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SPECIAL REPORT

JAHA at Scientific Sessions 2023: Moving 
Toward Social Justice in Cardiovascular 
Health in the United States
Carissa M. Baker-Smith , MD, MPH, MS; Salina P. Waddy, MD; Sara Hassani , MD, MHS, MSCR;  
Mahasin Mujahid , MS, PhD; Tochi Okwuosa , DO; Emmanuel Peprah , PhD;  
Bernadette Boden-Albala , MPH, DrPH

ABSTRACT: Attention to social justice is essential to improving cardiovascular health outcomes. In the absence of social justice, 
equitable cardiovascular health is impossible. This viewpoint provides a brief synopsis of the 2023 Journal of the American 
Heart Association (JAHA)–sponsored session titled “Moving Towards Social Justice in Cardiovascular Health.” We define so-
cial justice and summarize the burden of cardiovascular disease inequity in the United States. We also highlight strategies for 
achieving social justice, including addressing workforce diversity, integrating social determinants into cardiovascular research, 
designing cardiovascular interventions to close the equity gap, and improving inclusivity in cardiovascular disease trials.

Key Words: cardiovascular health and disease ■ clinical trial inclusion ■ health equity ■ social justice

During the 2023 American Heart Association (AHA) 
Scientific Sessions in Philadelphia, Pennsylvania, 
the Journal of the American Heart Association 

(JAHA) sponsored a session titled: “Moving Towards 
Social Justice in Cardiovascular Health.” The session 
convened an interdisciplinary panel of nationally re-
nowned academics, policy makers, and health system 
stakeholders to address the topic of social justice in 
US cardiovascular care. Four panelists were invited to 
describe the current state of social justice and cardio-
vascular health (CVH) inequity and to propose solu-
tions for achieving sustainable social justice in CVH in 
the United States. The session was moderated by 2 
experts in cardiovascular disease (CVD) management, 
social determinants of health (SDoH), and disease pre-
vention (C. Baker-Smith and B. Boden Albala).

This viewpoint provides a brief synopsis of the ses-
sion, takeaways, and recommendations for achieving 
social justice in clinical care and CVD-related research. 
In this viewpoint, we define social justice, summarize 

the burden of CVD inequity in the United States, and 
highlight solutions, including those proposed by the 
session presenters: addressing workforce diversity, 
integrating social determinants into cardiovascular re-
search, designing cardiovascular interventions to close 
the equity gap, and strategies to improve inclusivity in 
CVD trials. Attention to social justice is essential. In the 
absence of social justice, equitable CVH is impossible.

DEFINITIONS: SOCIAL JUSTICE AND 
HEALTH EQUITY
Social justice is a fundamental value and “belief in the 
dignity of all people to be afforded equitable access 
to healthcare,” equitable access to health care knowl-
edge, and equitable access to health care resources 
(Figure). Health equity is the “state in which everyone 
has a fair and just opportunity to attain their highest 
level of health and wellbeing” (Table  1).1–5 A social 
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justice approach is required to address US health in-
equities, including inequities in CVD-related risks and 
outcomes.

CURRENT STATE OF SOCIAL JUSTICE 
AND CARDIOVASCULAR HEALTH 
INEQUITY IN THE UNITED STATES
Inequities in CVH exist across a variety of populations, 
including across race, ethnicity, language, geography, 
sex, sexual orientation, physical disability, and socio-
economic status. Limitations in access to care, quality 
hospitals, and effective care models contribute to ineq-
uities in outcomes. The COVID-19 pandemic only wid-
ened the gap in CVD inequity because of disruptions 
in health care access and affordability attributable to 
financial strain.6

According to the most recent National Health and 
Nutrition Examination Survey data (2017–2020), the 
greatest burden of CVD can be attributed to hyper-
tension.7 Starting from preconception and extending 
throughout the lifespan, health inequities in hyperten-
sion and CVD exist. Data from the PRAMS (Pregnancy 
Risk Assessment Monitoring System), a study of 9907 
live births, revealed non-Hispanic Black individuals 
have the highest rates of hypertension during preg-
nancy (21.8%). The study also found that racial and 
ethnic disparities in hypertension were reduced when 
perceived experiences of racism and/or discrimination 
were included in the model.8

Rates of maternal mortality in the United States 
are among some of the highest in the world and on 
the rise.9 The presence of hypertensive disorders of 
pregnancy, including chronic hypertension, gestational 
hypertension, preeclampsia, hemolysis, elevated liver 
enzyme, and low platelet syndrome, and eclampsia, 
are not only associated with greater pregnancy-related 
mortality but also predict higher lifetime CVD risk in af-
fected women10 and greater risk for CVD among their 
offspring.11 Hypertensive disorders of pregnancy are 
more common among non-Hispanic Black women, in 
part because of a higher prevalence of chronic hyper-
tension prepregnancy but also because of complex 

social factors.12 Although the composite presence of 
gestational hypertension and gestational diabetes 
is associated with a doubling of the CVD risk,13 the 
morbidity and mortality associated with hypertensive 
disorders of pregnancy are not the same among all 
women.14 Non-Hispanic Black women are 2 to 3 times 
more likely to die from complications of hypertensive 
disorders of pregnancy than are non-Hispanic White 
women.15

The intergenerational risk for hypertension and 
other forms of CVD begins in early childhood and ado-
lescence and contributes to the burden of CVD in later 
adulthood.16 Economic and neighborhood-level depri-
vation are associated with health inequities in CVD risk, 
including higher rates of childhood obesity and greater 
odds of hypertension diagnosis during childhood and 
adolescence.17,18 Among children born with congenital 
heart disease, inequities in outcomes also exist, such 
that among infants with a prenatal diagnosis of hypo-
plastic left heart syndrome, non-Hispanic Black infants 
experience a 2 times higher mortality rate compared 
with non-Hispanic White infants.1

Inequities in CVD prevalence continue throughout 
the life course. CVD is prevalent in 58% of US men and 
51% of US women by midadulthood.7 Although over-
all CVD prevalence across all racial and ethnic groups 
has declined in the United States, it has remained the 
highest among the geographically and socioeconom-
ically disenfranchised.7 The decline in CVH has been 
less pronounced in non-Hispanic White adults than 
in non-Hispanic Black or Hispanic adults.7 Disparities 
in CVD prevalence and in the risk factors contributing 
to the development of CVD are strongly influenced by 
disparities in social structure, including neighborhood-
level wealth and safety, community cohesiveness, re-
source access, and policies (past and present) that 
shape access to care and influence the quality of care 
received.19,20 It is well established that historic redlining, 
one of the many discriminatory housing policies and a 
policy “implemented in the 1930s designed to explic-
itly increase racial segregation, discriminatory housing 
practices, leading to systemic disinvestment in Black 
communities,” has been associated with higher rates 
of heart failure and higher rates of CVD among adults 
who reside within these historically redlined communi-
ties.19 Reported stroke mortality remains 4.5-fold higher 
among non-Hispanic Black versus non-Hispanic White 
individuals.21 However, between 2% and 13% of the 
non-Hispanic Black and non-Hispanic White differ-
ence in stroke mortality may be related to regional 
differences as stroke-mortality data obtained for non-
Hispanic Blacks were obtained from the “Stroke Belt” 
(North Carolina, South Carolina, Georgia, Tennessee, 
Mississippi, Alabama, Louisiana, and Arkansas), a re-
gion historically associated with a 30% higher average 
stroke mortality than the rest of the nation.7

Nonstandard Abbreviations and Acronyms

AHA	 American Heart Association
ARIC	 Atherosclerosis Risk in Communities
CVH	 cardiovascular health
EBI	 evidence-based intervention
MESA	 Multi-Ethnic Study of Atherosclerosis
SDoH	 social determinants of health
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Disparities in CVD prevalence and the impact of 
SDoH are not isolated to differences between non-
Hispanic Black and non-Hispanic White individuals but 
also apply to the US Asian22 and US American Indian 
and Alaska Native populations.23 Within the US Asian 
population, there exist group differences in the preva-
lence of hypertension among Filipino and Chinese in-
dividuals, with Filipino adults experiencing an adjusted 
odds ratio (OR) of 2.4 (95% CI, 1.91–3.02). Similarly, 
Filipino adults are more likely to have coronary heart 
disease (CHD) (OR, 2.19 [95% CI, 1.32–3.56]), heart at-
tack (OR, 2.79 [95% CI, 1.44–5.41]), angina (OR, 2.15 
[95% CI, 1.06–4.32]), and stroke (OR, 2.54 [95% CI, 
1.42–4.55]). These findings are significantly attenuated 
when adjusted for lifestyle factors and SDoH. This at-
tenuation is also true for Asian Indians.22 Within US 
American Indian and Alaska Native populations, CHD 
is at least 12% more prevalent compared with a rep-
resentative US adult population. According to the SHS 
(Strong Heart Study), rates of CHD and CHD-related 
mortality among American Indian and Alaska Native 
populations also exceed those of other US subpop-
ulations.23,24 Diabetes is the strongest determinant of 
CHD in US American Indian populations, with 56% of 

events in men and 78% of events in women attributed 
to the presence of diabetes. Hypertension is also pre-
dictive of CHD in US American Indian adults.23,24 The 
rate of death from CHD is higher in the United States 
for American Indian adults residing in North and South 
Dakota, Wisconsin, and Michigan.23 Inequities in health 
outcomes have been attributed to “broken treaties, ex-
clusionary policies, and structural discrimination.”23

SYSTEMATIC STRATEGIES FOR 
ACHIEVING SOCIAL JUSTICE AND 
IMPROVED CARDIOVASCULAR 
HEALTH EQUITY
Clinical Recommendations for Achieving 
Social Justice
Addressing Individual Implicit Bias and Possibly 
Explicit Bias

Addressing CVD inequities through the lens of achiev-
ing social justice requires several steps. The first step 
is accepting “with grace and humility” that most, if not 
all, people possess implicit and possibly explicit bias 

Figure 1.  Conceptualization of social justice.
Definitions of social justice, health equity, equitable access, and equitable health care delivery for 
equitable health outcomes. Image created using Biorender.
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(combating implicit bias and stereotypes) (hhs.​gov).25 
Implicit bias is defined as negative associations peo-
ple unknowingly hold and express without conscious 
awareness. Explicit bias is conscious. It is when we 
are aware that we have preferences for groups based 
on race, ethnicity, or sex, including traditionally ac-
cepted concepts of race and sex.3 Bias, implicit and 
explicit, negatively impacts health care access, deliv-
ery, and outcomes.26,27 Confronting such biases via 
approaches such as stereotype replacement, indi-
viduating, and mindfulness may be potentially effective 
strategies for combatting bias (Table 2).28–31

Addressing Individual and Community-
Level Factors

Consideration of individual and community-level in-
terventions may help reduce CVD inequities and help 
move individuals and communities toward greater so-
cial justice. Individual health accountability is needed, 
including attention to one’s diet, exercise, sleep, 
tobacco use, weight management, blood pressure, 
lipid, and blood glucose control. Greater adherence 
to recommended risk-reducing behaviors and adher-
ence to therapeutic interventions, when prescribed, 
is required.32 However, adherence varies among indi-
viduals for a variety of reasons. Minoritized and under-
resourced populations “often face multiple levels of 
mutually reinforcing structural disadvantage that con-
tribute to poor health.”33 One framework, the SDoH 
framework by Powell-Wiley et al, explores these mul-
tilevel disadvantages and the importance of address-
ing structural and intermediary determinants of health 
equity for vulnerable populations.6 Socioeconomic 
status, neighborhood environment, systemic discrimi-
nation, and access to quality health care and education 
significantly influence social and community contexts, 
such as food and/or social environments and psycho-
social factors.6 These broader determinants can con-
tribute to food insecurity, financial strain, and housing 
instability and lead to chronic disease.6 Determinants 
interplay with daily lived personal experience, includ-
ing implicit bias, health literacy, and discrimination, to 
have a combined effect on CVD outcomes and health 
equity.6 Exposure to chronic stress from SDoH can 
trigger biological mechanisms that have a long-term 
impact, including chronic inflammation and epigenetic 
modification, which contribute to an increased risk of 
CVD and poorer health outcomes.6 Community-level 
factors, including structural and intermediary deter-
minants, impact the potential for individual health ac-
countability. Thus, multilevel intervention strategies 
that address the complex socioeconomic, environ-
mental, and system-level factors impacting health is 
essential. Interventions that do not address the social 

and physical environment and only focus on individual 
or interpersonal factors have a limited ability to yield 
sustained improvement.33 A community-based ap-
proach that addresses structural barriers to “health 
accountability,” such as access to safe places to 
exercise, healthy food access, exposure to environ-
mental pollutants, and social factors, such as noise 
and safety, may positively impact individual health 
accountability.34 The most effective community-level 
interventions focus on addressing specific SDoH and 
include community mobilization, health education, in-
formation sharing, individual or group counseling, and 
provider training.35

Encouraging Cultural Competency 
Among Providers

The preparation of culturally competent providers 
represents an added resource for achieving social 
justice. Health care settings equipped with culturally 
and medically competent professionals are key to ad-
dressing barriers to care, including at the patient level. 
These structures are also essential to promoting ef-
fective preventive care.36 Provider training, including 
formal training on the barriers to care and effective 
communication, is paramount.37 Communication at 
a patient’s level of understanding and in a language 
that yields a high level of understanding fosters ac-
tive engagement and adherence to treatment plans. 
Individualizing information to a patient’s literacy and 
language capabilities or needs and promoting shared 
decision-making empowers them to take an active 
role in managing their health.

Diversifying the Workforce: Diverse 
Recruitment and Retention for Improving 
Health Equity

AHA Session: ENHANCING CARDIOVASCULAR DISEASE 
WORKFORCE DIVERSITY (T. Okwuosa)
Beyond the individual and community-level interven-
tions, greater provider diversity and patient-provider 
congruence may be beneficial to achieving social 
justice in CVH in the United States. The current car-
diovascular workforce does not reflect the popula-
tion served.3 According to a recent study, Native, 
non-Hispanic Black, and Hispanic Americans com-
prise only 0.2%, 3%, and 4.2% of the cardiovascular 
workforce, respectively, even though each comprises 
1.3%, 13.4%, and 18.5% of the overall US popula-
tion.38 In a 2020 Physician Specialty Data Report, 
only 15% of adult cardiologists were women.39 A 
2017 study reported that only 15.9% of female car-
diologists were full professors, compared with 30.6% 
of male cardiologists.40 In a contemporary 2022 

http://hhs.gov
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study of 243 adult cardiology program directors, only 
53 (22.5%) were women, whereas 183 (77.5%) were 
male.41 Among these program directors, 122 (50.2%) 
were non-Hispanic White, 65 (26.8%) were Asian, 6 
(2.5%) were non-Hispanic Black, and 12 (4.9%) were 
Hispanic. Numbers are similarly poor among pedi-
atric cardiology subspecialists. Only 10% of pediat-
ric cardiologists are Native, non-Hispanic Black, or 
Hispanic.42 Similarly, only 16% of pediatric cardiology 
division directors are women, and only 25% of en-
dowed chairs are women.42

Studies have demonstrated that diversifying the 
frontline health care workforce can be associated 
with improvements in health care quality.43 Increasing 
the number of health care professionals from di-
verse backgrounds injects the multiple values and 
experiences of the entire population into the health 
care system. It increases cultural awareness in the 
delivery of health care. Meaningful community en-
gagement achieved via forming partnerships with 
community leaders, establishing health forums, and 
involving local organizations can also help improve 

system-level barriers to care and contribute to patient 
experience and care outcomes.44

Key session take-aways: “A cardiovascular 
workforce that is diverse and inclusive and that can 
focus its energy, skills, and innovation on reducing 
the global burden of CVD” leads to global popula-
tion equity. It also leads to research that is more 
likely to address health disparities and benefit un-
derserved populations, an increase in public trust, 
an increase in the participation of underserved pop-
ulations in research, an increase in bibliometric in-
dexes, greater scientific innovation, enhanced US 
global competitiveness,43 and higher Press Ganey 
survey scores.45

AHA Session proposed solutions:

	 1.	 Address existing gaps in CVD workforce 
diversity

a.	Increase diversity and inclusion in CVD train-
ing programs, including structured programs 
to recruit and retain women and individuals 

Table 1.  Terms and Definitions

Term Definition

Cardiovascular health disparities Unequal burden of cardiovascular disease and related factors among different populations

Control Power or mastery of the environment as a means of maintaining homeostasis

Cultural competence Care that respects diversity as well as cultural factors that can affect health and health care, including language, 
communication style, beliefs, attitudes, and behaviors2

Distributive justice Fairness of decision outcomes

Environmental justice Fair distribution of exposure to environmental pollutants (eg, air pollution, carbon monoxide, bisphenol, and arsenic)

Ethnicity Social characteristics people may have in common, such as language, religion, regional background, traditions, and 
culture not rooted in biology (eg, Hispanic)

Explicit bias Conscious and over preferences for groups based on race or sex, including traditionally accepted concepts of race 
and sex3

Fair Impartial and just, without favoritism or discrimination

Health care disparities Differences between groups in health insurance coverage, access to and use of health care, and quality of care

Health disparities When one population experiences a higher prevalence of adverse health outcomes than others. A particular type of 
health difference that is closely linked with social, economic, and/or environmental disadvantage.4

Implicit bias Negative associations people unknowingly hold and are expressed without conscious awareness

Microaggressions Every day and often subtle verbal, nonverbal, and environmental slights, snubs, or insults that are intentional or 
unintentional3

Privilege Unearned advantage conferred by invisible systemic forces (sexism, heterosexism, racism ableism, settler 
colonialism, and classism).3

Procedural justice Equity in decision-making processes

Race Social construct not rooted in biology (eg, White, Black, and Asian)

Racial inequity When a racial group is not standing on approximately equal footing

Racism Discrimination against individuals or groups based on beliefs of racial superiority or the belief that race reflects 
inherent differences in attributes and capabilities

Racism-related vigilance A form of anticipatory stress faced by Black adults and associated with increased odds of hypertension5

Social determinants of health The conditions in which people are born and live, and are shaped by the distribution of money, power, and 
resources, and are mostly responsible for avoidable differences in health status

Structural racism A system in which public policies, institutional practices, cultural representations, and other norms work in various, 
often reinforcing ways to perpetuate racial group inequity

Adapted from Lopez et al.1
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of diverse backgrounds into cardiology (eg, 
nurture early interest)

b.	Adopt evidence-based strategies shown to 
enhance diversity

c.	Promote institutional commitment to the di-
versification of the CVD workforce,3 bias mit-
igation, and zero tolerance for discrimination 
and harassment30

	 2.	 Address the perception of a limited pool of 
women and underrepresented candidates

	 3.	 Address bias in recruitment practices
	 4.	 Address the need for diverse role models 

and mentors, create mentorship programs, 
and encourage intentional mentorship and 

equitable access to career advancement 
opportunities

	 5.	 Address bias, discrimination, and hostility in 
workplace culture; and inequitable compensa-
tion (“minority tax”)30

	 6.	 Prioritize diversity, equity, and inclusion
	 7.	 Partner with professional societies to enhance 

diversity
	 8.	 Professional societies and organizations com-

mit to diverse and equitable governance and 
leadership46

	 9.	 Create training in leadership skills and increase 
the number of leadership opportunities

	 10.	 Diversify funding assessment panels and en-
courage equitable distribution of funding

Table 2.  Proposed Solutions, Enhancing Social Justice

Task Detail

Bias mitigation Implicit bias training programs with clear guidelines and policies can help raise awareness and mitigate biases that may 
influence decision-making

Contact Seek ways to get to know people from different social groups. Build your confidence in interacting with people who are 
different from you. Seek opportunities to engage in discussions in safe environments, spend time with people outside 
your usual social groups, or volunteer in a different community.

Counterstereotypic imaging Remember or imagine someone from a stereotyped group who does not fit the stereotype

Cultural transformation This requires a commitment from leadership to institute policies to address systemic barriers, and includes implementing 
diversity training programs, establishing diversity and inclusion committees, and ensuring equal opportunities for career 
advancement

Emotional regulation Reflect on your “gut feelings” and negative reactions to people from different social groups. Be aware that positive 
emotions during a clinical encounter make stereotyping less likely

Health equity The state in which everyone has a fair and just opportunity to attain their highest level of health28

Holistic recruitment This involves considering a candidate’s diverse experiences, backgrounds, and perspectives in the admission decision-
making process. Examples include using diverse interview panels and considering candidates from underrepresented 
communities.30

Individuating See each person as an individual, not a group member; pay attention to things about them besides the stereotypes of 
their group

Interpersonal justice Degree to which people are treated with politeness, dignity, and respect29

Mindfulness Keep your attention on the present moment so you can recognize a stereotypic thought before you act on it

Other potential solutions to 
achieving workforce equity

Implicit bias training, diverse leadership representation, culturally competent health care education, and research 
funding that prioritizes diversity and inclusion. By implementing these strategies for a more inclusive health care system, 
the cardiovascular specialty can address health care disparities, and foster innovation, improve patient outcomes, and 
ultimately strengthen the health care sector

Perspective taking Imagine the perspective of someone from a group different than your own (“Put yourself in the other person’s shoes.”)

Pipeline programs/nurturing 
early interest

Interest in cardiology among underrepresented individuals could be achieved through mentorship programs and 
outreach initiatives (such as collaborating with minority-serving institutions) to help students navigate the educational 
pathway toward a cardiovascular disease health care profession. Such interest could also be generated by providing 
scholarships or financial support and partnerships with minority-serving institutions, such as historically Black colleges 
and universities, Hispanic-serving institutions, and tribal colleges. Such collaborations can facilitate the recruitment and 
training of a diverse health care workforce, including physicians, nurses, and other health care professionals, who are 
more likely to understand and address the unique needs of minoritized populations.

Prioritization Health care organizations and academic institutions prioritize and commit to including diversity and inclusion as 
core values. Example: Cardiovascular divisions strive to achieve a trainee and faculty composition that more closely 
reflects national demographics. Organizations establish and regularly monitor metrics to track institutional progress in 
incorporating diversity, equity, inclusion, and belonging.

Social justice A belief in the value and dignity of all people to be afforded equitable access to health care, equitable health care 
knowledge, and equitable health care resources31

Stereotype replacement Become aware of the stereotypes you hold and create nonstereotypical alternatives to them

Supporting career 
advancement/partnership 
with professional societies

Example: AHA (AHA collaborates with health care institutions to provide mentorship programs, networking opportunities, 
and scholarships for underrepresented individuals). The AHA, for example, has initiatives like the Strategically Focused 
Research Networks that aim to increase diversity in cardiovascular research (https://​profe​ssion​al.​heart.​org/​en/​resea​rch-​
progr​ams/​aha-​funde​d-​resea​rch/​strat​egic-​netwo​rks/​sfrn-​gener​al-​appli​catio​n-​infor​mation).
AHA indicates American Heart Association.

https://professional.heart.org/en/research-programs/aha-funded-research/strategic-networks/sfrn-general-application-information
https://professional.heart.org/en/research-programs/aha-funded-research/strategic-networks/sfrn-general-application-information
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Designing Cardiovascular Interventions to 
Close the Health Equity Gap

AHA Session: DESIGNING CARDIOVASCULAR INTERVENTIONS 
TO CLOSE THE EQUITY GAP (E. Peprah)
Optimizing CVH outcomes also requires comprehen-
sive and nuanced approaches tailored to the diverse 
needs and challenges faced by different populations.47 
Interventions designed to enhance health care ac-
cess should account for and address the SDoH, such 
as socioeconomic status and cultural factors.21,48–50 
Potential opportunities for improving access to health 
care services include telemedicine and digital health 
solutions.51 If introduced within a health equity frame-
work, these technologies can be used to provide 
care in regions considered to be health care deserts 
and address disparities.51 Unfortunately, most health 
care–underserved communities in the United States 
are located in “digital deserts,” areas with limited to 
no access to high-speed internet.52 Although the use 
of digital technologies has the potential to reach un-
derserved populations, addressing access to high-
speed internet is a crucial first step. Once access is 
established and training provided to improve digital 
literacy,53,54 there may be an opportunity to provide 
remote health care services through virtual consulta-
tions, to provide remote monitoring services, and en-
hanced health education and support.55–57

Strategies for modifying risk factors, such as in-
troducing community-level policies and enhancing 
resources to eliminate health care deserts, should 
also be considered. By overcoming geographical bar-
riers, these approaches facilitate access to special-
ized care.57 Addressing disparities requires identifying 
underserved areas, allocating strategic resources to 
health care deserts, and deploying resources, like clin-
ics, health facilities, and health care professionals, to 
bridge service gaps.58 Expanding the use of commu-
nity health workers and promoting models of care that 
bridge cultural and geographical gaps can be used.

Equitable Health Care Knowledge for Improving 
Health Equity

Community-based culturally tailored education pro-
grams for chronic disease management represent 
additional opportunities for achieving social justice.59 
Education on proper nutrition, regular exercise, stress 
management, and smoking cessation can significantly 
reduce disparities and may prove beneficial, particu-
larly when initiated at an early age.60,61 Community 
workshops, educational campaigns, community gar-
dens, and school-based programs are options. Such 
initiatives, including those designed to provide greater 
access to healthy foods in underserved areas, job 
training programs, and those that lead to the formation 

of policies for tackling income disparities and access 
to quality education, are examples.62 Implementing 
such strategies would pave the way for a more equita-
ble health care system, thus ensuring interventions are 
tailored, accessible, and address the broader deter-
minants of health, ultimately reducing CVH disparities 
among diverse populations.63,64

Equitable Health Care Resources for Improving 
Health Equity

Evaluation metrics, encompassing health outcomes and 
disparity indicators, play a pivotal role in shaping suc-
cessful strategies to close the gap in CVH disparities. 
Evidence-based interventions (EBIs) targeting CVH dis-
parities that prioritize long-term sustainability, incorpo-
rate ongoing research and innovation, and are scaled 
for broader impact are needed. Achieving long-term 
sustainability involves embedding equitable evidence-
based CVD interventions into health care policies and 
regulations and requires collaboration between health 
care practitioners and public health advocates to reduce 
health disparities. Allocating adequate resources for the 
continued implementation of EBIs is essential, with ad-
vocacy efforts focused on securing funding and infra-
structure to maintain and expand programs addressing 
CVH disparities. Empowering local communities to take 
ownership of these EBIs is vital and can be achieved by 
involving community leaders, creating health coalitions, 
and ensuring programs become integral parts of com-
munity culture and infrastructure.65 Examples of such 
initiatives include the “AHA EmPOWERED to serve” 
initiative, which provides entrepreneurs, startups, and 
businesses focusing on health impact with the tools and 
support necessary for growth and scalability.66

Key session take-aways: “Addressing equity in car-
diovascular interventions is crucial for creating a fair 
and just health care system. It is not merely about pro-
viding everyone the same standard of care but ensur-
ing that all individuals have access to the resources, 
opportunities, and support needed to attain good car-
diovascular health. By focusing on equity, intervention 
eliminates the systemic barriers leading to health care 
outcomes disparities. Reducing these disparities en-
hances the overall health of communities and fosters a 
more inclusive, healthier society.”

AHA Session proposed solutions:

	 1.	 Improve access to health care services (tele-
medicine, addressing health care deserts, and 
resource allocation)

	 2.	 Provide culturally competent care and outreach, 
including the creation of tailored interventions 
to provide care across diverse cultural and lin-
guistic groups (eg, community-based culturally 
tailored education programs)59
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	 3.	 Advance health education and behavioral inter-
ventions that promote healthy lifestyle choices 
and that address SDoH

	 4.	 Implement and evaluate EBIs/practices for CVH 
equity67

a.	Design and pilot interventions
b.	Use rigorous measurement and evaluation 

metrics for interventions, including health 
outcome assessments and equity metrics

	 5.	 Iterative improvement and adaptation of EBIs/
practice using a health equity lens

	 6.	 Encourage long-term sustainability of equitable 
interventions (community ownership, policy inte-
gration, resource allocation, and data monitor-
ing); research and innovation in CVH (targeted 
research, innovative solutions, knowledge trans-
lation, and implementation research, education, 
and training; scalability, including scaling up 
successful models for wider impact).

RESEARCH RECOMMENDATIONS 
FOR ACHIEVING SOCIAL JUSTICE
Like clinical practice, a SDoH-based framework can 
be integrated into multilevel research designs to 
achieve the goal of social justice. This goal considers 
individual, community, and policy-level interventions 
that are available, accessible, and affordable.6 Future 
research to improve CVH outcomes and address 
SDoH can focus on strategies that enhance health 
care access, promote healthy behaviors, improve 
health equity, and mitigate biological mechanisms 
related to adversity.6 These efforts involve using tar-
geted intervention strategies that promote health eq-
uity through clinical trial design, big-data research, 
and institutional support. Diversifying editorial boards, 
allocating specific grants for social justice initiatives, 
and promoting organizational justice are additional 
key strategies for advancing social justice within the 
field of research.

AHA Session: Integration of Social 
Determinants Into Cardiovascular 
Research (M. Mujahid)
Key session take-aways: CVH inequities are persistent 
and key drivers of these inequities are social deter-
minants and structural racism. However, addressing 
education access and quality, health literacy, and 
neighborhood environment are some ways to address 
the social determinants that may lead to improved 
outcomes.

AHA Session proposed solutions:

	 1.	 Social determinants and structural racism are 
key drivers of cardiovascular health outcomes,68 

but there is a feasible path to achieving CVH. 
Steps include:

a.	Improving representation in CVH studies (ARIC 
[Atherosclerosis Risk in Communities], MESA 
[Mult-Ethnic Study of Atherosclerosis], etc)

b.	Addressing the needs of all individuals, in-
cluding those of minoritized background

c.	Using efforts such as the National Heart, 
Lung, and Blood Institute strategic vision to 
address SDoH and health inequities, pre-
serve and promote resilience, promote CVH, 
and prevent CVD across the lifespan

d.	Encouraging “call to action,” such as the 
“AHA’s call to action” to draw attention to the 
need for greater health equity, including pro-
viding education to health care professionals 
and the public, applying new knowledge, 
teaching individual prevention, focusing on 
health impact, fighting against systems, laws, 
and customs perpetuating inequities; funding 
(eg, $100 million dollars in new research pro-
grams), and soliciting community-led solu-
tions to address social inequity

AHA Session: Strategies to Improve 
Inclusion in CVD Trials (S. Waddy)
Inequities in clinical trial representation currently exist. 
The lack of diversity in clinical trial representation has 
the potential to negatively impact CVH and social jus-
tice. According to a recent literature review of the major 
cardiovascular trials published between 1986 and 
2018, only half of the landmark cardiovascular trials re-
ported information on race.69 However, it is estimated 
that only 2.9% of participants in clinical trials leading to 
US Food and Drug Administration approval of cardio-
vascular drugs in the United States were non-Hispanic 
Black.70 Women and minoritized population participa-
tion in pivotal cardiometabolic trials is also dispropor-
tionately low, with no improvement in representation 
between 2008 and 2017.69,71

The inclusion of people of diverse backgrounds in 
clinical trials enhances the scientific rigor of the trial. 
Clinical trials are designed to evaluate the effects of 
drugs, devices, procedures, diets, and behavioral ap-
proaches on health-related outcomes. Health-related 
outcomes are often related to the lived experiences 
and the exposures faced by the individual.72 A person’s 
lived experience may be shaped by age, biological sex, 
sexual orientation, environmental conditions, genetic 
variation, or underlying comorbidities.72 Participant 
diversity in clinical trials is needed to account for the 
diversity of lived experiences and exposures and to en-
hance the generalizability of trial results.73



J Am Heart Assoc. 2024;13:e037936. DOI: 10.1161/JAHA.124.037936� 9

Baker-Smith et al� Social Justice Viewpoint

Successful recruitment of diverse populations in 
clinical trials requires (1) intentionality to address this 
challenge in the design and conduct of the trial and 
(2) strategies to address structural and system-level 
barriers that result in low trial participation or distance 
patients from wanting to participate. To address bar-
riers at the patient, investigator, institutional, and sys-
tem levels, targeted strategies that expand the pool of 
participants are needed. Efforts begin with intentional 
enrollment and optimized retention strategies.73

Researchers across many medical disciplines have 
identified strategies and best practices to improve en-
rollment and optimize the retention of diverse clinical trial 
participants over the past few decades. Strategies have 
focused on site selection, screening procedures, com-
munity engagement, and communication strategies. 
Solutions are not 1 dimensional and can be implemented 
with iterative checks across multiple levels to optimize 
results. Examples of tools designed to overcome the 
multilevel barriers to diversifying the clinical trial popu-
lation include the following: (1) the National Institutes of 
Health Trial Innovation Network, which has developed 
tools to increase recruitment using decentralized trial 
methods; (2) the resource Faster Together, Enhancing 
the Recruitment of Minorities in Clinical Trials (available 
on Coursera)74 trains research teams on identifying and 
addressing individual and site-specific barriers and fa-
cilitators around minority recruitment; (3) the National 
Initiative for Minority Involvement in Neurological Clinical 
Trials has identified investigator-level barriers and has 
created and tested a series of evidence-based prac-
tices that address minority recruitment and retention 
challenges in neurologic clinical trials75; (4) online toolkits 
offer investigators and research coordinators interactive 
and responsive resources for identifying recruitment 
barriers and supporting the adoption of best practices; 
and (5) additional resources include information on best 
practices for recruitment and retention of research coor-
dinators, guidelines for better screening, research staff 
training materials, as well as videos showing clinical re-
search concepts for lay audiences.75

In addition, the AHA has developed the Strategically-
Focused Research Network on the Science of Diversity 
in Clinical Trials and, through various funded projects, 
has provided head-to-head comparisons of inclusion 
strategies in trials as well as decentralized trial ap-
proaches for improving the diversity of participants in 
trials. Importantly, journals, including the New England 
Journal of Medicine, have required mandatory reporting 
of information on subgroup baseline demographics to 
receive approval for publication, incentivizing investiga-
tors to include more diverse subjects in clinical trials.

Clinical trials lack diversity not only among partici-
pants but also among the research team, including pri-
mary investigators who lead the trials.76 Diversity among 
research teams fosters community engagement and 

the participation of disparate communities in research 
planning. One study found that studies led by female 
principal investigators are significantly more likely to 
successfully enroll women than studies led by men.77 
Racial concordance between the clinical trial princi-
pal investigator and patient participant trust may also 
lead to greater trial participant diversity. In a random-
ized clinical trial of 2904 US adults designed to as-
sess trust in the information presented via online video 
about prostate cancer, Black adult participants were 
significantly more likely to trust a Black versus White 
presenter. However, the same preference was not held 
among White adult participants who expressed no dif-
ference in trust according to the race of the presenter.78

Key session take-aways: Diversity in clinical repre-
sentation is lacking both in terms of the trial partici-
pants and trial primary investigators. The inclusion of 
diverse communities in clinical trials is critical and en-
hances the rigor of studies.

AHA Session proposed solutions:

	 1.	 Acknowledge that the inclusion of minorities 
in clinical trials and inclusion success is the 
responsibility of the many and not the few

	 2.	 Improve inclusion and representation in multi-
center trials. This requires preparing and training 
for inclusion and representation.

	 3.	 Seek meaningful engagement of participants 
of diverse backgrounds to foster inclusion and 
address participant needs and preferences

	 4.	 Tips for diversity retention:
a.	Proactively assess recruitment and retention 

barriers and develop mitigation strategies
b.	Prioritize the participant journey; minimize 

burden and return value, data-driven site 
selection (choose sites with the availability, 
capacity, and feasibility to recruit the study 
target population), engage stakeholders at 
every step; decentralize components of trials 
to ease participation/burden, use digital tools 
and real work data

Targeted Intervention Strategies and Big-
Data Research Informing Health Equity
Addressing CVH disparities also necessitates a com-
mitment to research and innovation.79,80 Fostering re-
search that specifically addresses the unique needs 
and challenges of populations affected by CVD dispar-
ities is crucial. Encouraging research that expands on 
the existing literature on how SDoH affects cardiovas-
cular health is vital to developing new tools and mod-
els for understanding SDoH.6 Primordial prevention, 
the prevention of risk factors of CVD, is essential.81 
Fostering research that addresses the unique needs 
and challenges affected by CVD disparities includes 
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investing in studies exploring the root causes of these 
disparities, testing potential solutions, determining 
ways to implement evidence-based care to address 
CVH disparities, and population-level data analyses to 
address the overall impact of implemented solutions.33 
Research efforts that drive innovation in CVD preven-
tion and treatment that explore emerging technolo-
gies, precision medicine, and personalized health care 
approaches to address the specific needs of diverse 
populations are needed. Research strategies must 
incorporate SDoH-based frameworks and variables, 
including social and environmental factors. One study 
used the social vulnerability index to show how disad-
vantaged geographic areas can negatively impact the 
ecosystem of the human microbiome, emphasizing the 
importance of environmental factors and their potential 
impact on CVH.82 Another study found an associa-
tion between social vulnerability index and risk factors 
for CVD, including hypertension and diabetes, which 
underscores the significance of a multidimensional 
approach that considers SDoH to improve CVH.83 
Bridging the gap between research and practice is 
also essential, as is ensuring findings from CVH re-
search are translated into practical, community-based, 
and evidence-based interventions/practices read-
ily implementable to reduce disparities. This involves 
training and educating community partners, including 
health care professionals and community health work-
ers, in the latest advancements in CVH research and 
treatment to ensure that innovations effectively reach 
the communities that need them most. Research ef-
forts should be “supplemented by additional research 
on the dissemination and implementation of effective 
interventions to modify health behaviors and to miti-
gate CVD risk.”21 Big-data and publicly available SDoH 
indexes may be used to better understand disparities 
in CVD risk and outcome according to geocoded re-
gions within the United States as well as to inform pub-
lic health planning.84

Targeted Intervention Strategies and 
Institutional Support
Addressing the SDoH is costly, and institutional sup-
port, local and national, is needed. Research dollars to 
support innovative ideas that address the SDoH may 
be needed. This includes fostering community-based 
partnerships to obtain community feedback and im-
plementing SDoH-based tools that predict CVD risk 
in the local community.6 Projects that craft initiatives 
(whether small scale or large) that rigorously test the 
feasibility, effectiveness, and acceptability of proposed 
strategies within populations marked by significant 
health disparities are also needed.67 Using methods in 
implementation science to tailor and evaluate the ef-
fectiveness of EBIs for specific target populations is 

crucial, considering the unique needs of the communi-
ties being served.85 Piloting EBI function as a testing 
ground to refine approaches before broader imple-
mentation through evaluation and assessment has 
been proposed86 By meticulously designing, measur-
ing, and adapting EBIs, researchers and institutions 
can ensure that efforts to address CVH disparities are 
effective and responsive to the evolving needs of di-
verse communities.

Editorial Board Representation, Grant 
Funding, and Research Skills for 
Improving Health Equity
Intervention strategies to address disparities in medi-
cal publishing may further positively influence efforts to 
achieve greater health equity and social justice.3 Lack 
of diversity on the editorial board has been associated 
with gaps in the review process, perpetuation of nega-
tive stereotypes, and harm to members of the cardiol-
ogy profession from “equity-deserving” groups.3 Other 
suggestions include training editorial boards around 
SDoH issues as well as the intentional allocation of an 
editor focused on social justice. Aside from expanding 
the diversity of the editorial board, the release of annual 
themed issues addressing health equity, as featured 
by a variety of journals, is key.87

Greater emphasis on supporting research grant sup-
port for women and minoritized faculty is also critical 
to health equity and social justice. Unfortunately, US 
women in academia hold fewer grants, submit fewer 
applications, and are less successful in receiving fund-
ing renewal.3 The Ginther 2011 report examined the re-
lationship between race, priority score, and probability 
of obtaining National Institutes of Health R01 funding. 
According to this report, there were significant dif-
ferences in funding by race and ethnicity.88 Potential 
sources of disparities in funding included topic selec-
tion, where research topics at the community and pop-
ulation level tended to garner lower award rates than 
fundamental and mechanistic investigations.89 More re-
cent estimates reveal, however, that National Institutes 
of Health R01 funding rates have most dramatically in-
creased among Black applications since 2019.90 Efforts 
such as the Robert A. Winn Diversity in Clinical Trials 
Award Program expand the number of female and mi-
noritized faculty who attain research funding.91

CONCLUSIONS
Social justice is paramount in achieving equitable 
CVH. It is critical to address the significant disparities 
in CVD outcomes across diverse populations and to 
recognize the influence of SDoH. Effectively address-
ing health disparities in CVD demands a comprehen-
sive and multifaceted approach that prioritizes social 



J Am Heart Assoc. 2024;13:e037936. DOI: 10.1161/JAHA.124.037936� 11

Baker-Smith et al� Social Justice Viewpoint

justice, addresses SDoH, confronts bias, involves com-
munity, and promotes cultural competency. Several 
clinical recommendations should be followed to help 
achieve health equity, implementing changes that en-
compass improved health care access, implementing 
evidenced-based care, enhancing clinical trial inclu-
sion, and optimizing workforce training and diversity. 
Key strategies for advancing social justice in research 
include enhancing clinical trial inclusion, fostering CVD 
disparity-focused research, integrating multilevel inter-
ventions, cultivating institutional support, diversifying 
editorial boards, and establishing organizational justice. 
Prioritizing sustainability, research excellence, and stra-
tegic scaling are pivotal elements that hold the potential 
to instigate lasting change, ultimately leading to a sub-
stantial reduction in disparities within CVH outcomes.
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