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Identifying Policy Levers And
Opportunities For Action Across
States To Achieve Health Equity

ABSTRACT In the United States, steps to advance health equity often take
place at the state and local levels rather than the national level. Using
publicly available data sources, we developed a scorecard for all fifty
states and the District of Columbia that measures indicators of the use of
five evidence-based policies to address domains related to health equity.
The indicators are the cigarette excise tax rate, a state’s Medicaid
expansion status and the size of its coverage gap, percentage of four-year
olds enrolled in state-funded pre-kindergarten, minimum wage level, and
the presence of state-funded housing subsidy programs and homelessness
prevention and rapid rehousing programs. We found that states varied
significantly in their implementation of the selected policies and
concluded that a variety of approaches to encourage policy changes at the
state level will be needed to create healthier and more equitable
communities. We describe promising, feasible state-level approaches for
states to “do something, do more, do better” when they take action on
the five selected policies that can promote health equity.

U
S children and adults have dra-
matically different chances of
living a healthy life depending
on where they are born and live,
and this is especially true for

members of low-income populations and racial
and ethnicminority groups.1,2 In addition to clin-
ical factors and health behaviors, the social de-
terminants of health—the conditions in which
people live, learn, work, and play—affect popu-
lation health and health equity.3,4 Interventions
andpolicies that address the social determinants
of health, such as early education and income
support, can have positive effects on health and
reduce health inequities.5 There is growing evi-
dence that multiple domains affect health equity
and the policies that address it. The widespread
awareness of that evidence underscores the need
for action at national and local levels.6

In the United States, policies that can advance
health equity are enacted at the federal, state,

and local levels.7 State governments can make
changes to economic, education, environmen-
tal, and health care policies that play an integral
role in achieving healthier and more equitable
communities. For instance, Massachusetts’s
health reform law, which served as a model for
the Affordable Care Act (ACA), expanded access
to health insurance coverage for many low-
income residents.8 State policies also can impede
progress toward achieving health equity. Recent
examples include the decision of nineteen states
not to expand eligibility for their Medicaid pro-
gramsunder theACA, and the fact that thirty-one
states provide less state funding per student for
elementary and secondary education than they
did before the Great Recession.9,10

A first action step for state governments aim-
ing to achieve health equity is to identify the
extent to which their existing policies are pro-
moting population health and addressing health
inequities. To address this knowledge gap, we
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developed a scorecard for the fifty states and the
District of Columbia, assessing their policies to
achieve health equity. The aimof our scorecard is
to highlight evidence-based policy changes that
state governments can enact to address the mul-
tiple factors that affect population health and
health equity.
Our scorecard is based on indicators that cap-

ture the enactment of one specific state-level,
evidence-based policy in each of five domains
that affect health equity: health behaviors, clini-
cal care, social factors, economic factors, and the
physical environment. The fifty states and Dis-
trict of Columbia were measured and ranked on
five indicators, one related to each domain: the
state cigarette excise tax rate, a state’s Medicaid
expansion status and the size of its coverage
gap, the percentage of four-year-olds enrolled
in state-funded pre-kindergarten (pre-K), the
state minimum wage level, and the presence of
state-funded housing subsidy programs and
homelessness prevention and rapid rehousing
programs.
To create this scorecard,webeganby assessing

some of the evidence-based policies that states
could enact to promote population health and
health equity. State rankings on the scorecard
are representative only of the indicators we
selected anddonot definitively indicate the over-
all performanceof states in enactingpolicies that
can yield health improvements. Our scorecard
can be used to inform the development of more
comprehensive scorecards with multiple indica-
tors within each domain.

Study Data And Methods
Conceptual Framework And Measures Our
scorecard of state policies to promote health eq-
uity stems from a model of population health11

(for additional information on the model and
conceptual framework, see online Appendix Ex-
hibits A1 and A2).12 A complete list of the policy
measures and data sources for each of them can
be found in Appendix Exhibit A3, and additional
information on the scorecard’s measures is in
Appendix Exhibit A4.12 The scorecard ranks
the fifty states and theDistrict of Columbia based
on their performance in enacting the specific
evidence-based policies in the five domains that
affect health equity (for additional information
on the scorecard’s ranking method, see Appen-
dix Exhibit A5).12

Health Behaviors: Cigarette Excise Tax
Given that cigarette smoking is the leading cause
of preventable death in the United States, tobac-
co control policies that prevent and reduce ciga-
rette consumption are sensible ways for states to
improve population health. Higher cigarette

prices reduce smoking, and while many factors
affect the final price of cigarettes, the most im-
portant policy-related determinant of cigarette
prices is state excise taxeson cigarettes.13 Raising
the cigarette excise tax is a policy change that
state governments can enact to lower smoking
rates, and lower rates are associated with re-
duced incidence of lung and heart disease and
mortality.14–16 Our scorecard uses state cigarette
excise tax per pack as an example of a state-level
policy that canhelp close thehealth equity gapby
acting on health behaviors.
Clinical Care: Medicaid Expansion And The

Coverage Gap The ACA aims to expand health
insurance coverage—an important factor in ac-
cess to affordable health care, which in turn can
help achieve good health—by giving states the
option to expand Medicaid to people younger
than age sixty-five years with incomes of up to
133 percent of the federal poverty level, and by
creatinghealth insuranceMarketplaces inwhich
individuals and families can purchase affordable
health insurance.
In states that did not expand Medicaid, resi-

dents with low incomes may fall into a coverage
gap—earning too much to qualify for Medicaid
but too little to benefit from Marketplace subsi-
dies to make the purchase of insurance coverage
and health care affordable.17 It is estimated that
2.6 million uninsured adults fall into the cover-
age gap, and a disproportionate share of those
adults are low-income and nonwhite people liv-
ing in states that have not expanded Medicaid.17

Adopting the Medicaid expansion is a policy
change that states can enact to close coverage
gaps and improve health equity. State expan-
sions of Medicaid are associated with better
access to care, improved physical and mental
health outcomes, and decreased mortality—
particularly among minority and lower-income
populations.18,19 Our scorecarduses theMedicaid
expansion decision and the size of a state’s cov-
erage gap to represent state-level policy that can
address health disparities by improving access to
clinical care.
Social Factors: Enrollment In State-

Funded Pre-K Various levels of government
fund and administer an array of early childhood
education programs (including pre-K) that have
been shown to produce lifelong improvements
in socioeconomic well-being and health.20 Over
the past several decades, states have increased
their investments in state-funded pre-K, but
most state-funded pre-K programs do not offer
universal coverage.21

Increasing children’s access topre-Kprograms
is a policy change that promotes health equity.
Studies show that enrolling children inpre-Khas
lasting positive effects on health and socioeco-
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nomicwell-being.22,23 To represent social factors,
our scorecard uses the percentage of four-year-
olds enrolled in state-fundedpre-K to represent a
state-level policy that can help reduce health
inequalities.
Economic Factors: Minimum Wage Policies

with health impacts that also create economic
security and expand opportunity include raising
the minimum wage, providing the Earned In-
come Tax Credit, supplementing income during
periods of financial hardship or retirement (for
example, through the Temporary Assistance for
Needy Families and Social Security programs),
and legislating paid family leave.24 In particular,
minimum wage legislation provides economic
security for low-wage workers by establishing a
wage floor.
Recently, some states have raised their mini-

mum wage above the federal minimum wage.25

Existing research suggests that raising the mini-
mum wage can help improve health outcomes—
for example, by decreasing rates of premature
death and improving mental health outcomes
among adults; improving infant birthweight; in-
creasing the use of prenatal care; and reducing
smoking during pregnancy.26–28 In the domain of
economic factors influencing population health,
our scorecard measures the legislated state min-
imum wage level as of 2017.
Physical Environment: Housing Or Home-

lessness Programs Although not intended to
improve health outcomes, housing policies can
help improve access to high-quality and safe
housing, which in turn has positive impacts on
health—particularly for low-income and other-
wise vulnerable populations. People’s physical
andmental health can benefit fromhousing sub-
sidy programs that provide continued financial
assistance to individuals and families to make
housing more affordable.29,30 In addition to fed-
eral housing assistance under the Housing
ChoiceVoucherProgram(Section8), states fund
and administer housing subsidy programs that
provide continued rental assistance tomeet low-
income people’s needs for affordable housing.
Many of these programs are targeted at people
with mental illness and other disabilities.
Short-term, targeted assistance can also help

improve the health of individuals and families
who are homeless or at risk of becoming home-
less. Forexample,HousingFirst—aprogramthat
provides rapid access to housing and support
services for homeless people without requiring
pretreatment for mental health conditions and
substance use disorders—significantly reduces
homelessness, advances mental health and
well-being, increases treatment rates for sub-
stance use and addiction, and reduces hospital-
izations and use of the emergency department

among people with persistentmental illness and
substance abuse.31,32 Several of the homelessness
prevention and rapid rehousing programs
funded by states provide temporary, targeted as-
sistance to prevent households from becoming
homeless or help homeless people rapidly move
into housing. In the physical environment do-
main, our scorecard measures the presence of a
state-funded housing subsidy and a homeless-
ness prevention and rapid rehousing program
as an indicator of state-level policies that help
promote population health and achieve health
equity.33

Limitations The scorecard has a number of
limitations. First, we measured policies that
state governments enacted, but local govern-
ment and private-sector decisions and funding
can also affect policies intended to achieve
health equity. The scorecard does not capture
policy implementation—an important but differ-
ent process from policy enactment.
Second, the scorecard does not assess barriers

or facilitators to enacting evidence-based poli-
cies, though policy and governance challenges
do confront decision makers.34

Third, the scorecard measures whether states
haveorhavenot enacted selectedevidence-based
policies, butnot their cost orprofit. State govern-
ments often confront tight budgets and need to
carefully consider the costs of policy decisions.35

Fourth, the scorecard does not account for
behavioral responses to policies. For example,
smokers may resort to the black market to pur-
chase cigarettes in the face of cigarette price in-
creases.36

Fifth, it is possible that the selected policies
(or other policies concurrently implemented by
states) could make health equity worse. State
cigarette excise taxes, for example, are regressive
because low-income smokers will spend propor-
tionately more of their income on cigarettes and
are left with fewer resources to spend on health
and other goods that can improve health, such as
education.37

Sixth, the scorecard assumes that policies to
improve population health will help achieve
health equity. However, improving overall
health might not improve equity.
Last, the scorecard examines only one policy

for each domain and captures only some of the
policies that could increase health equity. States
are likely enacting other policies and approaches
that could promote populationhealth andhealth
equity but are not captured in our scorecard. Our
state rankings illustrate performance on the
measures we selected and do not identify conclu-
sively the states that are most or least likely to
promote equity.
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Study Results
We found substantial variation in states’ enact-
ment of the policies we selected as examples in
the five domains important for achieving health
equity. Appendix Exhibit A6 depicts the results
for the fifty states and theDistrict of Columbia in
each of the five equity domains.12

Health Behaviors While all fifty states and
the District of Columbia levy an excise tax on
cigarettes, we found that the tax per pack ranged
from $0.17 in Missouri (which has not raised its
rate since 1993) to $4.35 inNewYork. In addition
to New York, seven other states that we catego-
rized as top performing (those in the top tertile
in Exhibit 1) had cigarette tax rates above $3.00:
Connecticut, Hawaii, Massachusetts, Minne-
sota, Rhode Island, Vermont, and Washington.
We considered taxes that were above $2.00 to be
high. We categorized as mid-performing states
those in the second tertile of tax rates.
States in the lowest-performing tertile had cig-

arette excise tax rates that lagged far behind the
national average of $1.65 per pack. Eight of the
sixteen states in this tertile are in the South.

Clinical Care Thirty-one states and the Dis-

trict of Columbia have adopted theACAMedicaid
expansion. In those states, no one falls into the
coverage gap because no one has an income that
is too high to qualify for Medicaid but too low to
qualify for premium tax credits through the
health insurance Marketplaces. In contrast, on
average in the nineteen nonexpansion states,
19 percent of uninsured adults fell into the cov-
erage gap (data not shown).We categorized the
thirty-two jurisdictions that expanded Medicaid
as high performers whether they expanded im-
mediately after the ACA Medicaid expansion be-
came effective on January 1, 2014, or submitted
section 1115 waivers at a later point.
We categorized the eight states that have not

adopted the Medicaid expansion and had a cov-
erage gap ofmedium severity asmid-performing
(Exhibit 2). The share of these states’ popula-
tions experiencing a coverage gap ranged from
0 percent to 17 percent.
The eleven states that we described as low per-

forming have not expanded Medicaid and had a
coverage gap of high severity. Low-performing
states had a spread in the shares of populations
in the coverage gap ranging from 19 percent to

Exhibit 1

Cigarette excise tax per pack per US state, 2017

SOURCE Authors’ analysis of data from Campaign for Tobacco-Free Kids. State excise and sales taxes per pack of cigarettes: total
amounts and state rankings [Internet]. Washington (DC): The Campaign; 2017 Jan 3 [cited 2017 Apr 21]. Available from: https://www
.tobaccofreekids.org/research/factsheets/pdf/0202.pdf.
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29 percent.
Social Factors The percentages of four-year-

olds enrolled in state-funded pre-K varied widely
across states. The District of Columbia led, with
86.3 percent of four-year-olds. Vermont was
close behind, at 83.9 percent. Among the next
fifteen states in the top tertile, enrollment levels
ranged from 76.5 percent in Florida to 30.5 per-
cent in Nebraska (Appendix Exhibit A3).11

There was also variation among mid-perform-
ing states, ranging from just above 7.2 percent in
Massachusetts to 30.0 percent in New Mexico.
The seventeen low-performing states had no
more than 5.5 percent of four-year-olds enrolled
in state-funded pre-K. Notably, eight states had
less than 1 percent enrolled: Idaho, Indiana,
Montana,NewHampshire, NorthDakota, South
Dakota, Utah, and Wyoming.
Economic Factors Across the country, we

found a range of state minimum wage levels.
Twenty-nine states and the District of Columbia
hadminimumwages above the federalminimum
wage of $7.25 (Exhibit 3). Seven states and the

District ofColumbiahadminimumwage levels of
$10.00 and above, and we categorized them as
high performers. Of these, theDistrict of Colum-
bia had the highest minimum wage: $11.50.
Twenty-two mid-performing states had mini-

mum wage levels ranging from just above the
federal minimum wage to below $10.00. There
were twenty-one low-performing states with
minimum wages at or below the federal level.
Fourteen of those states met the federal level.
Five of the twenty-one low-performing states
had not adopted a state minimumwage. Georgia
and Wyoming had minimum wages of $5.15,
below the federal level.
Physical Environment Thirteen states and

the District of Columbiamet our criteria for high
performance in terms of the physical environ-
ment: having both a state-funded subsidy pro-
gram and a state-funded homelessness preven-
tion and rapid rehousing program (Exhibit 4).
Most of these states are in the Northwest, South-
west, and Northeast, with a few in the Midwest
and South.
The twentymid-performing states had either a

state-funded subsidy program or a state-funded
homelessness prevention and rapid rehousing
program. The seventeen low-performing states
had neither type of state-funded program.

Discussion
The findings from our scorecard reveal substan-
tial variation in the extent to which states are
enacting five evidence-based policies that are
likely to improve the health of their populations
and achieve health equity. Across the United
States, differences in health outcomes are not
simply a matter of poverty or health behaviors
alone, but instead are a result of the interplay of
many factors—some of which are affected by
state-level policies.38 State leaderswhopay atten-
tion to the clinical, behavioral, social, economic,
and physical environmental determinants of
health can enact policies that not only address
health equity gaps in their state but may also
affect health outcomes.
Although there is evidence that adopting each

of the policies included in our scorecard would
improve health equity, we found variation in
state performance across the five policies. Some
states with a high cigarette excise tax (Hawaii,
Minnesota, and Rhode Island) had low percen-
tages of four-year-olds enrolled in state funded
pre-K and low minimum wages. In contrast,
some states that had low cigarette taxes (Geor-
gia, Nebraska, and Oklahoma) earned high
scores for state-funded pre-K.
There was no clear overall regional trend of

strong performance across all policy areas. The

Exhibit 2

Percentages of populations in a Medicaid coverage gap who lived in states that did not
expand eligibility for Medicaid, 2016

Percent of state population

Medium-severity coverage gap

Wisconsin 0%a

Utah 11
Nebraska 13
Tennessee 14
Wyoming 16
Oklahoma 17
Texas 17
Maine —

b

High-severity coverage gap

Florida 19%
Idaho 19
Missouri 19
South Dakota 19
Virginia 19
Kansas 21
North Carolina 21
Georgia 23
Alabama 25
South Carolina 28
Mississippi 29

SOURCE Authors’ analysis of data from Garfield R, Damico A, Cox C, Claxton G, Levitt L. Estimates of
eligibility for ACA coverage among the uninsured in 2016 [Internet]. Menlo Park (CA): Henry J. Kaiser
Family Foundation; 2016 Oct 18 [cited 2017 Apr 21]. Available from: http://kff.org/uninsured/issue-
brief/estimates-of-eligibility-for-aca-coverage-among-the-uninsured-in-2016/. NOTES The average
Medicaid coverage gap in nonexpansion states is 19 percent. States with a gap of medium
severity are those with a gap lower than the average in nonexpansion states. States with a gap
of high severity are those with a gap equal to or greater than the average in nonexpansion
states. aWisconsin has not expanded Medicaid, but it provides Medicaid eligibility to adults with
incomes up to the federal poverty level under a Medicaid waiver. There are no uninsured adults
in the coverage gap in Wisconsin. bPoint estimates do not meet minimum standards for
statistical reliability.
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Northeast, upper Midwest, and West tended to
have higher cigarette taxes, but several states in
those regions had low minimum wages and low
enrollment in state-funded pre-K. Conversely,

several Southern states had a high share of chil-
dren enrolled in state-funded pre-K but have not
expanded Medicaid coverage and had many
uninsured adults experiencing coverage gaps.

Exhibit 3

Minimum wage per US state, 2017

SOURCE Authors’ analysis of data from the following items: (1) Department of Labor. Minimum wage laws in the states—January 1,
2017 [Internet]. Washington (DC): DOL; [last revised 2017 Jan 1; cited 2017 Apr 21]. Available from: https://www.dol.gov/whd/
minwage/america.htm. (2) National Conference of State Legislatures. State minimum wages: 2017 minimum wage by state [Internet].
Denver (CO): NCSL; 2017 Jan 5 [cited 2017 Apr 21]. Available from: http://www.ncsl.org/research/labor-and-employment/state-mini-
mum-wage-chart.aspx.

Exhibit 4

State-funded housing subsidy programs and homelessness prevention and rapid rehousing programs in US states, 2014

Program type States

Neither type of program Alabama, Colorado, Florida, Indiana, Kansas, Kentucky, Louisiana, Maryland,
Michigan, Mississippi, Montana, Oklahoma, South Carolina, South Dakota,
Utah, West Virginia, Wyoming

Housing subsidy program only Alaska, Arizona, California, Georgia, Hawaii, Idaho, Iowa, Maine, Missouri,
Nebraska, Nevada, New York, North Carolina, North Dakota, Ohio, Rhode
Island

Homelessness prevention and rapid
rehousing program only

Arkansas, New Hampshire, Tennessee, Wisconsin

Both types of programs Connecticut, District of Columbia, Delaware, Illinois, Massachusetts,
Minnesota, New Jersey, New Mexico, Oregon, Pennsylvania, Texas, Vermont,
Virginia, Washington

SOURCE Authors’ analysis of data from Bergquist R, Cooper E, Martone K, Mondello M. State funded housing assistance programs
[Internet]. Boston (MA): Technical Assistance Collaborative; 2014 Apr [cited 2017 Apr 21]. Available from: http://www.tacinc.org/
media/43566/State%20Funded%20Housing%20Assistance%20Report.pdf.
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While some states achieved high performance
across multiple policy areas, many more states
were underperforming in several key areas.
Twenty-one states had minimum wage levels at
or below the federal level of $7.25. The disparity
between low- and high-performing states was
notable for state-fundedpre-K: Therewas at least
a 25-percentage-point difference between lead-
ing states and lagging states in the percentages
of four-year-olds enrolled in pre-K. Adults and
children living in states that perform poorly in
these two policy areasmay have limited access to
a living wage and early education, which are
social policies that can ameliorate economic
and social disadvantage that has significant
health consequences over the life course.
Many states have enacted some of the selected

policies but could do more. For example, twenty
states do not have policies in place to address
both permanent and temporary housing needs.
Also, while many states have raised their mini-
mum wage above the federal level, twenty-two
states still have minimum wages just above the
federal level but below the rate for a full-time
worker earning the minimum wage to have an
annual income above the federal poverty level.39

Even for the states that achieved accomplish-
ments in one domain, findings from the score-
card highlight additional opportunities for them
to make policy changes that could improve
health equity.

Policy Implications
TheWorldHealthOrganization’sReview of Social
Determinants and the Health Divide in the WHO
European Region introduced a simple mnemonic
for howmember states could act on social deter-
minants to improve health equity: “Do some-
thing, domore, do better.”40 This formula recog-
nized that economic capacities and political
cultures differ across countries. As a result, the
most appropriate actions for governments to
take to improve health equity might range from
taking the first steps to ensure safe streets for
children (“do something”) to creating anarrayof
newhome-, school-, and community-based inter-
ventions for at-risk children (“domore”) or fine-
tuning the way that comprehensive social wel-
fare systems support children and their parents
(“do better”).
US states also vary significantly in availability

of resources and approaches to acting on the
social determinants of health. A variety of ap-
proaches to encourage policy changes at the
state level will be needed to create healthier
and more equitable communities. Ultimately,
optimal health outcomes could be achieved if
other states followed California’s lead and

adopted a “health in all policies” approach that
incorporates health considerations into decision
making across multiple sectors and policy
areas.41 Even without such an approach, state-
level policy makers could begin by focusing on
amanageable number of evidence-based policies
that are likely to yield improvements in health,
such as those in our scorecard. Recent policy
changes demonstrate that it is possible for gov-
ernments of poorly performing states to begin by
doing something. In addition, states that already
doing some of the things on our scorecard well
can strive to domore, and leading states can find
ways to do better in terms of enacting the select-
ed five policies that can create healthier and
more equitable communities.
In November 2016, California voters passed

Proposition 56, which raised the state cigarette
excise tax for the first time in eighteen years—
from $0.87 to $2.87 per pack.43 Also in Novem-
ber 2016, Arizona voters approved Proposition
206 (the FairWages andHealthy Families Initia-
tive), which will increase the state minimum
wage by annual increments until it reaches
$12.00 in 2020.44 The minimum wage hike
changed Arizona from a mid- to a high-perform-
ing state in the social factors domain, which
proves that states already doing something can
do more.
Although last of the thirty-one states to adopt

the Medicaid expansion, Louisiana is the only
state in the Deep South to expand Medicaid. To
address state budgetary concerns about the ex-
pansion, Louisiana used existing programs that
were already working with low-income adults to
enroll eligible people in Medicaid.42 Louisiana
can serve as an example for states with similar
budgetary concerns that have not expanded
Medicaid.
Several states that adopted the Medicaid ex-

pansionhave foundways to do better by trying to
improve on current policies. Massachusetts,
New York, and Vermont applied for and were
awardedgrant funding fromtheCenter forMedi-
care andMedicaid Innovation’s State Innovation
Models initiative to develop and test new pay-
ment and service delivery models to improve
health care access and quality.45

It is important to recognize that states that
performed poorly on the five policies measured
by our scorecard might be using alternative poli-
cies and approaches to improve health equity.
For instance, Louisiana performed poorly on
housing policies in our scorecard. However,
the state has been innovative in using demon-
stration waivers for supportive housing and has
awarded points to developers that set aside a
percentage of units for the state’s Medicaid-
supported Permanent Supportive Housing pro-

Politics, Law & Equity

1054 Health Affairs June 2017 36:6
Downloaded from HealthAffairs.org on February 05, 2018.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



gram. In future scorecards, we aim to include
additional policies and approaches that could
affect health equity.

Conclusion
Our equity scorecard reveals that there are op-
portunities for states tomakepolicy changes that
can create healthier andmore equitable commu-
nities. We recognize that we have studied only
some of the policies that can increase health
equity, and that five measures constitute a short
list on which to rank states. While additional
measures exist, this first scorecard aims to start

a dialogue about what states can feasibly do to
reduce health inequities. A long list of measures
likely would overwhelm anyone at the state level
attempting to improve population health and
reduce inequities, especially in states with few
resources to address these challenges. More
comprehensive scorecards can be designed
based on the process outlined here. Our future
research will be focused on carefully expanding
the number of indicators within each of the five
domains, so that states could have a choice of
policy levers to use for achieving health equity
and could select those most appropriate
for them. ▪

The authors thank Anthony Shih and Jo
Ivey Boufford at the New York Academy
of Medicine for their input. The views
expressed in this article do not reflect
any official position of the New York
Academy of Medicine.
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