Policy Statement on Health Equity

Policy Recommendation:
For decades, systemic underinvestment in comprehensive strategies has given rise to grossly
inequitable health outcomes and increased morbidity and mortality for historically marginalized
and excluded populations. This has led to a system in which Black, Indigenous and Latino
populations experience higher rates of poor health, disease, and death across a range of health
conditions.
The American College of Preventive Medicine (ACPM) advocates for comprehensive, evidencebased, and integrated strategies to advance health equity.
Persistent barriers to health equity include factors at many levels encompassing the social,
economic, environmental, political, and structural determinants of health. Addressing these
structural inequities requires policy-level solutions that guarantee access to medical care,
preventive services, lifestyle interventions, and health education for all and improves the
upstream economic, social, and non-medical drivers of health.
A commitment to robust investments in programs and policies is required to address the needs
of marginalized populations to live healthy lives and advance health equity. Only in this way can
the health and wellbeing of the entire population improve.
To this end, ACPM supports policies that:
1. Mitigate and bring an end to systemic discrimination – racism, sexism, ableism,
ageism classism, heterosexism, genderism, neurological discrimination, religious
prejudice, and xenophobia.
2. Make significant investments to address inequities by training future leaders and
developing infrastructure that empowers physicians to address social
determinants of health and advance health equity.
3. Utilize a health equity lens to implement structured and evidence-based methods
to measure their impact on health equity at the individual, organizational, and
community levels.
4. Support health equity efforts by enhancing health information technology, data
acquisition, and reporting with a focus on structural and social determinants of
health/health equity.
5. Increase the number of physicians in the workforce who can understand and
address health equity. This includes efforts to train more diverse physicians.
Social determinants of health should be a core competency at all levels of
physician education. Efforts should be made to evaluate and mitigate the social,
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economic, and other structural barriers faced by physician trainees from minority
populations.
6. Connect with communities to identify and integrate culturally appropriate medical
approaches and incorporate feedback, engagement, and ownership from the
communities served to achieve health equity for historically excluded
populations.
7. Strategically address worsening economic inequality and the resulting poor
health outcomes.
8. Support the adoption of prevention and wellness programs as key components to
address health inequities in marginalized communities.
Key Issues:
1. Historically excluded populations in the U.S. experience higher rates of poor health,
disease, and death in a range of health conditions when compared to their White
counterparts. This is in large part due to systemic discrimination and the adverse effects
of racism which have led to decreased access to care and a failure of the health care
system to demonstrate trust and transparency.
2. Up to 80% of clinical outcomes are impacted by social determinants of health, including
food security and nutrition, education, affordable and safe housing, employment, and
transportation. Health care accounts for only 20% of health outcomes.1
3. Despite ranking among the 10 richest countries by per capita income, the U.S.
experiences sizable health disparities among its citizens that are rooted in social,
economic, and environmental factors.2
4. Population-level inequalities in health care result in $309 billion in losses to the economy
annually and disproportionately affect disadvantaged populations.3
5. Lack of economic or social mobility affects future generations who are born, live, grow,
and work in environments that contribute to negative health outcomes.
Supporting Evidence:
1. Investments in specific types of infrastructure and public health interventions can have a
positive impact on health equity.4,5 These include focused efforts to reach communities
of greatest need, as well as efforts to make these interventions broadly available.
Successful examples have been seen and best practices have been cataloged of using
social support interventions such as housing support, care coordination and other
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practices to yield positive outcomes in diabetes prevention, HIV management, colorectal
cancer screening and more.
Physician readiness to engage in interventions to impact social determinants of health to
advance health equity varies greatly, depending on factors such as the workplace
environment, training and competencies and comfort with engaging patients.6A more
diverse physician workforce, representative of the populations they serve, may improve
health outcomes for minoritized populations via stronger cultural competencies.7
Additionally, studies have shown physicians from racially and ethnically diverse
populations are more likely to practice in areas of federally designated physician
shortages.8
There is strong evidence that community engagement in public health decision making –
especially among minoritized populations – leads to superior public health outcomes.9
Because of this, it is critical community-focused public health interventions be developed
with a focus on partnership with the communities they intend to benefit.
A key factor in the success of interventions to address health equity and maximize
health for all people is access to accurate and sufficient information to make decisions
about public health practices. Minoritized populations have been systematically
underrepresented in clinical trials – as referenced by the FDA.10,11 Likewise, data outside
clinical trials, including in managed care systems, lacks the level of fidelity around race,
ethnicity, and other socio-economic variables to effectively address and improve health
equity.12
There are strong data that show people of color routinely experience worse healthcare
outcomes relative to White individuals across a wide range of health indicators.13 These
inequities have been further highlighted by the COVID-19 pandemic.14 These disparities
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are not limited to the pandemic – racial disparities exist across chronic and infectious
disease categories: HIV, pre-term births, infant mortality, obesity, and most other
measures of health and wellness.15
6. On average, there is a 15-year difference in life expectancy between the most
economically advantaged and disadvantaged citizens in the U.S.16 An estimated 38% of
the excess mortality among Black adults versus non-Latino White adults is related to
income.17 Areas of high poverty are also associated with clustering of other factors that
lead to health risk factors – including poor housing, increased pollution, and limited
access to healthy food, among others. 18,19,20,21 Residents of impoverished areas face
higher mortality and lower life expectancy.22 Likewise, higher levels of neighborhood
economic status are positively associated with economic status for all racial and ethnic
groups.23
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