles have been 
fundamental to achieving this goal in the NYULH academic 
health system.
1.	 Decide on the governance of health equity.

a.	 The institution must analyze who will lead the advance-
ment of health equity work. This can be the chief quality 
officer, chief health equity officer, or a population health 
expert.

2.	 Design a process to disaggregate your race and ethnicity data 
and other demographic data.
a.	 Existing disparities are hidden when broad racial and 

ethnic categories and smaller demographics are not in-
cluded.65 The lack of accurate and comprehensive data 
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on marginalized populations limits our understanding of 
and ability to address disparities.66

b.	 Understanding which populations are currently being 
collected and how complete your data sets are is essen-
tial. Next, evaluate how the information is presently be-
ing collected. Who collects this information from the pa-
tient? How much demographic information is collected 
through the electronic medical record? How is this being 
messaged to your patients?

3.	 Development of data transparency and visualization.
a.	 Once the level of disaggregation has been established, it is 

essential to develop a mechanism by which access to the 
disaggregated data is available to members of the health 
system. Standardized tools for reporting of sex, gender, 
race, ethnicity have been proposed for health research 
in surgery.67 68 Policies requiring collection of SOGI and 
SDOH will help facilitate organization and dissemination 
of this data.54 69

b.	 Dashboards have been widely utilized in the NYULH 
health system to review quality metrics. As the disaggre-
gation of race and ethnicity categories was underway, 
the design of a clinical health equity dashboard was im-
plemented to allow the hospital leadership, department 
chairs, quality officers, and other stakeholders to review 
the dashboard, look for signals, and design processes to 
reduce disparities in care.

By making health equity a priority and integrating equity into an 
institution’s quality and safety performance improvement plan, 
health equity becomes integrated into the culture of the insti-
tution. This furthers our mission to improve quality and safety 
across the care continuum.

CONCLUSION
Addressing disparities is crucial for enhancing population 
health, ensuring health security, and fostering resilient health 
systems. Identifying, reducing, eliminating, and healing dispar-
ities represent a comprehensive approach to surgical disparities 
(figure 1). Although increasing efforts are being made to identify 
and reduce disparities, opportunities still exist for expansion of 
equity metrics to include long-term patient-oriented data and 
for incorporation of equity metrics into hospital accreditation 
standards. Further attention must be focused on eliminating and 
healing disparities, both of which require leadership commit-
ment, health system re-design, and policy-level change. Stake-
holders at all levels, including national organizations such as the 
AAST, need to be engaged and aligned to advance health equity.
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