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Progress We’ve Made

• Whole people in real-
world community 
context

• From One-Disease at 
a Time to Clinical 
Complexity (MCC)

• From Clinical 
Complexity to Triple 
Complexity

• From Disparities to 
Equity

• Multi-Dimensional 
Interventions

• Dynamic interventions

• Learning Organizations

• Prioritizing Primary 
Care (?)



Treat Whole People in Context

Complex People Require
Sophisticated and  
MultiDimensional Care:  

• Care Mgt Teams 
(physician, nurse, social 
worker, psychologist, 
community health workers) 

• Peer Support

• Social Services

• Behavioral Health

• Community 
Partnerships

Clinical Complexity 
(MCC)

Behavioral Complexity

Social Complexity



“Muddy Boots” Research

If we can make it work here, we can 
make it work in higher-resource settings.



AHRQ Embracing (?) Its Role as the Center for Primary Care 
Research and Practice-Based Research: (especially Primary Care Clinicians 
in Underserved Settings Serving High-Disparity Populations with Limited Resources) 

Real-World 

Primary Care



Remaining Gaps:

•We still have a linear, step-wise 
view of translation, dissemination, 
and wide-scale implementation.
• An approach that is guaranteed to take years or 

decades to achieve wide-scale adoption and 
implementation.



Re-Engineering Translation / 
Dissemination at Real-World Scale

Engagement / 
Dissemination

Dynamic 
Interventions

Implementation / 
Learning

Out-
comes!



Remaining Gaps:

•We still lack the data we need 
where we need it when we need it.  
• Open access, democratized data

• Real-time or rapidly-refreshed 

• Geographically Granular

• Racially / ethnically granular

• Clinically detailed

• Focused on health outcomes

Examples: 

• Medicaid Population 
Health Management 
Program

• CDC Covid 
Pulse Survey



• Data to Support Rapid-
Feedback Loops with 
Repeated Measures of 
Actionable Information At 
the Local Level for 
Granular Demographic and 
Clinical Strata 

• Engage in PDSA rapid-cycle 
improvement processes 
at patient-level and 
community level.

• Fail Fast! 
Fail Forward!!! 

Actionable, Timely, and Granular 
Data to Drive Rapid-Cycle Change 



Remaining Gaps:

•We still lack vertically 
proportionate diversity in our 
research agencies, investigators, 
and institutions.



Vertically-Proportionate Diversity
-- minority leadership and power driving

the health equity research agenda)



Remaining Gaps:

•We still think community 
engagement is enough.

• True partnership is rare.

• The problem is not 
community trust; the problem is 
in our own trustworthiness.



Partnership not “Engagement”

Real partners . . . 
. . . Share the vision

. . . Share the power  

. . . Share the money   

. . . Share the future

Nothing about us 
without us!



Guiding Principles



Community 
Health as 
Community 
Development

https://www.slideshare.net/JimBloyd/phyisicans-health-
reform-and-health-equity-when-we-fight-we-win

• Leadership Development

• Economic Development

• Health Development

• Educational Empowerment

• Political Empowerment

https://www.slideshare.net/JimBloyd/phyisicans-health-reform-and-health-equity-when-we-fight-we-win


Remaining Gaps:

•We still have disparities.
• Few projects explicitly expect to move the 

needle on health outcome disparities, and 
even fewer actually  achieve it. 



Create an Affirmative 
Expectation 
of  an Equitable Outcome

2000        2012 2213

Black 
IMR

White 
IMR

Black IMR White IMR

Conver
gence 
Year 
2213

Florida Forecast for Achieving 
Racial Equality in Infant Mortality



• Benchmark all progress against an ultimate 
outcome of optimal and equitable health for all 
with an affirmative expectation that equity 
will/must be achieved.  

• The question is not “How could we achieve a little 
bit of progress toward health equity?”, but rather 
“How could we speed up our progress toward 
achieving the health equity we are holding 
ourselves accountable to achieving?”

Hold Ourselves Accountable for 
Moving the Needle on Disparities

Example:  Breast Cancer Survival 
Disparities eliminated -- Cone 

Health in South Carolina



An Affirmative 
Expectation of 
Achieving Equity

“Living through the 
Civil Rights movement 
showed me that I 
could be a part of 
change. I realized then 
that you don’t have to 
accept things the way 
they are.” 

-- David Satcher, MD, PhD

The Community Foundation for Greater Atlanta; http://www.cfgreateratlanta.org/Giving/Donor-Stories/The-David-Satcher-Fund1.aspx

http://www.cfgreateratlanta.org/Giving/Donor-Stories/The-David-Satcher-Fund1.aspx


Own the Challenge:

• We have disparities.  

• Disparities are real and unfair and kill people 
and hurt people.  

• I am (and my institution is) part of the 
problem.  

• I can (and my institution can) be part of the 
solution (if we are willing to spend our 
privilege) 

• The choices we make now and every day will 
determine whether we become more or less 
a cause of the problem and more or less 
a source of the solution



Paths to Health Equity 
and Justice

• Equity => Justice 
in institutions, processes, systems, care and 
context that result in optimal and equitable 
health outcomes and experiences for all.


