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Abstract

Introduction: Despite learning health systems' focus on improvement in health out-

comes, inequities in outcomes remain deep and persistent. To achieve and sustain

health equity, it is critical that learning health systems (LHS) adapt and function in

ways that directly prioritize equity.

Methods: We present guidance, including seven core practices, borne from theory,

evidence, and experience, for actors within LHS pursuing equity.

Results: We provide a foundational definition of equity. We then offer seven core prac-

tices for how LHS may effectively pursue equity in health: establish principle, measure

for equity, lead from lived experience, co-produce, redistribute power, practice a growth

mindset, and engage beyond the healthcare system. We include three use cases that

illustrate ways in which we have begun to center equity in the work of our own LHS.

Conclusion: The achievement of equity requires real transformation at individual,

institutional, and structural levels and requires sustained and persistent effort.
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1 | BRIEF INTRODUCTION

The original description of learning health systems from the Institute

of Medicine focused on their use to improve outcomes across a range

of health conditions.1 Yet inequities in health outcomes across such

conditions remain deep and persistent. To achieve and sustain health

equity, it is critical that learning health systems adapt and function in

ways that directly prioritize equity as a health outcome.

We present guidance, borne from theory, evidence, and experience,

for actorswithin learning health systems to considerwhen initiating or fur-

thering this pursuit of equity.We begin by anchoring in a shared definition

of equity. We then offer seven practices for how learning health systems

may effectively pursue equity in health. As we present these practices, we

describe ways to embed equity within the necessary improvement work.

To support the guidance provided, we include three use cases that illus-

trate ways in which we have begun to center equity in the work of our

own learning health system. Importantly, we share our current thinking

with humility, recognizing that we are all on a pathway toward deeper

understanding, better execution, and greater realization of equity.

2 | SHARED DEFINITION OF EQUITY

Equity is predicated on the ethical principle of distributive justice2;

one that requires our decisions regarding the allocation of
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resources, benefits, and burdens across society be informed by the

social conditions of individuals and communities.3 Health

equity—the absence of socially unjust, unfair, and avoidable health

disparities4—cannot be achieved without an understanding of what

produces and perpetuates equity gaps. The root causes of inequity

are complex. Laws and policies form the building blocks of interwo-

ven social, political, economic, and medical systems that confer

advantage or disadvantage to groups of individuals within a soci-

ety.3 As a result, inequitable systems disenfranchise individuals and

communities—a reality made most apparent in the form of racism

and differential exposure to other social determinants of health

(SDOH). For example, Black, Latinx, and Native American people

disproportionately experience poverty, housing insecurity, and

food insecurity. They are more likely to live in neighborhoods

branded by the history of red-lining,5 marred by disinvestment, and

left unprotected from environmental hazards and disasters.6,7 Not

surprisingly, these marginalized populations experience differential

health outcomes across age groups and diagnoses that are unequal,

inequitable, and unjust. A state of equity can only be achieved

through an intentional, coordinated, and multifaceted approach

that disassembles inequitable systems while reimagining and co-

creating equitable ones with those who are most impacted by the

inequities.

Learning health systems are networks that aim to transform

health and healthcare via evidence-based knowledge generation,

data transparency, stakeholder engagement, and quality improve-

ment.8 They are well suited to pursue equity in health because

they create the opportunity for patients, healthcare professionals,

researchers, and other stakeholders to come together as a com-

munity, utilize population-level data, and drive rapid learning.9-11

Strong partnerships with patients, community members, and com-

munity organizations provide an opportunity to understand the

impact of structural factors—such as those rooted in racist poli-

cies and systems—on a range of SDOH. This is particularly impor-

tant as the majority of equity gaps are tied to systems external to

healthcare,10 systems that influence the labor force, housing, and

social services. Thus, we will discuss ways in which actors, both

internal and external to health systems, must lead and be

engaged to work together in learning health systems in pursuit of

equity. Ultimately, actors in a learning health system will include

those who work for the health system, those who partner with

the health system, and those who are patients of the health

system.

3 | PRACTICES FOR PURSUING EQUITY
THROUGH A LEARNING HEALTH SYSTEM

To be successful in the deeply difficult yet necessary endeavor of

pursuing, achieving, and sustaining equity, a learning health sys-

tem must adapt its targeted outcomes, internal processes, and

structure.12,13 Herein, we offer seven core practices vital to this

pursuit that can map to these areas of outcomes (practices 1 and

2), processes (practices 3, 4, and 5), and structure (practices

6 and 7)14-17:

Seven Core Practices for the Pursuit of Equity through a Learning

Health System

Establish principle. Position equity as an essential focus of the learning

health system

Measure for equity. Track data that matter to drive and sustain success

Lead from lived experience. Ensure people with lived experience are

leading the work

Co-produce. Design, create, learn, act, and sustain together

Redistribute power. Reallocate power and leadership across the system

Practice a growth mindset. Cultivate an environment and expectation

for growth

Engage beyond the healthcare system. Catalyze change across systems

that produce health

3.1 | PRACTICE 1: Establish principle

To achieve and sustain equity, a learning health system needs to posi-

tion equity as an essential guiding focus.18 Equity will be pursued as a

primary outcome of the system with actors within the learning health

system aligned, committed, and resourced to achieve equity, even

when faced with the inertia of the status quo.

A learning health system should commit in its stated principles to

being driven by equity. As one example of this practice, the first

stated principle of the All Children Thrive Learning Network in Cincin-

nati, OH reads:

Equity is foundational to improving children's health.

We believe that financial, social, environmental, and

racial inequities affect the health and well being of chil-

dren. Solutions must address basic needs of families

first.19

As a second example, the 100 Million Healthier Lives initia-

tive convened by the Institute for Healthcare Improvement

asserted from its inception “equity is the price of admission,” fur-

ther stating:

We are committed to working to achieve the conditions

in which all people have the opportunity to attain their

highest possible level of health and wellbeing, removing

barriers that prevent them from doing so. This commit-

ment stems from three sources: 1) a recognition that it

is not possible to achieve the health outcomes we seek

as a country without addressing equity; 2) a recognition

of the tremendouswaste in human potential that results

from inequity; and 3) a belief in our interconnectedness

and common opportunity and destiny.20
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A critical step to positioning equity as a primary outcome of the sys-

tem is defining what equity, when achieved, will look like. In this, the

actors within the learning health system will intentionally identify equity

gaps and set explicit aims to narrow or eliminate these gaps. Equity gaps

occur when one subpopulation is systematically disadvantaged or

experiencing a worse outcome in comparison to another subpopulation

due to different positions in a social hierarchy.3 In the United States,

these gaps exist across groups defined by the social constructs of race

and ethnicity.21 Gaps also extend to other sociodemographic character-

istics, including by language and socioeconomic status.

Equity gaps are ubiquitous in health and healthcare—some readily

apparent, while others are more hidden. In our own learning health sys-

tem, we examine a range of child health outcomes stratified by socially

constructed factors like race and ethnicity21 as well as language and

neighborhood poverty.22-26 In doing so, we seek to illuminate—in order

to eliminate—gaps that emerge from racial, ethnic, and socioeconomic

oppression or exclusion. As we have built such an approach, we have

identified a range of outcome gaps. For example, Black children experi-

ence higher hospitalization rates across a range of diagnoses. As another

example, children living in higher poverty neighborhoods experience a

disproportionate number of inpatient bed-days across conditions.25

Gaps such as these would have been masked as we only considered the

overall count or average and not assessed such measures stratified by

these sociodemographic characteristics. Once gaps are identified, the

work of narrowing and eliminating those gaps can begin.

3.2 | PRACTICE 2: Measure for equity

In the pursuit of equity, a learning health system needs to adopt an

approach that embeds measures for equity throughout its improve-

ment efforts—the outcomes to be achieved, processes to be trans-

formed, and balancing measures to be minded. The learning health

system must also incorporate measures that assess the very means

through which the pursuit of equity is being done (ie, how the learning

health system does its work).

This measurement approach will guide, inform, and assess

improvement efforts aimed at eliminating equity gaps. While aims are

strengthened when they are made specific, measurable, achievable,

realistic, and time-bound,27 they are further strengthened when

informed by those who have been directly impacted by the inequity.28

Learning health systems would also benefit from prioritizing measures

that are meaningful to those experiencing inequities. Indeed, learning

health system-driven efforts will benefit from the inclusion of person-

centered measures that center, elevate, and empower the voice of

those experiencing inequities, including holistic, positively framed,

strengths-based measures like those of well-being and its drivers.29-31

Enacting a measurement approach often involves leveraging accessi-

ble and reliable data to define and then track equity gaps over time. In this,

we offer an essential caution about how data can become sources of bias,

particularly in equity work. For example, learning health systems often

collect, track, and analyze data on race and ethnicity. Those who collect

such data, however, need to recognize that “race” is not a biological entity

but rather a social construct with sociopolitical implications.21,32 There-

fore, disparities in outcomes stratified by race, ethnicity, and language

most likely result from racism and other systems of oppression and exclu-

sion. Though it is important to collect these data and stratify based on the

social constructs of race and ethnicity to identify gaps in equity, variations

in outcomes should be considered with this frame in mind. Further, varia-

tions are likely to be narrowed only by dismantling those systems of

oppression and exclusion. As such, it is essential that learning health sys-

tems aremindful in how they think about and respond to their data.

We now offer an example of our local work that demonstrates

one way in which we applied the core practice of measuring for

equity. Several other core practices essential to this work are also

highlighted in this use case.

Use Case 1. Closing equity gaps experienced by children with type

1 diabetes

The Diabetes Center at Cincinnati Children's Hospital cares for nearly

all children with type 1 diabetes (T1D) in the Greater Cincinnati

region. T1D is the third most common pediatric chronic disease

affecting children across all ages. Recent data, both local and

national, suggest that significant and persistent equity gaps

characterize T1D morbidity. These trends likely mirror those seen in

other chronic disease and parallel the rise in T1D incidence in

racial/ethnic minority groups.33 Although successful treatment with

insulin can curtail morbidity and mortality, T1D management is

complicated; made even more complex by nonmedical barriers (eg,

structural barriers such as racism and adverse social determinants

of health) that affect care delivery and susceptibility to

complications. Thus, as a first step, to identify and define an equity

gap in our setting, the Diabetes Center extracted data from the

Cincinnati Children's T1D clinical registry, which includes all

patients with T1D seen at our center. The Diabetes Center team

saw significant, notable variation in measures like HbA1c,

emergency department visits, and likelihood of admission for

diabetic ketoacidosis (DKA) by both race and neighborhood

poverty.

With a gap identified, Diabetes Center staff assembled an

improvement team that then articulated an improvement aim. The

SMART aim focused on reduction of emergency room visits among

a cohort of children with T1D living in high poverty, high minority

population neighborhoods. The improvement team started with

approximately 20 patients within the Diabetes Center for whom

disease control had proven difficult. A measurement approach was

developed to track outcome, process, and balancing measures for

patients during their care. The team used existing registries of

patients within our electronic health record to identify patient

addresses which were then linked to neighborhood variables,

facilitating an evaluation of contextual factors that could potential

widen (or narrow) equity gaps. The school each patient attended

was identified so as to extend partnership not only with the patient

and family but also with in-school providers. An iterative approach

to measurement with a delineated theory for change was depicted

using a key driver diagram. Example drivers included: (1) a

personalized, effective, and balanced patient-centered treatment

plan; (2) community resources leveraged to partner with families

and the healthcare team; and (3) informed community prepared to

support the patient and family.34,35

With theory developed, the team moved into a testing phase. First,

although care was provided by several professionals, including

(Continues)
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Foundational to the improvement work of learning health sys-

tems is the tenet that “every system is perfectly designed to get the

results it gets”.37 To disassemble systems that have produced ineq-

uities, reimagine and create ones that produce equity, and overcome

the inertia of the status quo along the way, learning health systems

need to transform the people and processes through which the

improvement work itself is done. To achieve and sustain equity, learn-

ing health systems need not only embed equity-centric measurement

across their learning and improvement work but also measure the

ways in which they do their own internal learning and improvement

work. For example, lack of diversity across teams and the influence of

hierarchy may be important contributors to current state and there-

fore become key drivers for change. Measuring and tracking them

could lead to transformative insights and improvement. Learning

health systems may recognize that their pursuit of equity will be more

successful if they not only address the outcome of how they work (eg,

more diverse teams, more distributed leadership) but also interrogate

and transform the practices or policies that resulted in current state

(eg, recruitment and pipeline practices, culture around power). The

actors in a learning health system can improve the diversity of their

teams and also intentionally create an environment where newly

introduced voices will be heard and amplified.

3.3 | PRACTICE 3: Lead from lived experience

To achieve equity, it is vital that learning health systems ensure peo-

ple with lived experience are leading the work. This requires that

learning health systems intentionally include patients, families, and

community members in the learning and improvement work, not as

bystanders or informants but rather as designers and leaders.

People with lived experience are those who have experienced or

are currently experiencing the problems the learning health system is

seeking to address.38 They can also be understood as the people who

would have benefitted or would now benefit directly from the solu-

tions or improvements being generated.39,40 People with lived experi-

ence are most often those who have been marginalized and bear the

burden of disadvantage, adversity, and poorer outcomes. People with

lived experience provide essential expertise to inform the system's

physicians, diabetes researchers, nurse practitioners, psychologists,

certificated diabetes educators, registered nurses, medical

assistants, and insurance advocates, the improvement team

recognized the challenge of a lack of time meaningfully engaging

with the patient and family. Thus, a dedicated community health

worker (CHW) was employed to fill gaps between and within

healthcare visits.36 Second, the improvement team implemented a

qualitative evaluation of patient perspectives of environmental,

cultural, physical, emotional, community, and social factors in

caregiving using CareMaps (https://atlasofcaregiving.com/).

CareMaps are unique visual tools diagramming a patient's support

systems providing insight into the patient's “ecosystem” of care. A
critical step to outcome improvement and disparity reduction was

thought to be the acknowledgement that most care is provided

outside the clinic setting. A third testing example was the

development of an innovation fund. Using biweekly patient case

reviews, and data reports, it became apparent that financial

resources were required to remove barriers faced by families. T1D

care was often directly challenged by an array of competing

priorities families faced. Therefore, the innovation fund was used to

help families circumnavigate this range of barriers. Examples include

provision of temporary hotel rooms to remove families from

dangerous housing situations, ride arrangements for transportation

to needed therapies and resources, emergency food vouchers, and

funding for participation in diabetes-related events such as diabetes

camp. Through these equity-oriented tests pursued to meet the

stated SMART aim, and using the iterative and often nonlinear

processes depicted in Figure 1, the improvement team is now

seeing outcome improvements for this cohort of at-risk patients.

There is much to still learn, including how to move toward scale—
more patients with T1D—and spread to other, similar conditions.

F IGURE 1 The elements of equity-centered improvement work in a learning health system
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learning and improvement work and leaning on their expertise aligns

with the principles of design justice—which is both procedural and dis-

tributive.39 They can propose and evaluate potential solutions from a

place of having experienced the system—and how the system advan-

tages others—thereby bringing unique knowledge about what works,

what does not work, what already exists, and what does not yet

exist.38,39 Also, people with lived experiences display vulnerability by

sharing their personal stories; their contributions need to be honored

with deep, respectful listening that leads to immediate, responsive

action.

Crucially, the pursuit of equity requires identification of and inter-

vention on the contextual factors that contribute to the creation,

maintenance, and worsening of defined equity gaps—the structural

and systemic drivers at the root of inequities. To uncover these root

causes, it is essential to elucidate if and how the healthcare system

has contributed to the creation and sustainment of specific equity

gaps. We cannot fully understand and address existing inequities

without recognizing and naming how systems, including and beyond

the learning health system, advantage some above others. Building a

theory for change that identifies these factors and that will lead to

effective and efficient action requires the inclusion and leadership of

people with lived experience of inequities (Figure 2). It requires time

and intentional planning to make the necessary shifts within a learning

health system to create an environment in which equitable partnering

occurs, as new leaders are embedded within the learning health sys-

tem, including those with lived experience. As learning health systems

work to create, iterate, and improve their theory for change, we sug-

gest they consider:

• What can we do to center and amplify the voices of marginalized

people and communities in the learning and improvement (eg,

include people with lived experience of inequities in the improve-

ment work from the early design phase)?

• What can we do to learn from the lived experience of marginalized

people and embed that wisdom in the theory of change or

improvement?

• How do we support historically marginalized populations when

they do share lived experience? How do we honor what they are

telling us as more than data/strategy?

• How do we demonstrate our trustworthiness to communities who

have been historically excluded, oppressed, and marginalized?

• What is the current state of existing laws, policies, and other pro-

cedures? Do they enable the narrowing of gaps or do they widen

them, even if unintentionally?

• What are the pathways through which existing policies and proce-

dures have enabled and currently enable the narrowing or widen-

ing of gaps, even if unintentionally?

• What cross-sector partnerships, new or existing, are needed to

better address the social determinants of health that drive and

exacerbate equity gaps?

• Given the impact of the social determinants of health, what should

we measure to drive change in social determinants necessary to

achieving equity?

• How do we listen and act in response to direct critiques of how

our own healthcare system has contributed to inequities?

3.4 | PRACTICE 4: Co-produce

To achieve equity, the learning and improvement work of a learning

health system needs all actors actively working and

learning together.41 This co-production will mean that actors within

the learning health system will design, create, learn, act, and sustain

together. As above in Practice 3, the learning and improvement pro-

cess should not be restricted to select roles within the learning health

system. Each actor in the learning health system brings unique per-

spectives and insights. Ideally, all of the actors relevant to the particu-

lar equity work will be involved across all phases of the work:

identifying equity gaps, setting aims, defining measures that matter,

delineating theory for change, testing for equitable improvement, and

working toward scale and spread.10 If a learning health system has not

F IGURE 2 Example key
driver diagram for health
equity work
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practiced co-production, introducing the practice will represent a fun-

damental transformation in and of itself. To be done well, it will

require that the actors in the learning health system do the challeng-

ing work of interrogating and changing the culture, practices, and poli-

cies that have guided how they have worked before.

Creating an environment that allows for the co-production of

aims, theory, and testable interventions requires trust, belief in the

benefit of the work, and ongoing relationships invested in achieving

the goals.42 In evolving our learning health system, we have found

that authentic co-production also requires capacity building for every-

one involved. As such, over time, we continue to change the way that

we work. For example, we encourage individuals from within acade-

mia or the health system to communicate without the use of jargon;

we strive for all individuals engaged in the work to define commonly

used terms and acronyms together; we include discussion of historical

context in our work; we strive to apply a strength-based as opposed

to a deficit-based approach; we provide direct one-on-one support of

patient, family, and community partners throughout the working rela-

tionship; and we ensure that in meetings, we take time for reflection

and provide opportunities for vulnerability from all involved. Starting

small and learning deeply is especially important early on in equity

work. Building meaningful partnerships with shared goals and expec-

tations requires care. The pace of initial partnership building can feel

slow, especially when actors from within learning health systems are

developing relationships within communities in which there is a long,

deep history of being undervalued and disrespected by the healthcare

system. As in any relationship, there will be missteps and failures

along the way; acknowledging missteps and failures is uncomfortable

but necessary.

A horizon scan for inequitable care practices may identify areas in

which there is obvious opportunity for immediate change. In other

areas, solutions may not be immediately clear. We expect that

different drivers will be ready for testing at different times or scales.

Indeed, there may be aspects of our work that are ready to change in

clear, easy-to-conceptualize ways. Thus, starting small and learning

deeply may help identify where meaningful solutions can be devel-

oped more quickly. That said, when working to address equity gaps,

even small changes might require more effort and time than initially

expected. For instance, before testing a new solution, it may be that

old practices and old ways of thinking or behaving must be made

apparent, challenged, and even undone. Such transformation in think-

ing and behaving, though essential, requires intention, vigilance, and

perseverance in the face of challenge and resistance.

3.5 | PRACTICE 5: Re-distribute power

To achieve and sustain equity in a learning health system, power must

be distributed across that system, with a particular focus on growing

the leadership of those who experience the greatest burden of inequi-

table systems and poorer outcomes. Social hierarchies and the power

differential that result from racism and other forms of systemic

oppression cannot be overstated. Attempts to dismantle these hierar-

chies will be met with resistance in active and passive forms. As such,

in this practice, the actors within a learning health system acknowl-

edge and understand this reality. Then, those traditionally at the top

of the hierarchy recognize the value and necessity of authentically

sharing power in ways that increase the agency and leadership of peo-

ple traditionally with less power, including those with lived experience

of inequities.43 In this, those traditionally at the top of the hierarchy

need recognize that they may not have the essential expertise of peo-

ple in other positions across the system and likely of those with lived

experience. With power shared and leadership capacity increased

across the system, the learning health system may be transformed in

F IGURE 3 Example key driver
diagram for antiracism work
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ways that achieve and then sustain equity, fueled by leadership from

lived experience and co-production that grows as-of-yet unimagined

solutions and increases the numbers of engaged hearts and minds.20

To enact this principle, the learning health system must intention-

ally center dialogue, decision-making, and resource allocation on the

pursuit of equity.10,44 To do so will most likely require transforming—

even dismantling and recreating the processes by which and the peo-

ple with whom dialogue occurs, decision-making happens, and

resources are allocated. In our own work, we have come to appreciate

the importance of love and kindness as essential components and

drivers of the work. As an example, we name the potential discomfort

associated with giving and receiving critical feedback but then recog-

nize how pushing through that discomfort is an act of love; an invest-

ment in one another despite the discomfort of the process. We have

also appreciated the value of measurement as a guide. Though early in

our use of measurement in this aspect of the work, we are beginning

to incorporate measures of co-production, distributive leadership, and

racial equity into our own learning health system work.45,46

3.6 | PRACTICE 6: Practice a growth mindset

To pursue equity, the learning health system needs to cultivate an

environment that not only ensures safety for those who enter into

the work but also produces creativity, innovation, and generosity.

Such an environment is supported by actors within a learning health

system operating from a position of curiosity and wonder, maintaining

shared purpose at the center of the work and embracing failure as an

opportunity to learn and adapt, among other behaviors. It can also be

helpful to note that this kind of work, in which co-production and dis-

tributed leadership are essential components, necessarily integrates

across cultures. Indeed, the partnering of the academic team and the

community team enables the creation of another culture, one that is

inclusive of the skill, perspectives, and resources of both groups.47,48

In this aspect of the work, we have learned to recognize how patient,

family, and community partners have been, in the past, kept from

roles in which they would inform and drive the work. Therefore, they

may be hesitant to trust that their voices are wanted, valued, and will

prompt helpful responses. We have learned that we must apply our-

selves consistently and intentionally—still often with failure—to esta-

blishing an environment of love and kindness in which we all teach, all

learn, and all lead.

It is necessary to recognize and appreciate that the pace of the

work may be slower than expected when partnering with people and

communities that have been historically undervalued and/or dis-

respected by the institution.44 This has important implications for

working toward scale. Starting small and learning deeply is necessary

and important early work. Clarity from the start on what full scale

would be is valuable so that attention to theory for scaling is also

given its full due in the work (eg, scaling by geography, agency, and/or

policy change). To that end, different projects require different scale

plans. If efforts begin in one clinic, or one neighborhood, what would

it take to work in 5 additional clinics or 5 other neighborhoods? What

would be the same, and what would have to be designed in different

ways to meet different needs? After 5, what would it take to get to

25? We have found that different aspects of our work scale faster

than others, and that certain strategies are highly amenable to scale or

spread while others need to be reconceptualized.

In Use Case 2, we provide a look at our early work in antiracism

in which we have sought to co-produce, redistribute power, and prac-

tice a growth mindset.

Use Case 2. Initiating antiracism work within one learning network

The All Children Thrive Learning Network in Cincinnati, OH (ACT) is a

learning network launched by Cincinnati Children's Hospital

(CCHMC) and more than 30 other organizations to apply the

science of quality improvement to some of the toughest, most

complex problems affecting community health. ACT convenes

improvement teams including members of the healthcare system,

community organizations, the public school system, and parents

from the community. In Spring 2019, at the biannual learning

session, a gathering of network members to accelerate progress of

the improvement teams, those with lived experience, including

parents, challenged all people present to recognize and

meaningfully address the influence of racism in achieving the goals

of every improvement team. This call to action served as a catalyst

for the development of antiracism work within ACT.

The antiracism team convened to initiate the antiracism effort, which

included members of ACT who had expertise in Critical Race

Theory and/or lived experience with racism. Prior to starting the

antiracism work, the members of this team had many conversations

about racism in general as well as how it impacted the goals that

ACT is working to accomplish as well as our daily interactions at

work. These conversations were opportunities to practice

interrogating and naming their participation in and/or experiences

with white supremacy, white privilege, and racism and increased

the team's comfort in doing so. Supported by the call to action and

this foundational relationship, the antiracism team established a

global aim to create an antiracist environment within the ACT

network and an initial SMART aim to increase awareness of and

willingness to address racism at all levels of the organization as

measured by the Racial Equity Map (REM) by June 30, 2021. The

REM was developed by the Racial Equity Learning and Action

Community as a measurement tool for organizations to identify

their place on the racial equity journey, catalyze conversation, and

identify actions steps to advance racial equity together.49 The team

subsequently worked to build a theory of change (Figure 3). Other

components of the anti-racism work included creating a stakeholder

diagram based on two categories: (1) level of support for anti-

racism work and (2) importance of buy-in for the success of this

work. The team also conducted informal interviews with a variety

of internal ACT network members (eg, those members who also

work at CCHMC) to inform where to start the antiracism work,

learn about the historical context of antiracism work in the

network, and build will for the effort. Collectively, these efforts led

the team to testable interventions.

Based on this process of developing our theory of change, conducting

a stakeholder analysis, and conducting informal interviews, the

antiracism team learned that internal members of the ACT network

did not know how to talk about racism nor where to start to

address racism. The antiracism team therefore developed a meeting

series focused on antiracism-related education and capacity

building. In this series, the team created brave spaces50 of learning

in which a volunteer group of ACT network members were able to

(Continues)
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3.7 | PRACTICE 7: Engage beyond the healthcare
system

Health is largely produced outside of healthcare.52 As such, most

inequities in health are tied to systems and factors external to

healthcare.10 Therefore, to achieve and sustain health equity, learning

health systems must not only act within its own system but also part-

ner across systems that influence health and health equity. In this,

learning health systems can catalyze and collaborate in change across

systems that together produce health. In doing so, a learning health

system moves from being driven by actors who work within the

healthcare system, and thereby centered largely in healthcare, to

being driven by the broader set of actors including those who partner

with and receive care from the healthcare system, therefore shifting

the center of the learning health system.

To illustrate the practice of engaging beyond the healthcare sys-

tem, we describe one pilot project that we completed as we furthered

this practice.

have open and honest dialog regarding racism and its impact on

both their personal and professional lives. The team chose the term

“brave spaces” intentionally to set the expectation that the team

could not promise the comfort many associate with “safety” (eg,
safe spaces). Instead the group (eg, the volunteer group and the

antiracism Team) would have to lean in to the challenging nature of

these conversations.50 Additionally, we emphasized the importance

of embracing failure. The group was there to provide critical

feedback with the understanding that critical feedback is an

investment in another's continued improvement. The group then

worked together to develop a common language by defining terms

including race, racism, white privilege, and white supremacy. The

antiracism team, led by the needs of the group, also provided

education about the historical impact of racism, and the group

worked together to identify and name the influence of racism on

the work of ACT. Building on this foundation, the group used case

studies to identify and then practice addressing racism in the work

and the work environment.

Our early experience in the antiracism work has affirmed that this

work is hard, and resistance to this work shows up both at the

individual and institutional levels. The following are learnings based

on our experience about how to do this equity work within our

network—generalizable principles that could be applied to equity

within Learning Health Systems. First, our experience affirmed that

time, space, and access to resources, including subject matter

experts and measurement tools, are critical. Dismantling structural

racism and other forms of systemic oppression that thrive on

mutually reinforcing inequitable systems requires time.51 While

quick wins are important for building early will, long-term support is

necessary to achieve sustained change. Second, the experience

affirmed that it is essential to include diversity in race, ethnicity,

age, gender identity, role within CCHMC, and perspective. Working

in an echo chamber decreases a team's ability to identify blind

spots. This is particularly important when working to identify and

dismantle white supremacy within a system built upon white

supremacy. Third, our early experience affirmed the need to create

an environment in which team members can call out hesitations and

motivations, examine and discuss root causes, and openly

contemplate whether or not their efforts are producing the desired

outcome. We are now working to scale this intervention to other

groups across CCHMC.

Use Case 3. Testing a cross-sector process to inform housing policy in

one US city

Children living in unstable, unaffordable, unsafe, and low-quality

housing are at significant disadvantage. Such housing insecurity

creates a hostile environment. The complexity of challenges

range from substandard conditions to impending housing loss to

eviction to homelessness plague families in cities across the

US. These problems arise in part from dysfunctional housing

systems in which those working within these systems are often

siloed from one another, rules are disconnected from lived

experience, power gradients are reinforced, and response times

are considered nonurgent to nonexistent by those poised to

intervene. In Cincinnati, OH, the Housing Action Team (HAT),

including the Wellbeing with Community Improvement team of

ACT and housing stakeholders, sought to identify solutions to

persistent housing challenges by implementing strategies that

disrupt these system factors while maintaining a focus on child

health and wellbeing.

To form HAT, the Wellbeing with Community team convened a

cross-sector team, placing child experience at the center of our

process. HAT included individuals actively engaged in solving

housing insecurity with families, including healthcare, social

service agencies, and nonprofit organizations. In weekly huddles

with structured sharing of active housing insecurity cases, HAT

members collaborated to identify root causes, real-time

solutions, gaps, and immediate action steps. We generated cross-

sector, child-centered, evidence-based policy recommendations

and created a process that may be applied to other content and

settings.

The HAT conducted a case-based, action-oriented learning process

using quality improvement and qualitative methods. Prompted by

discussions with stakeholders, our team generated learnings

about how the housing system functions for children. We

huddled weekly, with one member presenting one to two active

cases of families experiencing housing insecurity, using a

standard situation-background-assessment-recommendation

format adapted from healthcare communication. We analyzed

discussion content to identify themes from which we developed

housing problem categories. For each category, we completed a

failure-mode-and-effects analysis to outline existing processes,

ways in which processes fail, and opportunities for improvement.

Our team assessed each case for whether existing policy and/or

policy under consideration could contribute to preventing or

solving identified problems. We determined the number of

families that would have been helped by each policy under

consideration and the number that would still be affected by

policy gaps.

Over 13 weeks, HAT discussed 17 cases, averaging nine participants

per huddle. We identified common housing problems for children,

provided a forum for rapid cross-sector action and learning, and

developed a process by which child experience could inform policy.

We identified four categories (housing displacement, legal eviction,

substandard housing conditions, and lack of affordable housing) and

documented real-time solutions for seven cases (41%). We

identified a policy under consideration that would have helped

three to four times more families than any other candidate policy.

We identified 14 gaps for future policy to address to improve

housing security for children. The top three gaps were unequal

accountability between landlord and tenant, lack of funding for civil

cases concerning housing, and lack of robust tenant education. We

presented findings to stakeholders and policymakers to inform

decisions on housing policy. We are now adapting this approach to

address multiple unmet social needs for children and families in

Cincinnati.
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4 | CONCLUSION

This work is deeply complex and challenging at individual, institutional,

and structural levels and requires sustained and persistent effort. Essen-

tially all learning health systems, including our own, have a long way to

go to fully manifest what is needed to pursue, achieve, and then sustain

health equity. The achievement and sustainment of equity in and

through learning health systems will require real transformation, both

within and by those systems. We offer seven practices that can support

the necessary transformation: establish principle, measure for equity,

lead from lived experience, co-produce, redistribute power, practice

growth mindset, and act within and beyond. With such transformation

comes the promise of equitable systems and places co-producing better

outcomes and narrowed gaps.
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