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Health disparities have been documented across the economic spectrum and around the 

globe for decades; they are a major societal problem.1 Health disparities parities among 

children are particularly important because of their long-term impact on important 

outcomes, such as adult health, educational attainment, and economic success.2,3 There has 

been a growing awareness that addressing health disparities extends beyond documenting 

group-based differences in health outcomes and requires an exploration of the inequalities 

on which they are founded, often long-standing structural racism and social injustice.2,4 As a 

result, the idea of progressing toward and achieving “health equity” has gained visibility. 

There is also increasing recognition that the concept of health equity applies to health policy, 

health systems, and the professional scope of responsibilities as-signed to clinicians, medical 

educators, researchers, health administrators, public health professionals, and legislators.

We discuss recent conceptualizations of the term “health equity" and present the justification 

for efforts to advance pediatric health equity. After reviewing the foundational concepts 

reported in the literature, we conclude with an exploration of the most pressing issues for 

stakeholders engaged in the pursuit of health equity for children and families.

What Is Health Equity?

There are many definitions for the term “health equity,” and there is considerable overlap in 

themes. The National Academies’ definition provides a strong foundation: “Health equity is 

the state in which everyone has the opportunity to attain full health potential and no one is 

disadvantaged from achieving this potential because of social position or any other socially 

defined circumstance."5 Other definitions emphasize the element of justice and the inherent 

injustice related to experiencing inequalities in opportunities to attain optimal health.6–9 A 

consistent theme across all definitions of health equity is the gap between the current and 

ideal states and enumeration of the factors that impede attainment of the ideal state.10,11 
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Another common element among definitions is the concept that inequitable health 

differences are avoidable or preventable.2,6

In the context of clearly defining health equity, it is essential to distinguish the terms “health 

equity” and “health disparities.” In general, health equity is considered the principle, goal or 

process that motivates or underpins efforts to eliminate health disparities.12 Alternatively, 

health disparities have been defined as the yardstick by which we measure progress toward 

health equity.12 Whereas health disparities focus on individual outcomes or outcomes among 

specific population subgroups, health equity draws attention to the social, economic, 

cultural, and environmental conditions that contribute to health outcomes at the population 

level.8

Achieving the goal of health equity has been recognized as important by many, if not all, 

members of the health community. The Institute of Medicine’s 2001 report, “Crossing the 

Quality Chasm,” catapulted quality into the lexicon of the health professions.13 Equity has 

been repeatedly defined as an important component or characteristic of quality.14 For 

instance, each year the Agency for Healthcare Research and Quality produces a National 

Healthcare Disparities report that provides updated information about the type and 

magnitude of health disparities in an effort to highlight areas of focus for equity efforts.15 In 

other publications, such as the 2010 Future Directions for the National Healthcare Quality 

and Disparities Reports, equity has been conceived as a cross-cutting dimension that 

intersects with all subcomponents of quality.16

In addition, as noted by Beal, the concept of health care disparities was incorporated into the 

Affordable Care Act of 2010, thereby embedding the concepts of disparities and equity into 

national policy.17 Professional organizations in the US, such as the American Academy of 

Pediatrics, have also contributed to the national conversation by defining health equity as an 

essential element for the profession of pediatric, on par with the pillar of the medical home, 

and many public health departments have established health equity as a priority.18,19 The 

call for equity has resonated around the world. In 2005, the World Health Organization 

established the Commission on Social Determinants of Health to review the evidence on 

global efforts to promote health equity and mobilize the global community.9

Despite national and international efforts to promote health equity, the scientific literature to 

date has largely focused on identifying or describing disparities and inequities, with many 

fewer publications focusing on health equity. In the last decade, however, there has been a 

sharp increase in publications on health equity. We searched PubMed using the key words 

“health equity” and documented a tenfold increase in published manuscripts, from 146 in 

2010 to 1847 in 2019 (Figure 1). By contrast, the number of publications retrieved using the 

key words “health disparities” increased 3-fold over the same period (from 612 in 2010 to 

2153 in 2019; Figure 2). However, our knowledge of health equity and health disparities in 

the pediatric population is much more limited. Over 2010–2019, the number of publications 

retrieved with the key words “health equity” and a term for pediatrics (“pediatric,” 

“pediatrics,” “child,” or “children”) increased from 2 to 40, and the number of publications 

identified with the key words “health disparities” and a term for pediatrics increased from 9 

to 80 (Figure 1 and Figure 2).
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The Arguments for Promoting Health Equity

Many have framed the argument for health equity in ethical terms, highlighting that 

inequities must be ameliorated because they are, at their root, unfair.9 Indeed, the avoidable 

and remediable aspects of health inequities are often cited as reasons to explain the 

fundamental injustice of such inequities.9 For example, Braveman stated “advancing health 

equity requires societal actions to increase opportunities to be as healthy as possible, 

particularly for the groups that have suffered avoidable ill health and encountered the 

greatest social obstacles to achieving optimal health.”4 With regard to children, the 

American Academy of Pediatrics’ Council on Community Pediatrics has noted that the 

principles of pediatric health equity include a recognition of children’s rights, social justice, 

and ethics.8 In their 2010 policy statement, they emphasized that the well-being of children 

and their families requires the existence of equity.8

The changing demographics of the US population, however, mandates efforts to address 

health equity beyond the issue of justice. As highlighted by Beal, the term “minority health 

status” has traditionally described the health status of racial/ ethnic minority groups (non-

Whites), but with the growing population of racial/ethnic minorities within the US, the 

health status of racial/ethnic minorities now actually represents the health status of the 

general population.17 This is a subtle, but important, demographic transition that also 

highlights the importance of recognizing, tracking and working to eradicate health inequities 

that exist by socioeconomic status.17 In addition, health disparities and health inequity have 

an impact on the national economy, and not solely on the health sector.5 According to the 

Harvard Business Review, the annual economic impact of racial and ethnic disparities in the 

US is at least $245 billion as a result of excess health care expenditures, illness-related lost 

productivity and premature death.20 Thus, whether the justification for efforts addressing 

health equity is ethical, demographic or financial, there is ample evidence that health equity 

is linked to broader societal goals of well-being and success for all.

Within academic medicine, the pursuit of health equity extends across mission areas. In the 

broadest sense, academic health centers have been called to consider their role in improving 

population health and health-related social justice.21 Academic physicians have recognized 

that, in addition to conducting research to understand disparities, academia offers an 

opportunity to amplify the impact of their work by teaching students, residents, and fellows 

to address health equity.7 This has led to the notion of an “institutional responsibility" 

toward promoting health equity, a responsibility that is expected to be upheld.7 Beyond 

research and education, recognizing the need for health equity is critical to the clinical 

practice of medicine because as Cheng et al pointed out, disparities are fundamentally a 

“health care quality and safety issue.”22 The argument to prioritize health equity is 

particularly aligned with pediatrics. Pediatric clinicians are poised to identify disparities and 

address elements of health equity not only because of the ubiquity of inequities among 

children but also because of the relatively high number of touchpoints that pediatricians have 

with their patients in early life.22 As natural champions for the health of children and their 

families, pediatricians are thus uniquely positioned to understand the drivers of pediatric 

health inequities and advocate for efforts to address these inequities at the community and 

population levels.23
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Intersectional Concepts that Contribute to Our Understanding of Health 

Equity

It is impossible to discuss health equity without considering the social determinants of health 

(SDOH).9 There is widespread acceptance that social factors such as poverty, education, 

immigration status, access to health care, housing, transportation, food, and employment 

contribute to health.24 SDOH are estimated to influence up to 80% of all health outcomes 

and play crucial roles in creating and perpetuating health disparities owing to the way in 

which broad societal systems and institutional structures lead to inequitable access to 

protective factors and inequitable burden of harmful ones.25 Thus, efforts to improve health 

equity at the population level will not be successful unless we take concrete action to address 

the SDOH.19

Racism is a particularly important social determinant of health. A crucial and growing body 

of literature has documented the impact of racism as a key driver for the creation and 

perpetuation of health inequities.21,26 Throughout history, structural and institutional racism 

have created direct and indirect pathways that contribute to poor access to health care, poor 

quality of delivered care, increased health risks, and poor health status for marginalized 

population subgroups.27 This history and the continued reality of racism contribute to 

mistrust, as individuals who belong to marginalized groups interact with the health system 

within the broader context of long-standing discrimination, segregation, and inequality.1 

This factor is especially true given the manner in which racial bias has permeated both the 

practice of science and the practice of medicine, resulting systematic mistreatment of 

minority groups.28–30 Furthermore, research has documented that health care providers’ 

biases, both explicit and implicit, are prevalent and have a measurable impact on health care 

delivery and health outcomes.26,27

The life course framework is another important paradigm that can be used to understand 

pathways to health and health inequities.31 Previous studies suggest that there may be 

discrete, critical periods in early life or even during gestation when social exposures, both 

protective and adverse, can have a lasting impact on health.31 The impact of exposures can 

accumulate and affect health during an individual’s lifetime and may even affect health 

across generations.8 A growing body of evidence has linked social factors during childhood 

with chronic diseases of adulthood, such as cardiovascular disease.3 Beyond contributing to 

our understanding of the development of disease in general, the life course framework could 

facilitate an understanding of how disparities in early life risk factors predispose, contribute 

to, or even exacerbate disparities in vulnerabilities or resilience later in life.31 For instance, a 

life course framework takes into consideration the ways in which early childhood adversity 

and psychosocial stress, which are disproportionately experienced by certain population 

subgroups, contribute to the development of disparities in adverse pregnancy outcomes or 

cardiovascular risk in adulthood.31 Emerging research into gene-environment interactions 

and epigenetic mechanisms have further highlighted the importance of fetal development 

and early childhood on health across the lifespan and health disparities in the population.21 

Thus, it is critical to consider social factors in early life in the development of strategies to 

combat health inequities, particularly those that may impact multiple generations.
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Considerations for Measuring Health Equity

To track the progress toward health equity, we must identify evidence-based indicators and 

thresholds that define success or progress in health equity. The Healthy People 2020 

initiative has led the way by establishing national objectives for health indicators such as 

childhood immunization rates and tobacco use, encouraging the collection of data on 

indicator rates across population subgroups to track health disparities, and by defining health 

equity as one of its overarching goals.32 According to the Healthy People framework, 

achieving health equity requires the elimination of systematic avoidable differences among 

subpopulations and the attainment of specific, optimal baseline rates or levels for each health 

indicator in all subpopulations, although how the optimal rate is determined remains unclear.
33

As we search to define indicators of health equity, it is important to note that tracking 

adherence to clinical care guidelines may not be an appropriate proxy for measuring 

improvements in health equity for all conditions.32 For example, adult patients who adhere 

to the recommendations outlined in guidelines for hypercholesterolemia or diabetes have not 

necessarily experienced fewer disparities in outcomes, in part because the scientific basis for 

the clinical guidelines has often excluded people with multiple morbidities and from 

vulnerable communities.32 Given group-level differences in disease processes and the 

tendency for disadvantaged populations to experience complex interactions between diseases 

and treatments, solely tracking adherence to clinical guidelines has the potential to obscure 

opportunities to advance equity and may even reinforce inequities.32

In addition, although it is important to consider how to accurately track progress toward a 

greater degree of equity for racial/ethnic minorities, it is also crucial to measure and track 

health inequities among socioeconomically disadvantaged populations. Although these 

groups overlap at times, inequities by race/ethnicity vs socioeconomic status may at times 

require different approaches and thus different metrics for progress.34 Efforts to progress 

toward health equity must acknowledge that disparities exist across a wide spectrum of 

privilege.35

Practical Guidelines to Advance the Pursuit of Health Equity

Despite a growing body of literature on health disparities and inequities, there are still needs 

and gaps that must be addressed to advance the pursuit of health equity. We summarize a 

series of issues that could be considered practical guidelines for future work by health 

equity-oriented investigators and other communities of stakeholders.

Strengthen Relationships Between Stakeholders Who Share a Commitment to Health 
Equity

There is widespread agreement that advancing the agenda of health equity will require 

collaboration between clinicians, researchers, health system leaders, policymakers, and 

community stakeholders.36 Given the impact of political, social, and economic forces on the 

conditions that influence health and contribute to inequities, achieving the goal of health 

equity will require interdisciplinary and innovative approaches to develop and implement 
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interventions. One sector alone cannot accomplish the breadth and depth of change that is 

needed.9

Collaborate with Funding Agencies to Prioritize Health Equity

Embracing the goal of achieving health equity will require changes for institutions and 

agencies that support research and public health interventions. A recent study within the 

National Institutes of Health documented significant underfunding of both researchers and 

research related to health disparities and health equity.37 There were significant racial 

disparities among principal investigators and research topics that received funding: Black 

scientists were more likely to submit research proposals related to community or population 

health disparities and interventions and were less likely to be funded than White 

investigators.37 In this study, the proposed research topic alone accounted for more than 20% 

of the racial/ethnic disparities in funding, after controlling for variables such as applicant 

achievement. The authors concluded that proposals which focused on disparities were “less 

likely to excite the enthusiasm of the scientific community."37

The challenges of obtaining National Institutes of Health funding for research in health 

equity contribute to existing funding barriers reported by investigators and equity advocates 

in other settings. Public health departments, for instance, often rely on sporadic, one-off 

budget allocations or disease-specific funding opportunities rather than sustained funding.36 

The unpredictable nature of funding available through the public sector has damaged the 

trust between community partners and public health practitioners, 2 groups that are directly 

affected when interventions or programs are not reliably funded.36 Thus, there is a need for 

reimagined pathways to provide funding for health equity work, including research projects 

and other forms of scholarship. Specifically, funding agencies, both private and public, are 

called to prioritize health equity-oriented projects and to facilitate cross-collaboration and 

community development through the funding process as a strategy to develop flexible yet 

sustainable funding streams that can nimbly respond to local needs.36,38

Assess Marginalized Populations’ Unique Needs Related to Health Equity

In general, health disparities research has relied on analyses of existing datasets. Given that 

many datasets are based on limited sampling among minorities and researchers tend to 

aggregate raw data into a series of broad categories, the use of existing such datasets has 

been associated with the masking of inequities and/or the exaggeration of improvements.39 

For example, research on birth outcomes among Latina women in the US has consistently 

demonstrated paradoxically favorable outcomes in the context of socioeconomic 

disadvantage and barriers to health care.40 However, research on subgroup variation within 

Latinas has documented significant differences by national origin and birth place and 

inequities by race or immigration status.41,42 The call for disaggregated data collection 

applies to Black and Asian communities as well, given the heterogeneity of experience and 

existence of health disparities that may also exist within racial/ethnic subgroups according to 

country of origin or other measures.43 Similarly, the use of traditional categories of gender 

in existing datasets has obscured the health needs of non-cisgender and other sexual 

minority individuals, which contribute to entrenchment of inequities among LGBTQ 

communities.39,44
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Challenges related to collecting disaggregated data are magnified by the related but distinct 

issue of ensuring adequate representation of minority groups in research. Racial/ethnic 

minorities have been historically underrepresented in research, even for conditions or disease 

processes that disproportionately affect them.45 There are many reasons for this sampling 

bias, all of which are important to consider, as progress toward health equity is hampered 

when scientific conclusions are not valid for the populations most at risk of inequities.45

In short, the pursuit of health equity applies to all individuals and communities that 

experience negative health outcomes and requires collection of data that is designed to 

capture nuances and variation among subgroups. Traditionally, efforts to ensure detailed data 

collection has been superseded by the goal of efficiently capturing information from the 

broadest or largest possible group.46 However, to accurately identify at-risk groups and 

develop effective interventions and prevention strategies, researchers and non-researchers 

must develop mechanisms to efficiently collect detailed data, both at the level of 

investigator-initiated cohort research and within population-level datasets, such as the 

National Vital Statistics System. Importantly, efforts to create datasets that are inclusive and 

granular must be accompanied by thoughtful consideration of challenging, sometimes 

competing, concerns about data governance and privacy.47

Refine the Measurement of SODH

Health systems’ efforts to implement screening for SDOH as a “vital sign” that can be used 

to identify factors that may culminate in disparities is considered a critical first step in the 

pursuit toward institutional approaches to achieving health equity.22,48 The emphasis on 

identifying SDOH has contributed to a proliferation of screening tools, although most tools 

focus on a single domain.24 Although pediatricians and child health researchers have 

pioneered research efforts to develop screeners for SDOH, there is a dearth of data regarding 

the appropriate selection of screening tools, the effectiveness of screeners, and optimal 

implementation of tools into clinical workflows.25,49 As a result, there is widespread 

variation in the use of such tools across health care and social service systems.24

In addition, screening for SDOH can have unintended consequences, especially in the 

absence of appropriate supports and resources, such as patient-centered screening, trauma-

informed care, and adequate referral networks and resources.50 Clinicians often have limited 

knowledge of available resources or solutions for the social needs that are identified, referral 

pathways, and reimbursement models, all of which are associated with decreased screening 

rates for SDOH.22 Thus, it is essential to transition from research that is focused solely on 

describing the SDOH to research that applies SDOH concepts to the development of 

translatable interventions and health policies. More work is needed to assess the efficacy of 

SDOH screening tools, potential unintended consequences, and successful implementation 

models. These efforts will require investigators and health professionals to purposefully 

consider these issues in their research, programs, and curricula from the time that such 

efforts are initiated.
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Define Pediatric-Specific Health Equity Indicators

To transition from identifying health disparities and their determinants to pursuing health 

equity, institutions must make health equity a strategic priority.51 To track progress and 

opperationalize this aim, institutional leaders must collect data on health indicators, establish 

goals, and track progress.51 However, there is currently a lack of data to guide the 

development of strategic priorities for pediatric health disparities or health equity (Figure 1 

and Figure 2). This lack is in part due to the sparse evidence regarding pediatric-specific 

health indicators.52 For example, the majority of leading health indicators included in 

Healthy People 2020 report pertain to adolescents or adults.32 Therefore, developing 

evidence-based pediatric-focused health equity indicators remains an unmet priority.

Prioritize Research on Interventions Aimed at Improving Health Equity

The distinction between health disparities and health equity also highlights the difference 

between conducting research to document the existence and drivers of disparities and the 

equally important, although less voluminous, body of work that evaluates interventions 

aimed at interrupting the drivers of health inequity (Figure 1 and Figure 2). There is an 

urgent need to move beyond the description of disparities and intentionally focus on 

developing and implementing interventions that address the drivers of these disparities.21 

Although there have been recent efforts to develop interventions and policies aimed at 

addressing disparities and attaining health equity, our understanding of the health impacts of 

these efforts remains incomplete.27,53,54 Plainly speaking, we still do not understand how to 

best address the social needs and inequalities that prevent health equity. Beyond efficacy 

studies, analyses of the cost, cost effectiveness, and return on investment of interventions 

that are intended to improve health equity would guide the development of policies and 

programs on a broader scale.36,53

This dearth of actionable studies may be related to a traditional emphasis on the 

manifestations of health inequities rather than on the investigation of root causes, including 

the historical contexts that reify disadvantage.39 Research studies that are oriented toward 

outcomes instead of prevention have contributed to oversimplified conceptual models, 

wherein the characteristics of individuals or population subgroups are defined as the 

problem. Instead, a sharper focus on the structural context and upstream factors that 

culminate in disproportionate distribution of disease burden is needed.39 In addition, many 

interventions developed to address health disparities have focused on improving access to 

health care, but solutions to increase health equity will need to address broader systems of 

care and determinants of health that operate outside of the healthcare system.38

One example of a health equity-oriented intervention that should be more closely examined 

is the one-stop shopping model that has been adopted by some health care systems. The 

model is based on the premise of facilitating access to comprehensive services to address 

SDOH during primary care or specialty visits.22 This intervention has been used to integrate 

mental health services, social work, case management, health education, substance use 

counseling, legal advocacy, career counseling, and other wraparound services within the 

primary care setting.22,55 Although there has been a significant emphasis on the 

implementation of such models of care coordination and the rationale for them is sound, 

Montoya-Williams et al. Page 8

J Pediatr X. Author manuscript; available in PMC 2021 March 16.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



there has been limited research to assess the success of their implementation and their 

efficacy in achieving desired outcomes, particularly in pediatrics.56

More research is needed to better understand how to address the contributions of racism and 

bias to health inequities.21,26 For instance, there has been widespread use of the implicit bias 

association test in research studies and academic institutions, particularly among admissions 

and hiring committees, but there is a lack of data examining whether interventions developed 

to address implicit bias actually decrease bias in clinical care or other processes. It remains 

unclear whether these interventions make a difference in patient care and institutional 

cultures and climates.57 As with the study of other interventions, addressing the role of 

racism within the health sector will require cross-sectoral collaborations, because the origins 

and impact of structural racism extend beyond the walls of health care settings.27

Consideration of Appropriate Methodologies for Rigorous Health Equity Research

Strengthening relationships across groups of research stakeholders may require greater 

prioritization of mixed-method research methodologies.53 Randomized trials, which are 

considered the pinnacle of scientific evidence, may not be the most appropriate methodology 

for advancing health equity, because randomized trials often require a controlled scientific 

environment rather than real-world contexts.53 Other investigators have highlighted the value 

of complementing controlled studies with contextual qualitative data, such as the lived 

experiences of those who have been impacted by health inequities.39,58 It is critical to use 

quantitative and qualitative methods to integrate a diverse set of stakeholders’ input into 

research design and findings.39,54 From the perspective of pediatric health equity, it is 

particularly important to consider including the perspectives of families from diverse 

backgrounds in research protocols and programmatic evaluations.22,59 Similarly, given the 

role of education as a social determinant of pediatric health, educators are also important 

stakeholders who should be included in pediatric health equity research.60 Finally, the 

process of collecting data on the implementation of interventions and outcome indicators of 

health equity from different voices in distinct sectors will require the development of 

innovative linkage strategies for existing datasets, as well as the creation of new 

collaborative data systems.39,61,62

Use Quality Frameworks to Guide Health Equity Research and Interventions

Plans to eliminate disparities and advance equity require tailored approaches that address the 

root causes of inequities and consider the social, cultural, and political environment in which 

individuals live and work.14,17 Such contextually tailored approaches are also a foundational 

aspect of quality improvement efforts. This has prompted recommendations to apply the 

quality improvement framework to interventions aimed to advance health equity.46 

Specifically, the prioritization of patient safety, which began in the 1990s and contributed to 

the creation of new technologies, infrastructure, and resources to bolster quality 

improvement efforts, could be leveraged to evaluate strategies intended to advance health 

equity, especially as we begin to understand that health inequities are patient safety issues.
46,51 Many institutions, including the Agency for Healthcare Research and Quality and the 

National Academy of Medicine, have recognized the relationship between quality and equity 
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and formally link these concepts or explicitly identify equity as an integral component of 

quality improvement.14,51,63

Furthermore, applying an equity lens to quality improvement and safety work is considered 

particularly important to ensure that efforts intended to increase patient safety and health 

care quality are not unintentionally increasing inequities.46,51,63 This can occur, for instance, 

when interventions do not account for population-specific drivers or when there are 

insufficient resources to implement improvement efforts in health care systems or practices 

that serve minority populations, which leads to differential adoption of evidence-based 

interventions at the level of health institutions and effectively perpetuate or worsen 

disparities.3,63 In short, quality improvement and patient safety frameworks may provide 

useful conceptual approaches and concrete mechanisms to advance and monitor health 

equity efforts, but more research is needed to assess efficacy and diminish the risk of 

unintended consequences.46,63

Conclusions: Assessing Success

Recent events related to the public, tragic loss of Black lives have put a spotlight on all 

social inequities.30 The medical community, including physicians, nurses, and other allied 

health professionals, is increasingly recognizing the importance of health equity and need 

for a more equitable society and healthcare system.13,30,51 Many governing bodies and 

organizations have articulated their commitment to health equity agendas and have 

reinvigorated these efforts with strategic plans, including pediatric organizations.4,8,13,15,64 

There is also global consensus that progressing toward a greater degree of health equity will 

require a multidimensional approach that includes strengthening individuals and 

communities, improving the social determinants most closely related to living conditions 

and the work environment, and promoting the study of interventions and policies aimed at 

mitigating inequalities.2,9 These statements and acknowledgments are important initial steps; 

because health inequities have their roots in systemic forms of racism and discrimination 

that have been codified into policies, we will need innovative and permanent systems-based 

changes at the societal level.46

Unfortunately, we do not yet have a standard definition of success that will allow us to 

ascertain that we, as a society, have moved toward a greater degree of health equity. Just as 

disease is more easily identified and addressed than health, health disparities have been more 

readily defined and identified than health equity (Figure 1 and Figure 2). Thus, we 

recommend returning to the outcomes-based definition of health equity: when everyone “has 

the opportunity to attain full health potential and no one is disadvantaged from achieving 

this potential because of social position.”5

Given the complexity of transitioning from health inequity to health equity, we suggest 

following indicators of success, stepping stones that signal progress on the path toward 

achieving health equity. For example, the development of authentic, collaborative 

relationships between research and non-research-based stakeholders could indicate that the 

groundwork has been laid for the sustainable implementation of evidence-based equity 

interventions at the community and population levels.58 Another potential indicator of 
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success could be the allocation of federal research funds to advance health equity, including 

the prioritization of dissemination and implementation studies and/or interventions that use 

community-based participatory research. We believe that identifying underlying risk factors 

and social conditions that contribute to health inequities for marginalized groups will move 

the needle toward health equity only if our body of knowledge is used as the foundation to 

develop mitigation and intervention strategies.

As pediatricians, we care for children from all backgrounds and support their journey to 

adulthood across a discrete, developmentally formative phase of life. Thus, achieving health 

equity for children can, in turn, promote health equity across the lifespan and across 

generations.3 Although the goal of health equity remains unrealized in 2020, we are 

confident that it is attainable through collaboration and partnership between families, 

community leaders, researchers, clinicians, educators, public health officials, funding 

agencies, and policymakers.
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Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
PubMed publications focused on health equity (gray bar) and pediatric health equity (black 
bar) by year: 2010–2019.
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Figure 2. 
PubMed publications focused on health disparities (gray bar) and pediatric health disparities 

(black bar) by year: 2010–2019.
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