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LETTER TO THE EDITOR

Addressing health disparities 
through implementation science—a need 
to integrate an equity lens from the outset
Andrew D. Kerkhoff1* , Erica Farrand2, Carina Marquez1, Adithya Cattamanchi2,3 and Margaret A. Handley3,4 

Abstract 

There is increasing attention being given to opportunities and approaches to advance health equity using implemen-
tation science. To reduce disparities in health, it is crucial that an equity lens is integrated from the earliest stages of 
the implementation process. In this paper, we outline four key pre-implementation steps and associated questions 
for implementation researchers to consider that may help guide selection and design of interventions and associated 
implementation strategies that are most likely to reach and be effective in reducing health disparities among vulner-
able persons and communities.
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Main text
In their article, Brownson and colleagues [1] identify 
three key challenges to advancing health equity through 
implementation science—(1) limitations of the current 
evidence base, (2) underdeveloped measures and meth-
ods, and (3) inadequate attention to context—and outline 
ten important action steps to address them. We support 
their concrete recommendations and those recently put 
forth by others [2–7] to better incorporate an equity lens 
into implementation science. In this paper, we seek to 
highlight not only the need to better incorporate equity 
into implementation science methods and frameworks, 
but also to have an equity focus from the outset of all 
implementation activities. Herein, we propose four pre-
implementation planning steps and associated guiding 
questions (Table 1) that have been adapted from the early 
phases of the Knowledge-to-Action Framework [8] that 
we believe can elevate health equity throughout all pro-
cesses represented by implementation science activities 

and complement the recommendations outlined by 
Brownson and colleagues [1].

1. Identify important stakeholders related to equity 
and establish roles for partners throughout the entire 
implementation process. Applying the central prin-
ciples of research models for co-creation (i.e., com-
munity-based participatory research and integrated 
knowledge translation [9]), stakeholders across all 
levels and sectors with a strong interest in the priority 
health problem being addressed should be involved 
in implementation planning; this requires thinking 
broadly and giving the stakeholder engagement pro-
cess adequate time. There should be strong attention 
to the meaningful involvement of individuals from 
and representing vulnerable populations (communi-
ties disproportionately affected by health inequities, 
including racial/ethnic minorities, socioeconomi-
cally disadvantaged communities, sexual and gen-
der minorities, and indigenous peoples, among oth-
ers [10]), acknowledging that such persons may be 
unable or unwilling to participate in all stages of the 
implementation process and should not be excluded 
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on this basis [11]. Preferences for how and when to 
participate in the implementation process should be 
elicited, and where possible, flexibility and choices for 
multiple involvement opportunities should be pro-
vided. In particular, forging community partnerships 
can give voice to vulnerable populations, facilitate 
cross-sector collaborations and encourage synergies 
between communities and researchers, program-
mers, and/or policymakers [10]. Further, this stage 
should include developing a plan that outlines and 

establishes an agreement for how partners, includ-
ing stakeholders representing vulnerable populations, 
will be involved at all stages of the implementation 
and/or research process, and not only at the outset or 
at the end of a project, and how they will be compen-
sated.

2. Include equity-related considerations when deciding 
which intervention(s) to implement and de-imple-
ment. Ideally, interventions should be co-created 
with community groups and other stakeholders to 

Table 1 Four steps and associated guiding questions to explore prior to implementation of interventions that can improve health 
equity throughout early phases of implementation science activities

Pre-implementation steps to promote equity in implementation 
research

Guiding questions for consideration

Identify important stakeholders related to equity and establish roles 
for partners throughout the implementation process

• Who are the key stakeholders for health problems among vulnerable 
populations in your setting/context?
• What are stakeholders’, including vulnerable persons and community 
members, preferences for how to be involved throughout different phases 
of the implementation process?
• Can choices be provided for different approaches to and opportunities for 
involvement across different implementation phases?
• Have ways to ensure that stakeholders are appropriately compensated for 
their time been considered?
• What are the priorities of stakeholders that align with or are at odds with 
implementation, and how can they be leveraged/addressed?
• Has a plan been outlined with and agreed to by community members and 
other stakeholders about engagement processes across the implementa-
tion stages, including dissemination strategies?

Include equity-related considerations when deciding which 
intervention(s) to implement and/or de-implement

• Is the health problem you are interested in targeting a priority to vulner-
able populations in your setting/context?
• Does the intervention(s) being considered have strong potential to 
improve that health problem for vulnerable populations in your setting/
context?
• Is there an existing intervention related to that health problem that 
provides low-value to vulnerable populations in your setting/context that 
should be de-implemented?
• Who are trusted messengers and sources for vulnerable populations in 
your setting/context?

Evaluate the performance gap related to the intervention or pro-
gram of interest in vulnerable populations

• What is the performance gap for an intervention in vulnerable populations 
in your setting/context?
• What is the outcome gap for an intervention in vulnerable populations in 
your setting/context?
• Do the performance and outcome gaps differ across populations and 
settings?

Identify and prioritize barriers faced by vulnerable populations—
including structural racism and power dynamics

• Have the individual-, health systems-, and community-level barriers that 
explain the performance gap among vulnerable populations in your set-
ting/context been explored?
• Have the social determinants of health among vulnerable populations 
in your setting/context (including historical and structural racism and 
power dynamics) been discussed with stakeholders to understand their 
importance and potential impact on the health problem, intervention and 
implementation strategies being considered?
• What implementation strategies may overcome key barriers—including 
social determinants of health—and optimize reach among vulnerable 
populations in your setting/context?
• Are outcomes that are important and meaningful to stakeholders, includ-
ing vulnerable populations, known, and included in the evaluation plan?
• What evaluation measures will allow you to ensure that your implementa-
tion strategies are improving (not worsening) health disparities among 
vulnerable populations in your setting/context?
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ensure that they are maximally aligned with com-
munity needs, available resources, and local context, 
rather than later being adapted for local relevance. 
When choosing from among several potential inter-
ventions to address a priority health problem, the 
strength of evidence for effectiveness must be con-
sidered, including whether this evidence is similarly 
robust across populations and settings. Some inter-
ventions have demonstrated effectiveness at reduc-
ing health disparities and should be prioritized for 
implementation when possible [2]. However, due to 
their exclusion in clinical studies, the external valid-
ity of some interventions among vulnerable persons 
and communities may be underdeveloped or unclear. 
If this is the case, then further pre-implementation 
research in conjunction with communities may be 
needed to develop an intervention that works for 
them (e.g., knowledge creation) [8, 12]. In addition 
to having lower levels of access and uptake of effec-
tive interventions, vulnerable populations may also 
be more likely to receive low-value interventions 
(e.g., those that provide no benefits or the risk/harms 
outweigh the benefits) [3]. This too can propagate 
health disparities, and thus, it is important to assess 
whether there are existing low-value interventions 
that should be prioritized for de-implementation 
[3]. At this stage, trusted messengers for vulnerable 
populations should also be identified and involved in 
building trust and support around an intervention.

3. Evaluate the performance gap related to the inter-
vention or program of interest in vulnerable popu-
lations. The performance gap (i.e., the difference 
between current and ideal uptake of an intervention) 
and outcome gap (i.e., the expected improvement 
in outcomes including health disparities) should be 
assessed among vulnerable populations [13]. This 
will help determine how much potential there is 
to reduce health disparities related to quality out-
comes—effectiveness, efficiency, patient-centered-
ness, safety, timeliness—through improved access 
to/uptake of an intervention. Steps 2 and 3 should 
be undertaken concurrently, as outcome gaps should 
be discussed with community members and stake-
holders to inform selection of an intervention from 
among several possible options, in conjunction with 
other factors described above.

4. Identify and prioritize barriers faced by vulnerable 
populations—including structural racism and power 
dynamics. Vulnerable populations face unique indi-
vidual-, health systems-, and community-level bar-
riers to care, which differ across settings. Thus, it is 
crucial to undertake formative research involving 
those with relevant lived experiences and in conjunc-

tion with community partners and other stakehold-
ers to identify which contextually specific barriers 
to accessing or receiving an intervention may be the 
most important ones to target. This should include 
assessing how historical and structural racism and 
power dynamics have and may continue to influ-
ence the implementation context [6, 14]. Multi-level 
implementation strategies to address the key barriers, 
again with specific attention to mitigating effects of 
structural racism and differential power dynamics, 
should be co-designed with community groups and 
other implementing partners. Implementation strat-
egies shown to be effective at reducing inequities in 
health should be prioritized for integration into the 
design of multi-component strategies and tailored to 
the needs of vulnerable populations [15]. Strategies 
for reaching vulnerable populations should also be 
person-centered and community-focused—account-
ing for specific preferences when known [16, 17]—
and incorporate “low-barrier” approaches. Finally, it 
is important that stakeholders are involved in defin-
ing indicators to be evaluated to ensure that the 
outcomes assessed and that define programmatic 
success are relevant and meaningful to vulnerable 
populations in a specific setting.

To advance health equity using implementation sci-
ence, it is vital that an equity focus is integrated into 
the earliest stages of the implementation process. Using 
the above steps as a guide during the pre-implementa-
tion stage may help to select interventions and associ-
ated implementation strategies that are most likely to 
reach and be effective among vulnerable persons and 
reduce health inequities across diverse communities and 
settings.
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