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Preamble

%

The AMA’s Strategic Plan to embed equity is a work
product led by the Center for Health Equity and
informed by subject matter experts internally but
also by those distinguished in this field externally
(listed on Pages 80-82). Although equity in general
and health equity are not new scientific fields, they
may seem new to many readers without previous
exposure or deep engagement in this work.

As with other scholarly domains, the field of equity has
developed a parlance which conveys both authenticity,
precision, and meaning. Just as the general parlance

of a business document varies from that of a physics
document, so too is the case for an equity document.
Consequently, as one would expect, the parlance of
equity is manifest in this plan. One example is the use

of the invocation-like recognition of “land and labor
acknowledgement” as exemplified by the italicized
statement that appears on the next page. It is common
that discussions in the field of equity begin with the
recognition that our current state was built on the

land and labors of others in ways that violated the
fundamental principles of equity. Another distinction

of the equity field, which essentially is an extension

of this land and labor acknowledgment, is to initiate
discussion with recognition of the specific harms of the
past including those of the more recent past (termed
“truth and reconciliation”). The logic, of course, is that the
quest for equity requires reconciliation of past harms but
such reconciliation would be impossible without knowing
the truths of the past in the clearest of terms. For these
reasons, as reflected in the outline, the plan is prefaced
first by a background/history section, and then by a
section outlining considerations and methods applicable
to achieving equity.
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Vision for equity and
justice in medicine

%

Land and Labor Acknowledgement:

We acknowledge that we are all living off the
taken ancestral lands of Indigenous peoples for
thousands of years. We acknowledge the extraction
of brilliance, energy and life for labor forced upon
people of African descent for more than 400 years.
We celebrate the resilience and strength that all
Indigenous people and descendants of Africa have
shown in this country and worldwide. We carry our
ancestors in us, and we are continually called to be
better as we lead this work.

Our AMA's Center for Health Equity imagines a new way
forward for the AMA and U.S. health care that values
people equally and treats them equitably. We envision a
nation in which all people live in thriving communities
where resources work well; systems are equitable

and create no harm nor exacerbate existing harms;
where everyone has the power, conditions, resources
and opportunities to achieve optimal health; and all
physicians are equipped with the consciousness, tools
and resources to confront inequities and dismantle
white supremacy, racism, and other forms of exclusion
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and structured oppression, as well as embed racial justice and advance equity within and
across all aspects of health systems.

Our bold and necessary path forward seeks to pivot from ambivalence to urgent
action; from euphemisms to explicit conversations about power, racism, gender
and class oppression, forms of discrimination and exclusion; from passive to
specific action supported by resource redistribution and infrastructure change;
from rationalization and good intentions to a comprehensive analysis of structures,
systems, policies and practices leading to real improvement and impact; and from
lack of accountability to an active embrace of equity as a core mission and strategy.

In recognizing AMA’s past and present power and influence in medicine and health,

we commit to accountability towards the goal of eliminating inequities—systematic,
preventable and unjust differences—in health for patients, families, providers and
communities, as well as tackling the root causes for these differences and preventing new
and further harm.

Our plan’s release comes amidst the worst pandemic of our lifetime; a divisive presidential
election, punctuated by its violent aftermath; a year of sustained protests in response to
police brutality and the exposure of the historical harm imposed upon Black people for
generations; escalating hate crimes towards Asian communities; deliberate and ongoing
family separation at the U.S. border under the Zero Tolerance Policy causing irreparable
harm to children; persistent gun violence and, most recently, in the aftermath of our own
journal’s egregious, harmful error and failure in posting a podcast denying structural
racism; keeping old wounds open while new ones form.

Inequities are not new—Dbut these events do elucidate the consequences of individual

and systematic injustice in our country. They exposed the symptoms of structural racism,
such as neglect and disinvestment in Black, Indigenous and Latinx neighborhoods; forced
residential overcrowding; stolen opportunities to build wealth; segregated and inequitable
health care systems; and chronic over-policing and police brutality—all of which have
continued to cause harm to emotional, mental and physical well-being across generations,
and are reconfirming America’s stronghold of false notions of hierarchy of value based on
gender, skin color, religion, ability and country of origin, as well as other forms of privilege.
The resulting inequities are perpetuated and magnified by defaulting to color- and
identity-evasive actions and policies.

Equity is not a zero-sum reality that continues to create a set of winners and losers in
health. This direction forward requires us to gain the knowledge, skills and behaviors that
align with anti-oppressive and anti-racist praxis. We must develop a critical consciousness
that seeks truth and acknowledges the historical realities that powerful organizations and
structures, rooted in white patriarchy and affluent supremacy such as the AMA, have both
intentionally and unintentionally made invisible.

Achieving optimally equitable solutions requires disruption and dismantling of existing
norms, collective advocacy and action across sectors and disciplines. To move forward,
we must prioritize and integrate the voices and ideas of people and communities
experiencing great injustice and historically excluded, exploited, and deprived of
needed resources such as people of color, women, people with disabilities, LGBTQ+,
and those in rural and urban communities alike.
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Equity-centered solutions include, and are not limited to:

- Ending segregated health care that is reinforced by payer exclusion
- Establishing national health care equity and racial justice standards, benchmarks,
incentives and metrics
+ Ending the use of race-based clinical decision models (including calculators)
« Ensuring that augmented intelligence (Al) is free from harmful, biased algorithms
« Eliminating all forms of discrimination, exclusion and oppression in medical and
physician education, training, hiring, matriculation and promotion supported by:
— Mandatory anti-racism, structural competency, and equity-explicit training and
competencies for all trainees and staff
— Publicly reported equity assessments for medical schools and hospitals
- Preventing exclusion of and ensuring just representation of Black, Indigenous and
Latinx people in medical school admissions as well as medical school and hospital
leadership ranks
« Ensuring equity in innovation, including design, development, implementation
and dissemination along with supporting equitable innovation opportunities and
entrepreneurship
« Solidifying connections and coordination between health care and public health
« Acknowledging and repairing past harms committed by institutions

This strategic plan outlines our vision and conviction to become a sustainably diverse,
multicultural anti-racist organization, that advances equity and justice, contributes to
improving outcomes and quality in health care, and closes historical and contemporary
inequities in health. This plan represents one step in a much longer journey that re-orients
our AMA and health care around equity.

Finally, we must operate with the urgency of now. Oppression, exclusion, and racism harm
and kill, sapping our society of its full potential in all corners, and especially in health.

We cannot do this alone. We welcome others to join us as we will join you.

“These are the times to grow our souls. Each of us is called
upon to embrace the conviction that despite the powers
and principalities bent on commodifying all our human
relationships, we have the power within us to create the

world anew.”
—Grace Lee Boggs, human rights leader, activist,

and daughter of Chinese immigrants, Seeds of Change'
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Executive summary

%

The American Medical Association is the nation’s
largest professional association of physicians. We
are a unifying voice and we are physicians’ powerful
ally in patient care. Fulfilling our AMA's mission

to promote the art and science of medicine

and the betterment of public health requires

an unwavering commitment to equity and a
comprehensive strategy for embedding racial and
social justice within our organization and domains
of influence. Advancing health equity through our
AMA?’s efforts entails a dedicated, coordinated and
honest approach. It recognizes the harmful effects
of our past and targets the systemic inequities in
our health care system and other social institutions.
And it charts a path toward a more promising and
equitable future for all. This is AMA' first strategic
plan dedicated to embedding racial justice and
advancing health equity.

The origins of this strategic plan date back to the AMA's
Annual House of Delegates meeting in June of 2018. In
this meeting, the time-limited Health Equity Task Force—
appointed by the chair of the AMA Board of Trustees—
presented to the AMA House of Delegates Board Report
33, A-18, a“Plan for Continued Progress Toward Health
Equity D-180.981."The report included a definition for
“health equity,” an initial framework that outlined the
AMA's role in addressing inequities in health care, as well
as the recommendation “to develop an organizational
unit, e.g., a Center or its equivalent, to initiate, facilitate,
coordinate and track AMA health equity activities.”

The report and its recommendations were adopted as
AMA policy.

In April of 2019, the AMA launched the AMA Center for
Health Equity with the hiring of its first Chief Health
Equity Officer. The AMA Center for Health Equity is

—7—
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charged with identifying ways to dismantle racism in our health system as well as
facilitating, strengthening and amplifying the AMA’s work to eliminate health inequities
rooted in historical and contemporary injustices and discrimination.

With the input of many both inside and outside of AMA, this strategic plan serves as a
three-year roadmap to plant the initial seeds for action and accountability to embed
racial justice and advance health equity for all of our years to come. We will initiate and
aggressively push forward the following five strategic approaches:

1 Embed racial and social justice throughout the AMA enterprise culture, systems,

policies and practices

— Build the AMA’s capacity to understand and operationalize anti-racism equity
strategies via training and tool development

— Ensure equitable structures, processes and accountability in the AMA’s workforce,
contracts and budgeting, communications and publishing

— Integrate trauma—informed lens and approaches when developing and
implementing policies and practices

— Assess organizational change (culture, policy, process) over time

2 Build alliances and share power with historically marginalized and minoritized*

physicians and other stakeholders

— Develop structures and processes to consistently center the experiences and ideas
of historically marginalized (women, LGBTQ+, people with disabilities, International
Medical Graduates) and minoritized (Black, Indigenous, Latinx, Asian and other
people of color) physicians

— Establish a coalition of multidisciplinary, multisectoral equity experts in health care
and public health to collectively advocate for justice in health

3 Push upstream to address all determinants of health and the root causes of inequities
— Strengthen physicians’ knowledge of public health and structural/social drivers of
health and inequities
— Empower physicians and health systems to dismantle structural racism and
intersecting systems of oppression
— Equip physicians and health systems to improve services, technology, partnership
and payment models that advance public health and health equity

4 Ensure equitable structures and opportunities in innovation
— Embed racial justice and health equity within existing AMA health care innovation efforts
— Equip the health care innovation sector to advance equity and justice
— Center, integrate and amplify historically marginalized and Black, Indigenous, Latinx
and people of color who are health care investors and innovators
— Engage in cross-sector collaboration and advocacy efforts

Minoritized groups are those that belong to a group or population that has been historically considered a minority by what they are not and the lack of some
characteristic by those in the dominant category. This definition, as opposed to minority, emphasizes the process of minoritizing others relative to these
socially defined criteria that oppresses groups based on a given social standing: race/ethnicity, immigration status and primary language amongst others.

Marginalized groups are those that have been traditionally underserved and excluded groups. Marginalization occurs through a process of social, economic,
and educational deprivation through intentional disinvestment and exclusion for members of a particular group relative to socially defined criteria and
conditions such as age, gender, sexual orientation, and disability.

Groups can be both minoritized and marginalized based on different circumstances. And individuals may belong to more than one of these groups and be
multiply minoritized and/or marginalized.
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5 Foster pathways for truth, racial healing, reconciliation and transformation for
the AMA’s past
— Amplify and integrate often “invisible-ized” narratives of historically marginalized
physicians and patients in all that we do
— Quantify the effects of AMA policy and process decisions that excluded, discriminated
and harmed
— Repair and cultivate a healing journey for those harms

We will have great focus on embedding racial justice and equity across the AMA's

other strategic arcs of removing obstacles to patient care, preventing chronic disease,
confronting the nation’s greatest public health crises, and ensuring optimal health for

all. As a national leader in health care, it is incumbent on us to lean into our influence

and play a more prominent role in the current national reckoning on equity and justice
both by using our existing assets—relationships, training platforms, programs, advocacy,
communication and marketing infrastructure—and creating new assets as levers

for change. It is essential that we also simultaneously maintain a level of awareness

and responsiveness when harmful emerging issues arise that can impede the AMA’s
progression to advance health equity across our AMA enterprise. Lastly, measuring
transformation for equity and justice is complex and nascent. Our measurement of success
and impact will employ standard and emerging quantitative and qualitative tools as well
as give space and grace to embrace that all things cannot be and should not be measured.

Getting to equity and justice necessitates a sense of urgency and ambition. This is not

just the work of the Center for Health Equity; rather, it is the responsibility of all of AMA
leadership and stakeholders in collaboration with many others. We understand that
organizational cultural change work is, at times, unpredictable and may require unexpected
pivots in our outlined approaches, actions and accountability along the way. Even with
pivots, our focus must consistently understand the impact of our decisions, ensure that we
show up cognizant of our power and assume with great responsibility and humility to listen,
learn, and act, and to remember our fundamental responsibility to do no harm.

We see tremendous opportunities in our present history for alignment and change in
medicine and our country to name, embed and advance racial and social justice. Therefore,
capitalizing on these “open doors” in medicine and government is imperative at this
moment. History tells us that windows of opportunity for structural, institutional and
systemic change for racial justice close as political pendulums swing. Since the doors right
now are open, we all—not just historically marginalized physicians—must push as fast and
as far as we can.

“The generation to which the present writer belongs may
be likened to the offensive linemen on a football team.
They have to be rugged, tough and determined. They get
banged and battered. Their job is to make holes for
fastbacks to run through. If the backs are not there, the
holes close up... Even when the backs are there, they have
to fight their way for all yardage gained. So it is for young
Black physicians today.”

—Montague Cobb, MD, Former President of the National Medical Association
and Founding Editor of the Journal of National Medical Association?
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Getting on the same page:
An equity primer

%

Understanding that we all come to equity and
justice with potentially different life experiences and
levels of understanding of the existing historical
context, evidence, theory and practice, this section
grounds our members and readers in common
definitions, concepts and frameworks. This primer is
not exhaustive but, rather, more of an introduction.
We recognize that there are other useful and valid
ways to explain the concepts that follow, and that
language evolves over time. We encourage further
investigation, engagement and reflection to expand
one’s knowledge.

Equality, equity and justice distinctions

While we, philosophically, have intrinsic and “equal” value
resulting from our shared humanity, it is the lottery of
birth that arbitrarily defines the conditions, environments
and opportunities that largely shape our life experiences
and outcomes. We operate in a carefully designed and
maintained system that normalizes and legitimizes an
array of dynamics—historical, cultural, institutional and
interpersonal—over time that routinely advantage white
(also wealthy, hetero-, able-bodied, male, Christian, U.S.-
born) people at the expense of Black, Latinx, Indigenous
and people of color (also low wealth, women, people with
disabilities, non-Christians, and those foreign-born) and
that is currently reinforced by policies that are blind to
power (political and financial) imbalances and realities.>*

Equality

Equality as a process means providing the same amounts
and types of resources across populations. Seeking to
treat everyone the “same,"ignores the historical legacy

of disinvestment and deprivation through historical
policy and practice of marginalizing and minoritizing
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communities. It has generated unequal society that traces back prior to the founding of
our country.

Through systematic oppression and deprivation from genocide, forced removal from
land and slavery, Indigenous and Black people have been relegated to the lowest
socioeconomic ranks of this country. The ongoing xenophobic treatment of undocumented
Brown people and immigrants is another example.® Thus, intergenerational wealth has
mainly benefited and exists for white families.

The “equality” framework, as applied, also fails individual patients and communities. For
example, high-quality and safe care for a person with a disability does not translate to
‘equal’ care. A person with low vision receiving the ‘same’ care might receive documents
that are illegible, depriving them of the ability to safely consent to and participate in their
own treatment. Equality fails when applied to other domains, including language, health
literacy and transgender health.

The resulting differences in outcomes among historically marginalized and minoritized
populations have been explained away through the myth of meritocracy. It is a narrative
that attributes success or failure to individual abilities and merits. It does not address the
centuries of unequal treatment that have intentionally robbed entire communities of the
vital resources needed to thrive.

Equity

Where equality is a blunt instrument of “sameness,” equity is a precise scalpel that requires
a deep understanding of complex dynamics and systems with skill and practice in application.

The World Health Organization defines health equity as the “absence of unfair and
avoidable or remediable differences in health among social groups.” It calls for just
opportunities, conditions, resources and power for all people to be as healthy as possible.
This requires the elimination of obstacles to health, such as poverty, discrimination and
their consequences, including perceived and real powerlessness and lack of access to good
jobs with equitable pay, good quality education and housing, safe neighborhoods, and
high quality and safe health care that is easily accessed.

Health inequities are “unjust, avoidable, unnecessary and unfair” gaps that are neither
natural nor inevitable.”® Rather, they are produced and sustained by deeply entrenched
systems that intentionally and unintentionally silence, cause stress and prevent people
from reaching their full potential. Inequities cannot be understood or adequately
addressed if we focus only on individuals, their behavior or their biology.>™

Equity can be understood as both a process and an outcome. It involves sharing power
with people to co-design interventions and investing and redistributing resources to the
greatest need—with explicit consideration for how racism, gender and class oppression,
ableism, xenophobia and English language supremacy impact outcomes.

Justice

“People ask me sometimes, when do you think it will
it be enough? When will there be enough women on the

court? And my answer is when there are nine.”

—Justice Ruth Bader Ginsburg, U.S. Supreme Court Justice
and gender equality and civil rights advocate'!
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Justice describes a state where the dismantling of structural and systemic inequities (and
the laws and policies that sustain them) is not only achieved, but new structures and
systems are instituted that deliberately reinforce their elimination. Justice and equity

are interconnected but justice maintains equity through preventive measures that are
rooted in a core understanding of how social injustice functions, foundationally protecting
historically marginalized and minoritized peoples. It is an achievable goal that requires the
sustained focus, investment and energy of people in positions of power being accountable
to communities they serve. It necessitates a redesign of our structures, policies and practices
to deliver the high-quality and safest possible conditions that allow for everyone to reach
their highest potential and prevent one’s identity from determining the course of their life.

Race is a social (not biologic) construct

“But race is the child of racism, not the father. And the
process of naming ‘the people’ has never been a matter of
genealogy and physiognomy so much as one of hierarchy.
Difference in hue and hair is old.”

—Ta-Nehisi Coates, author and journalist, Between the World and Me'?

As outlined by the November 2020 AMA policies entitled “Elimination of Race as a Proxy
for Ancestry, Genetics, and Biology in Medical Education, Research and Clinical Practice,’
and “Racial Essentialism in Medicine,” our AMA confirms race as a social construct (see
Appendix 1). Race is a socially constructed way of grouping people, based on skin color
and other apparent physical differences. It has been defined by an arbitrarily organized
combination of physical traits, geographic ancestry, language, religion and a variety of
other cultural features.

Social definitions of race differ depending on context, but they always operate in

the service and self-interests of social-dominance hierarchies, thus benefitting white
individuals—those with the greatest power politically, financially and racially.” The false
notion of hierarchy of human value based on skin color still prevails. White supremacy,
constantly adapting to legal and cultural challenges, persists in part by the way many
whites ignore their whiteness to the point of invisibility, their role in a racial hierarchy,
and the privilege it gives them. A myth of innocence, an assumption of objectivity and
other rationalizing devices, supports an unwillingness to recognize or reckon with racial
injustice. Social codes, “othering” people who are not white, and the threat of violence or
its anticipation play a role in supporting white supremacy.

Race and ethnicity are often used interchangeably in our society, although they do not
mean the same thing. Categories of race and ethnicity have changed over time, usually
based on what supports the political, financial and self-interests of white men, those
historically most powerful.’

Ethnicity is a socially constructed way of grouping. It emphasizes national origin, language,

culture, religion, geography and/or family origin. In contrast to race, ethnicity encompasses

various racial backgrounds. Since 1980, the U.S. Census introduced the category “Hispanic”

on all forms as an ethnicity; prior to that, the category was “Mexican.” This also accounts for

the impact of the global colonization that created cultures and communities of multiple

identities. People of Latinx, Latino/a and/or Hispanic backgrounds can be of any race (e.g.,
—13—
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Black, white, Indigenous/Native American Asian, or identify with multiple more races).
Ethnicity also operates based on context, and in service of social-dominance hierarchies.

In contrast, genetic or biologic ancestry is the proportion of recent ancestry displayed in
an individual via genetic material inherited from one’s ancestral geographic origins. The
modern consensus of experts is that our species does not have enough genetic variability
among its populations to justify either the identification of geographically based races or
evolutionarily distinct lineages.

Race was manufactured by humans. It is a poor proxy for genetic ancestry and has been
consistently used to legitimize the preferential treatment of whites over others. While race
may be a social construct, racism has devastating impacts on the bodies of people of color
(see Appendix 2 for additional definitions). It is more appropriate and accurate that “clinicians
and researchers focus on genetics and biology, the experience of racism, and social drivers
of health inequities—and not race—when describing risk factors for disease.””* Such focus
must be further grounded in a shared understanding of critical concepts, which underline
the structures of power in which this social construct endures.

“The truth is, our nation’s investment in racism, capitalism,
and white supremacy shredded our safety net, almost cost
us our democracy, and stole many of our loved ones’ lives.
In the middle of our loneliest year, our dependence on
each other—for public education, public health, public
utilities, and public recreation—was the truth buried beneath
our pain. As we begin to slowly emerge from the depths
of this plague, how we make sense of that truth will

determine our future.”
—Rhea Boyd, MD, pediatrician, public health advocate
and scholar, On Shame and Healing'¢

Racism

Racism, as defined by Camara Jones, MD, MPH, PhD, is a “system of structuring
opportunity,” which assigns value based on race, disadvantaging people of color while
offering advantage to whites, hindering the realization of the “full potential of the whole
society through the waste of human resources.”"” In order to center this definition, we
must acknowledge the different levels under which racism exists and prevails in our
society: structural, institutional, interpersonal and internalized (see Figure 1). We must
also recognize, as noted by Lance Gravlee, PhD, that racism is interwoven and consists of
linked and mutually reinforcing systems that uphold each other—health care, housing,
immigration, education, etc.'®

“Locating white supremacy in individuals, rather than in
structures, is how the shared commitment to white
ighorance preserves one’s sense of self while allowing

oppressive structures to persist.”
—Lance Gravlee, PhD, anthropologist'®

—14—
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Figure 1. Definitions and Levels of Racism and Related Terms

Definitions

Notes

Racism

As defined by Camara Jones, MD, MPH, PhD,
“racism is a system of structuring opportunity and
assigning value based on phenotype ('race’), that
unfairly disadvantages some individuals and com-
munities, unfairly advantages other individuals
and communities, and undermines realization of
the full potential of the whole society through the
waste of human resources.”

Racism can operate at different levels: structural,
institutional, interpersonal, and internalized.

Structural
Racism

As defined by Zinzi Bailey et al, structural racism
“refers to the totality of ways in which societies
foster racial discrimination through mutually
reinforcing systems of housing, education, em-
ployment, earnings, benefits, credit, media, health
care, and criminal justice. These patterns and
practices in turn reinforce discriminatory beliefs,
values, and distribution of resources.”

Institutional
Racism

Discriminatory treatment, unfair policies and
practices, and inequitable opportunities and
impacts within organizations and institutions,
based on race.

Individuals within institutions take on the power
of the institution when they act in ways that ad-
vantage and disadvantage people, based on race.

Interpersonal
Racism

The expression of racism between individuals.
These are interactions occurring between individ-
uals that often take place in the form of harassing,
racial slurs, or racial jokes.

[t may also take more subtle forms of unequal
treatment, including micro-aggressions.

Internalized
Racism

Acceptance by members of stigmatized races of
negative messages about their own abilities and
intrinsic worth.

Prejudice

An unfavorable opinion or feeling formed before-
hand or without knowledge, thought, or reason.

Prejudice also means an action in the sense that
they are sequential steps by which an individual
behaves negatively toward members of another
group: verbal antagonism, avoidance, segregation,
physical attack, and extermination.

The term “prejudice” also refers to unfavorable
opinions or feelings which lead groups to view
members of other social groups as threatening
adversaries who are inherently inferior or are
actively pursuing immoral objectives.

—15—
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Definitions

Notes

Bias

A form of prejudice in favor of or against one
person or group compared with another usually in
a way that’s considered to be unfair to one group.
Biases may be held by an individual, group, or
institutions and can have negative or positive con-
sequences and oftentimes are learned behaviors or
habitual thoughts. Biases often emerge in relation
to race/ethnicity, gender, socioeconomic status,

Itis important to note that biases, both explicit
and implicit, have to be unlearned at the indi-
vidual, group and institutional level in order to
mitigate negative consequences as a result of
existing and prevailing biases. Both first require

an awareness and acknowledgment that the bias
exists and require personal, group and institutional
action to eliminate these biases.

ability status, LGBTQ+ identity, literacy, amongst
other groupings.

There are two main types of biases® discussed in
scholarly research and in medicine 22 that inhibit
progress towards multiculturalism and equity in
our society:

1. Explicit or Conscious bias—This refers to
the attitudes and beliefs we have about a
person or group on a conscious level, that is
we are aware and accepting of these beliefs,
and they are usually expressed in the form
of discrimination, hate speech or other overt
expressions.

2. Implicit or Unconscious bias—This refers
to the unconscious mental process that stimu-
lates negative attitudes about people outside
one’s own ‘in group’. For example, implicit
racial bias leads to discrimination against
people not of one’s own group. Extensive
research supports the notion that we all hold
unconscious beliefs about various social and
identity groups, and these biases stem from
one’s tendency to organize social worlds by
categorizing and are influenced by power
dynamics in a society.

Adapted from Lawrence 2004, David Wellman, Jones 2000 and Bailey, et al 2017, Greenwald and Banaji, 1995

““Race matters. Race matters in part because of the long
history of racial minorities being denied access to the
political process... Race also matters because of persistent
racial inequality in society.”

—Honorable Sonia Sotomayor, U.S. Supreme Court justice,
born to Puerto Rican family and raised in South Bronx*

Intersectionality

Leading feminist and social justice theories and practices acknowledge that

intersectionality, first coined by Kimberlé Crenshaw,? as legal terminology to recognize

the unique experiences and legal challenges of Black women, whom as a group

experienced both racism and sexism. It is the ongoing examination of the overlapping

systems of oppression and discrimination that communities face based on race, gender,

ethnicity, ability, etc. It is our role to continuously examine the multiple forms and kinds
—16—
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of intersectional exclusions. The call for an anti-racist health care system is one that
recognizes and addresses the intersectionality of systems of oppression every day.”

Social and structural drivers of health and moving upstream

The AMA Center for Health Equity uses “social drivers”as an umbrella term to refer to social
needs and social determinants of health.“Social needs” refer to individual-level material
resources and psychosocial circumstances required for well-being of one’s physical and
mental health.“Social determinants of health” interventions address community-level
concerns and refers to the underlying community-wide social, economic and physical
conditions in which people are born, grow, live, work and age.

“Structural determinants of health equity” address the broader issues of the climate,
societal norms, macroeconomic social/health policies, and the systems of power that
shape social hierarchy and gradients. According to the National Academies of Science,
Engineering, and Medicine, “structural inequities are the personal, interpersonal,
institutional, and systemic drivers (aka root causes, also see Appendix 2 for definition)—such
as, racism, sexism, classism, able-ism, xenophobia, and homophobia—that make those
identities salient to the fair distribution of health opportunities and outcomes”?® “Structural
drivers” of health inequity negatively impact social determinants of health for people who
have been historically marginalized and ultimately produce health inequities.

Politics and policies greatly influence health.?” Ecosocial theory of disease distribution
posits that health inequities exist in relation to power, levels, life course, historical
generation, biology and ecosystems (see Figure 2).2#% Political decisions directly create the
structural and social conditions and characteristics of our environments, either making
them more or less healthy. An understanding of the origins of policies and their impact on
the distribution of opportunities and resources, equips health care workers to develop and
implement actionable solutions to improve health and advance equity. As we learn more
about the effects of policy on health, we begin to realize that all policy is health policy.

Figure 2. Ecosocial Theory: Levels, Pathways and Power
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Note: To explain current and changing population distributions of disease, including health inequities, and who and what is accountable for the societal patterning of health, it is necessary to consider causal pathways
operating at multiple levels and spatiotemporal scales, in historical context and as shaped by the societal power relations, material conditions, and social and biological processes inherent in the political economy and
ecology of the populations being analyzed. The embodied consequences of societal and ecologic content are what manifest as population distributions of and inequities in health, disease, and well-being.

Adapted from: Krieger N. Measures of Racism, Sexism, Heterosexism, and Gender Binarism for Health Equity Research: From Structural Injustice to Embodied Harm- An Ecosocial Analysis. Annual Review of Public Health 2020 41:1, 37-62.
https://www.annualreviews.org/doi/full/10.1146/annurev-publhealth-040119-094017 17
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Moving upstream” to address the political, structural and social drivers of health and health
inequities, along with working to dismantle the systems of power and oppression that shape
these drivers, requires action on the societal, community and individual level (see Figure 3).
Structural determinants influence social determinants, which influence an individual’s social
and material needs. Addressing social and structural drivers of health strengthens health care
systems’ ability to improve quality across all domains while reducing inequities. To apply this
framework, providing food to a patient addresses individual social needs. Yet, addressing the
lack of supermarkets by increasing grocery stores in that patient’s neighborhood addresses
social determinants. And identifying the root causes of food deserts, for example, structural
racism, works to provide context to the unjust construction of the structural drivers—the
policies and laws that do not lead to adequate investment (see Figure 3).

Figure 3. What Creates Health Framework
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Adapted from T
Bay Area Regional Health Inequities
Initiative (BARHII) Framework

* Upstream refers to acknowledging and addressing the structural, societal, community and individual-level factors that influence health. Whereas downstream
refers to the dominant approach of treating individual-level factors and/or contributors without wholly addressing structural, societal, and community factors.
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Downstream and upstream

The Upstream Parable
Adapted by Rishi Manchanda from a version told by Adewale Troutman

Three friends come to a turbulent river and are alarmed to see people of all ages struggling
in the water, approaching a waterfall, crying for help. They jump right in.

The first friend goes straight to rescue those in the most urgent trouble, closest to the
waterfall. One by one, she helps people in dire need.

The second friend builds a raft to help those a little farther upstream, to usher more people
to safety before they reach critical danger.

But the struggling swimmers keep coming. The two friends, growing exhausted, spot their
third friend swimming away from them, far upstream. They shout, “Where are you going?
There are more people here to save!”

She shouts back, “l know! I'm going to stop whoever or whatever is throwing these people
in the water!”

To advance health equity, our health care workforce needs all three friends: the Rescuers
who help when individual patients are acutely and severely ill; the Primary Care Raft
Builders, who each help keep many hundreds of people healthy; and the Upstreamists,
who help us address the factors that make people sick in the first place (i.e., the social and
structural drivers of health inequity) and transform the way we care for patients and build
healthy, more just communities.

-Rishi Manchanda, MD, MPH, founder and president of HealthBegins, The Upstream Doctors*°

The U.S. health care system has long taken a rescue-based and downstream” approach to dealing
with the individual-level medical needs of patients.’'*? We must understand and work upstream
to confront and dismantle the root causes of inequities, and not just apply rescue-based
downstream approaches to optimizing health and confronting bad health outcomes and harm.

These root causes provide the lenses through which most of policies and laws—structural
drivers—are created. These opportunities are considered structured because they are
designed within systems that are mutually reinforcing. They have historically, and up

to the present day, been codified into legislation and policies by white male lawmakers
across this country. This exclusion robs Black and Brown communities of the conditions,
resources, power and opportunities that produce optimal health; it is unjust and avoidable.

The health and non-health behaviors and choices provided to historically marginalized
and minoritized communities and people arise from, and are shaped by, these conditions
of deprivation and trauma, rather than causing them—as suggested by the myth of
meritocracy, and other malignant narratives, that place the burden of responsibility for
both harm and repair on oppressed populations. The disproportionate impact of early

*  Asdenoted in the parable and Figure “What creates health,” downstream is a traditional approach that focuses on treating individual level issues or causes like
behavior change or treatment for illness.
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death and morbidity on Black, Latinx* and Indigenous people is rooted in our country’s
legacy of powerful systems that structure opportunity and assign value that historically
advantages whites and oppresses historically minoritized and marginalized communities,
thereby setting the foundation for neighborhood and community level social conditions
that exist related to housing and education as an example. This is inextricably intertwined
with patients’social needs. This legacy determines the type of health outcomes in
mortality and morbidity that people and their communities will experience.

This shifting of the health outcomes narrative from the cause; solely from the individual
and behavioral level to the causes of causes, the social and specifically the socioeconomic
factors that influence the health narrative at the social and structural levels, is a central
priority in health equity work. As anti-racist historian Ibram X. Kendi has argued, “one
either believes problems are rooted in groups of people, as a racist, or locates the roots of
problems in power and policies, as an anti-racist.”*

The Cliff Analogy

Consider the analogy of a cliff from Camara Jones, MD, MPH, PhD (see Figure 4), which
provides a powerful visual depiction of health equity. At the bottom of the cliff is an
ambulance, representing the nation’s health care system, largely characterized by
emergency, tertiary, downstream care. The ambulance is situated at the base of a liff,

in place for anyone who falls off. The cliff represents a downward trajectory into illness

or disease. The net above the ambulance represents the primary prevention necessary

to combat spiraling falls into disease in the first place. The net also represents safety net
implements (as secondary prevention) designed to catch people who fall into situations of
critical health care need. Health interventions at the community level which account for
(or not) social determinants of health either alter the proximity of the population to the
edge of the cliff, moving the population to safety (or, adversely, placing it closer to the edge).

Figure 4. The Cliff Analogy

Efforts to address social
determinants of health
Safety net programs

Primary
prevention

Efforts to address systems and secondary prevention
Differences in

of structured inequity ® i *
Health *
" o-0
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Adapted from: Jones CP et al. quality of care
J Health Care Poor Underserved 2009 Q=0

* Latinx is used as the umbrella term intended to be a gender neutral and gender non-binary inclusive term for all people who identify as either Latinx/Latino/
Latina or Hispanic. Latinx also is intended to include those who choose to identify with their ethnic or national origin inclusive of the countries in Latin America
and of the Caribbean who were colonized by Spain or Portugal. In addition, the term Hispanic also refers to a person who is from or has ancestors from a
Spanish-speaking territory or country and is inclusive of Spain.
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Dr. Jones's cliff analogy illustrates the structural drivers of health inequity—the systems

of oppression and power that systematically advantage some groups (moving them
further away from the edge of the cliff, building a sturdier fence, a stronger net and a

more efficient ambulance) and disadvantage other groups (moving them to the edge of
the cliff, dismantling the fence and the net, and removing the ambulance, under no control
of their own).

Dr. Jones’s analogy also opens discussions about inequities that exist in the health care
system itself—through individual-level biases, prejudices and stereotyping on the part of
health care providers,* racial bias in clinical decision-making support tools,*¢ or through
policies and systems that limit access to quality treatment and produce inequities in
outcomes.’” The effects of each inequity varies but come together to create the ongoing
forms of racism we see (as illustrated in Figure 1).

Dr. Jones' cliff analogy also signals the fundamental role of structural racism as a
foundational system in the United States that patterns opportunity and outcomes. In the
cliffimage, the green population is close to the edge, at risk of falling over, whereas the red
population is safely positioned away from danger. Using an equity lens to dig deep into
the “why" is key to understanding the differential lived experience between communities.
More and more evidence suggest that answering this question requires deep social
examination into the causes of the causes of health, illustrated in Figure 3.

Structural violence

“Wars of imperial conquest have not been solely or even
mostly waged over the land and its resources, but they
have been fought within the bodies, minds and hearts of
the people of the earth for dominion over them.”

—Paula Gunn Allen, American Indian scholar and poet, The Sacred Hoop3®

“Structural violence”, according to Paul Farmer, MD, et al, can be defined as “social
arrangements that put individuals and populations in harm’s way. The arrangements

are structural because they are embedded in the political and economic organization

of our social world; they are violent because they cause injury to people..”"?° Structural
violence is often a slow violence of living in life-harming conditions, such as removal and
displacement from land, racialized segregation, mass incarceration and/or poverty over
a lifetime; it is itself both a cause of the cause and an expression of structural violence.
And, of course, lifelong experiences of racism and discrimination, which bear on the
body in a particularly stressful way, is the ultimate shape of structural violence. This is
the process of embodiment illustrated earlier in Figure 2, and defined by Nancy Krieger
as:“how we literally incorporate, biologically, the material and social world in which we
live, from in utero to death; a corollary is that no aspect of our biology can be understood
absent knowledge of history and individual and societal ways of living."* Over time,
social injustices have been literally embodied by Black and Brown communities, creating
individual and collective chronic stress and trauma that elevate stress hormones and
lead to inflammation that wreaks havoc upon internal organs. In effect, chronic exposure
to racism—whether structural, institutional or interpersonal—over the course of one’s
lifetime causes “weathering” of peoples’ bodies that increases vulnerability to illness and
early death. (Appendices 3-8 illustrate how structural violence have resulted in structural
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inequities impacting Asian, Black, Indigenous, Latinx, LGBTQ+ community and people with
disabilities.)

The landmark World Health Organization Commission on the Social Determinants of
Health concluded: “Social injustice is killing people on a grand scale.”' This is the basis for
adverse childhood experiences (ACEs). ACEs are traumatic experiences that occur during
childhood and adolescence.*? For decades, evidence has demonstrated the significant
correlation between the environments we mature in and our health and well-being

later in life.*** Racism and discrimination are ACEs that activate cascades of biological
pathways throughout the life course, ensuring historically marginalized communities
remain disproportionately plagued by early disease and abbreviated life.* Therefore,
medical interventions across the health care continuum—from integrating anti-racism and
structural competency in medical education shifts toward valuing structural public health
threats, to incorporating an equity analysis within health insurance coverage designs, to
embedding equity into operations, cost-control, quality improvement and safety efforts—
must account for the persistent harms associated with structural violence to make true
headway in combating avoidable differences in health outcomes.

“To understand the root causes of the pathologies we

see today, which impact all of us but affect Brown, Black
and poor people more intensely, we have to examine

the foundations of this society which began with
colonization... Colonization was the way the extractive
economic system of Capitalism came to this land,
supported by systems of supremacy and domination
which are a necessary part to keep wealth and power
accumulated in the hands of the colonizers and ultimately
their financiers.”

——Rupa Marya, MD, internal medicine specialist, author and advocate,
Inflamed: Deep Medicine and the Anatomy of Injustice*®

The detrimental effects of colonization, racial capitalism, and enduring forms of
supremacism, as noted by Rupa Marya, MD, have upheld slavery, genocide, abuse and
exploitation of resources. Current systems promote competition and exploitation of
natural resources, leading to the destruction or depletion of our physical, emotional and
social resources and resulting in the widening inequities for Black, Indigenous and other
people of color. This persistent cycle of structural violence contributes to the generational
and recurring trauma that negatively affects health and wellbeing.*’
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What does it mean
for the AMA to center
and embed equity?

=

Our AMA’s mission, “To promote the art and science
of medicine and the betterment of public health,”
requires us, as an enterprise, to step into our
responsibility to become a leader in health equity,
using our resources to advance a more equitable
future. The AMA enterprise consists of its members,
sections and councils, House of Delegates, the Board
of Trustees the management team and employees.

Embedding racial justice and equity at the core of our AMA
strategy means we value all people equally and create
and sustain an optimal culture that supports effective
action and ensures significant impact. We will accomplish
this by consistently using lenses of racial, gender, LGBTQ+,
disability, class and social justices; naming and disrupting
dominant or malignant narratives that obscure the
fundamental causes of health inequities; elevating the
voices and ideas of those most proximal to experiencing
injustice; ensuring systems meet patients’individual-level
medical and social needs; advocating for elimination

of the social, structural, and political drivers of health
inequities and the systems of power and oppression that
sustain them; and continually pushing our own perceived
boundaries to reimagine a just and liberated future.

At the AMA, values and concepts of equity and justice
are intended to be meaningfully integrated throughout
the enterprise’s strategies, practices, programming,
policies and culture. Equity, via explicit goals and
performance metrics, is to be visible across all domains
of management, membership, innovation, advocacy,
workforce, contracting and administrative functions.
Thereby equity, as an accelerator, will be used to surface
and bring together cross-cutting opportunities within
and outside of the AMA, and to more quickly and
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effectively drive our work that supports medicine toward a more equitable future, removes
obstacles that interfere with patient care and confronts the nation’s greatest public health
crises (see Figure 5).

Figure 5: Equity, Innovation and Advocacy as AMA-wide Accelerators
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AMA and equity—
an historical record

=

Acknowledging our historical harms (1847-1997)

“But all our phrasing—race relations,
racial chasm, racial justice, racial
profiling, white privilege, even
white supremacy—serves to obscure
that racism is a visceral experience,
that it dislodges brains, blocks
airways, rips muscle, extracts organs,
cracks bones, breaks teeth. You
must never look away from this.
You must always remember that
the sociology, the history, the
economics, the graphs, the charts,
the regressions all land, with great
violence, UPON THE BODY.”

—Ta-Nehisi Coates, author and journalist,
Between the World and Me*®

No set of organization-wide commitments to embedding
equity and anti-racism can succeed without first initiating
an honest accounting of our AMA's past and/or persistent
practices that excluded, formally or informally, physicians
based on race, ethnicity, gender, sexual orientation,
ability and country of origin (i.e., International Medical
Graduates), and caused long-standing harm to historically
marginalized and minoritized communities. Historically,
AMA policies have not always been well-aligned with an
equity and justice imperative.

We cannot deny that AMA's past silence on certain health
system and policy-related issues has contributed to and
had a negative impact on historically marginalized and
minoritized communities, and exclusion in medicine more
broadly. Furthermore, we recognize the longstanding
archival silence that has occurred at the AMA. Archival
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silence is the unintentional or purposeful absence or distortion of documentation of
enduring value, resulting in gaps and inabilities to represent the past accurately.

Our equity agenda is also reconciliatory. Some health policies have been a critical vehicle,
driving inequity in terms of health care access, quality and safety of care delivery, and with
respect to distribution of non-medical resources pertinent to other public policy leading
to disparate impact on historically minoritized and marginalized communities’ ability to
achieve optimal health.

While not exhaustive, the following illustrates some of the legacy of such harmful practices
or proceedings:

« AMA Transactions published t