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Racism and discrimination are the root of many pediatric health inequities and
are well described in the literature. Despite the pervasiveness of pediatric
health inequities, we have failed to adequately educate and prepare general
pediatricians and pediatric subspecialists to address them. Deficiencies within
education across the entire continuum and in our health care systems as a
whole contribute to health inequities in unacceptable ways. To address these
deficiencies, the field of pediatrics, along with other specialties, has been on a
journey toward a more competency-based approach to education and
assessment, and the framework created for the future is built on entrustable
professional activities (EPAs). Competency-based medical education is one
approach to addressing the deficiencies within graduate medical education and
across the continuum by allowing educators to focus on the desired equitable
patient outcomes and then develop an approach to teaching and assessing the
tasks, knowledge, skills, and attitudes needed to achieve the goal of optimal,
equitable patient care. To that end, we describe the development and content
of a revised EPA entitled: Use of Population Health Strategies and Quality
Improvement Methods to Promote Health and Address Racism, Discrimination,
and Other Contributors to Inequities Among Pediatric Populations. We also
highlight the ways in which this EPA can be used to inform curricula,
assessments, professional development, organizational systems, and culture
change.
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Health inequities—disparities that
are unfair, unjust, avoidable, and
unnecessary—are ubiquitous among
pediatric populations.1 Health
inequities among Black and Hispanic
children are well documented in the
literature1–12 and are often
inappropriately attributed to
underlying genetic differences.
However, race is a social construct
and has no biological basis. Racism—
a dynamic system of oppression
based on the interpretation of
normal human phenotypic
variations—is a root cause of racial
and ethnic health inequities.13,14

Additionally, the connection
between structural racism and social
determinants of health, defined as
the conditions in the environments
where individuals are born, live,
learn, work, play, worship, and age
that affect health and well-being,15

cannot be overstated: Marginalized
populations in whom social
determinants of health confer poor
health outcomes continue to be
disenfranchised. Furthermore,
discrimination based on many
characteristics, including race,
ethnicity, age, sex, gender identity,
religion, sexual orientation,
disability, language, income,
geographic region, nationality, and
others, significantly affect the health
and well-being of specific pediatric
populations and contribute to health
inequities.16–19

Despite the pervasiveness of
pediatric health inequities, we have
failed to adequately educate and
prepare general pediatricians and
pediatric subspecialists to address
them. Within graduate medical
education (GME), specific
deficiencies contribute to health
inequities in profound ways, and
data from the Accreditation Council
for Graduate Medical Education
(ACGME) reveal that “there is
currently a substantive deficiency in
preparing residents and fellows to
both identify and address disparities

in health care outcomes, as well as
ways to minimize or eliminate
them.”20 First, this propagation of
inequity and racism occurs through
the hidden curriculum, often
described as the implicit lessons we
teach our learners.21 Examples
include the implicit messages we
convey in how we approach
communication with patients and
families with limited English
proficiency (eg, inconsistent use of
interpreter services, suboptimal
verbal and written communication
of instructions at the time of
discharge),22,23 the words we use to
describe specific patients (eg,
“frequent flyer,” “poor historian,”
“difficult,” “noncompliant”) that
color our perceptions and contribute
to biased decisions in the clinical
setting, and the hierarchy in
medicine that discourages learners
from speaking up, all of which
contribute to the normalization of
behaviors that propagate disparities
and discrimination in medicine.24–27

Second, learners are exposed to the
practice of race-based medicine,
defined as “the system by which
research characterizing race as an
essential, biological variable,
translates into clinical practice,
leading to inequitable care.”28

Significant inequities and potential
harm result from the propagation of
false notions and race-adjusted
clinical algorithms that we continue
to teach learners. For instance, the
undertreatment of pain in Black
patients is well documented in the

literature and is likely fueled by the
false beliefs held by students,
trainees, and practicing physicians
that Black people are less sensitive
to pain.29 The now retired American
Academy of Pediatrics urinary tract
infection clinical practice guidelines
listed white race for girls and non-
Black race for boys as risk factors
for urinary tract infection. The likely
consequences of these
recommendations were that Black
children are tested for urinary tract
infection less frequently, and Black
children are required to present
with more symptoms and risk
factors to meet clinician testing
thresholds.30 These messages are
further complicated by the fact that
many of these explicit and implicit
messages come from white
educators in the GME environment,
given the substantial lack of
representation of underrepresented
minorities among academic medical
center faculty.31,32

One approach to addressing these
deficiencies not only in GME but
also across the entire continuum
from education to practice is
competency-based medical
education (CBME).33 CBME
fundamentally differs from the
traditional approach to medical
education in that it begins with the
most important outcome: the
desired outcome for the patient.
Educational programs and priorities
are then developed and aligned to
meet patient needs. Educators who

Provide recommended pediatric health screening 

Care for the well newborn 

Manage patients with acute, common diagnoses in an ambulatory, emergency, or inpatient 
setting 

Recognize, provide initial management, and refer patients presenting with surgical problems 

Assess and manage patients with common behavior/mental health problems 

Contribute to the fiscally sound, equitable, and collaborative management of a health care  
workplace 

Facilitate handovers to another health care provider either within or across settings 

FIGURE 1
Example of pediatric EPAs.37
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use this approach can address
inequities by focusing on the desired
equitable outcomes and then
developing an approach to teaching
and assessing the tasks, knowledge,
skills, and attitudes needed to
achieve the goal of optimal,
equitable patient care. The field of
pediatrics, along with other
specialties, has been on a journey
toward a more competency-based
approach to education for more
than two decades, and the
framework created for the future is
built on entrustable professional
activities (EPAs).33–36 EPAs are
observable, routine activities for a
general pediatrician or pediatric
subspecialist37 (Fig 1). EPAs provide
clinical context and function in the
way all of us work and learn in the
clinical environment. However, the
original pediatric EPA framework
developed by the American Board of
Pediatrics (ABP) in conjunction with
the general pediatrics and
subspecialty communities did not
adequately address structural
racism, discrimination, and social
determinants of health and their
contribution to inequities.

This important gap in the EPA
framework led leaders at ABP to put
together a team to modify the EPA
entitled: Apply Public Health
Principles and Quality Improvement
Methods to Improve Population
Health, to better address racism,
adverse social determinants of
health, and equity. We outline the
process for developing this new
EPA, describe its contents, and share
how it can be implemented to
address these important issues to
improve education and child health
across the continuum from
education to practice.

METHODS

Team Assembly

A diverse, 6-member working
group was assembled as part of the

ABP strategic initiative focused on
diversity, equity, and inclusion.
The members included 4 women
(of whom 3 identify as Black and 1
identifies as white) and 2 men (of
whom both identify as white and 1
identifies as gay), 1 pediatric
residency program director and
medical school assistant dean in
the office of diversity and
multicultural affairs, 1 medical
educator in residency and
fellowship training leadership, 1
associate dean of diversity and
inclusion (who was a former
residency director and a member
of the original EPA writing team),
and 1 faculty member who is the
founder and director of the
pediatric social justice group Race
and Children Educational
Collaborative of Anti-Racist
Developmental-Behavioral
Pediatric Professionals. The
creation and efforts of the group
were facilitated and coordinated by
the vice president and program
coordinator of CBME at ABP. The
working group convened its initial
meeting in October 2020, which
involved a discussion regarding the
EPA revision objectives, meeting
cadence, and overall revision
process and approval.

EPA Revision

In 2001, the Institute of Medicine’s
Quality of Health Care in America
committee published the report
Crossing the Quality Chasm: A New
Health System for the 21st Century,
urging for the fundamental change
and redesign of the health care
system in the United States. Six
target areas for improvement were
identified and built around the
fundamental need for health care to
be safe, effective, patient-centered,
efficient, timely, and equitable.38

Immediate and measurable change
necessitates the use of quality
improvement (QI) science, and
physician acquisition of core QI
knowledge and skills to initiate

change is important for a
meaningful impact on outcomes.
More specifically, QI approaches
may be effective in addressing
health inequities because they target
modifiable aspects of care delivery
and are predicated on adapting
interventions based on data
monitoring over time.39 Finally, QI
can be used in conjunction with
population health strategies, which
include (1) focusing on health and
wellness rather than on illness; (2)
embracing a population rather than
an individual orientation; (3)
understanding needs and solutions
through community outreach; and
(4) addressing health disparities,
social determinants of health, and
intersector action and
partnerships.40

To this end, the working group
aimed to revise the EPA entitled:
Apply Public Health Principles and
Quality Improvement Methods to
Improve Population Health, which
was originally published in 2013.
We dramatically overhauled the EPA
to (1) explicitly name racism as a
driver of pediatric health inequities,
(2) highlight the mechanism by
which social determinants of health
confer differential health outcomes
among pediatric populations, and
(3) bolster specific population
health strategies and QI methods.
We intentionally chose to integrate
these principles into the existing
EPA focused on QI and population
health rather than to create a new
and separate EPA focused on
antiracism and inequities. By linking
new content focused on antiracism
and inequities with specific QI and
population health tools and
methods, we were able to create an
EPA focused on meaningful and
tangible action.

We used an iterative process to
revise the EPA over the course of 12
months. First, each member of the
working group reviewed the original
EPA independently. Each member
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proposed edits as well as content
additions related to racism,
discrimination, social determinants
of health, and health inequities that
would support the functions of the
reimagined EPA. The working group
met every 2 weeks, and an initial
revised draft was developed in
December 2020.

Next, in January 2021, we reached
out to 7 external experts in the
areas of pediatric health inequities,
racism, social determinants of
health, population health, and/or QI
to review the revised EPA. Four
experts accepted the invitation to
review. The experts included 1
woman who identifies as Middle
Eastern (Iranian), 2 men who
identify as white, and 1 man who
identifies as Black/African American.
Three of the reviewers have
graduate degrees in public health, 1
reviewer is currently an associate
program director of a pediatric
residency program, 1 reviewer is
the director of their center for child
health policy and advocacy as well
as the associate vice chair for
community health at their
institution, 1 reviewer is the leader
of an institutional health equity
network that uses improvement
science to close equity gaps to
optimize care delivery, and 1
reviewer is the director of research
within his division. All 4 reviewers
have extensive QI expertise. Each
expert reviewed the EPA and
provided feedback on the draft. We
specifically solicited their reflections
with regard to (1) gaps not
adequately addressed in the revised
draft; (2) whether any of the
content was not well integrated or
out of place; and (3) consistency,
precision, and intentionality in our
use of specific terms throughout the
draft. We coalesced the feedback
and edits from each expert into a
single document and incorporated
changes into the EPA by consensus.

We then sought feedback from
several key stakeholders: (1)
committees and leaders at the ABP,
including the CBME committee,
education and training committee,
senior management team, and the
board of directors; (2) the Board of
Directors of the Federation of
Pediatric Organizations, which
includes 7 major pediatric
organizations; (3) the medical
education community through the
Association of Pediatric Program
Directors (APPD); and (4) trainees
through the American Academy of
Pediatrics Section on Pediatric
Trainees and APPD’s 2021 cohort
Advancing Inclusiveness in Medical
Education Scholars program, which
comprises physician trainees
traditionally underrepresented in
medicine. All these reviewers
provided feedback through an
anonymous survey, which asked
respondents to (1) rate their level of
agreement about whether the EPA
represents an important
professional activity for general
pediatricians and pediatric
subspecialists, (2) provide
comments or suggestions for any
functions or elements that should
either be added to or removed from
the EPA, and (3) share examples of
curricular assessments or tools for
this EPA with the APPD Confronting
Racism Action Team. Feedback from
these reviewers was considered and
integrated into the final draft by the
working group. The final version of
the EPA was published on the ABP
Web site in September 2021.

RESULTS

The new EPA, now entitled Use
Population Health Strategies and
Quality Improvement Methods to
Promote Health and Address
Racism, Discrimination, and Other
Contributors to Inequities Among
Pediatric Populations,41 includes a
discussion of the rationale for the
content, scope of practice for
general pediatricians and pediatric

subspecialists, essential functions,
mapping to critical competencies,
and a glossary of terms used
throughout the document. A
supplemental document was created
that outlines specific curricular
components for each of the critical
functions included in the EPA. Table 1
highlights the 6 functions of the EPA
with a select sample of
corresponding curricular
components.

Our goal was to develop an EPA that
not only articulates the urgent need
to identify pediatric health
inequities but also provides general
pediatricians and pediatric
subspecialists with specific QI tools
to promote health equity and
antiracism. In addition to the added
focus on addressing inequities, we
revised QI curricular components to
be more detailed and specific.

DISCUSSION

The newly modified EPA is now
included as a core component of the
ABP CBME framework that defines
what it means to be a general
pediatrician or a pediatric
subspecialist. At this critical juncture
in health care and society at large,
this timely addition will help to
equip trainees, general pediatricians,
and pediatric subspecialists to
address health inequities in an
intentional and meaningful way. The
Centers of Disease Control and
Prevention recently declared racism
as a threat to public health.42 This
declaration serves as a call to action
for health care organizations and
those who work within the health
care system. This call extends to
education across the entire
continuum, and how we choose to
act and shift now will have
implications for future generations
of not only pediatricians but also
our patients and their families. The
EPA can serve as a guide for
education and assessment in this
important area and, hopefully, as a
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TABLE 1 Six Functions of the EPA and Sample Curricular Components

EPA Function37 Sample Curricular Components

Recognizing one’s professional responsibility to populations, communities,
and society at large

Acknowledges and mitigates personal implicit and explicit biases, many of
which are exacerbated by a greater historical context of systemic
oppression

Recognizes the role that specific policies and practices play in
maintaining systems of oppression and inequity, reinforcing biases,
and creating inequitable outcomes

Reports systems errors, system or structural impediments to equitable
care delivery, and/or reportable diagnoses through formally
established mechanisms, committees, agencies, or processes

Identifying populations placed at risk for poor health outcomes using
statistical, epidemiological, public health, and community outreach
measures

Identifies populations by practice settings, various demographics,
socioeconomic status, geographic region, and/or medical conditions as
a critical first step to improving health outcomes

Knows the difference between equality and equity as they relate to
clinical care, policies, and procedures

Acknowledges that a history of medical experimentation, abuse, and
exploitation of marginalized populations directly contributes to the
mistrust these populations have toward the medical profession

Recognizes that race is a social construct and has no biological basis
and understands that race and ethnicity are both poor proxies for
ancestry

Interprets studies on racial inequities with an understanding that racism
(not race) is an ever-important risk factor

Collaborating with diverse stakeholders in the development and
implementation of initiatives to improve health outcomes

Maintains approachability and openness to discuss opportunities to
improve practice, address personal bias, and combat interpersonal
racism, sexism, ableism, homophobia, transphobia, and other forms of
discrimination

Recognizes the importance of cross-sector partnerships across a variety
of medical and nonmedical disciplines to create upstream
interventions to address inequitable policies and procedures and
social determinants of health for specific patient populations

Engaging in QI initiatives to improve patient care delivery, outcomes, and
health care systems

Uses specific-aim statements to set precise goals to drive improvement
interventions and lead teams

Defines and tracks process, outcome, and balancing measures that are
critical to determine if system changes result in improvement

Uses tools such as run or control charts to measure process/system
performance over time

Appreciates the value of small tests of change or Plan-Do-Study-Act cycles
in determining which improvement interventions work in the clinical
care system and which need to be adapted or abandoned

Using data resources (eg, electronic health record, patient registries,
databases) to advance QI and population health initiatives

Uses digital information to identify populations placed at risk and
promote improved health outcomes for these populations

Recognizes the limitations of administrative data from the electronic
health record and other centralized data sources, including sources of
bias (who entered the data, were the data self-reported, what is the
source of data, what was the original intent of the captured data, to
what extent does varying objectives and nature of how the data were
captured contribute to bias), and how this affects data reliability and
quality

Dismantling processes/systems rooted in racism and/or discrimination to
address inequities10 and achieve optimal health outcomes for all
children

Defines racism (intrapersonal, interpersonal, institutional, and systemic)
and understands the mechanisms by which it orchestrates inequitable
systems that negatively affect the health and well-being of
marginalized racial and ethnic populations

Promotes antiracism and works to eliminate the impact of all forms of
racism on health outcomes

Works to eliminate health inequities resulting from discrimination and
prejudice based on race, ethnicity, age, sex, gender identity, religion,
sexual orientation, disability, language, income, geographic region, and
nationality on the health and well-being of specific populations
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model for other specialties and
disciplines to use as they address
health inequities.

The EPA can be used in a variety of
ways (Table 2). First, at the GME
program level, the EPA can be used
to build curricula to address

important concepts. As a
supplement to the EPA, a list of
suggested curricular components is
included, and programs can use

TABLE 2 Application of the EPA

Application of EPA Demonstrable Behaviors

Curriculum development: (1) GME curriculum and (2) individual
professional development programs

Residency program develops a series of didactic and interactive
educational sessions to address the EPA function identifying
populations placed at risk for poor health outcomes using statistical,
epidemiological, public health, and community outreach measures.

Resident QI curriculum, including the selection of a QI initiative to
increase the percentage of social determinants of health screenings
completed for patients admitted to the hospital, is informed by several
functions of the EPA.

Group of practicing pediatricians listens to a series of podcasts focused
on the impact of racism on child health and discusses the content and
develops provider- and systems-level approaches to improve care
delivery in their practices.

Office of professional development, in conjunction with the chief medical
informatics officer, creates a seminar series focused on digital
information and population health.

Assessment: (1) Evaluation of individual trainees across a range of
rotations and educational experiences as they progress toward
unsupervised practice and (2) guide for ongoing education and self-
assessment

Program directors and faculty create an assessment form for the
continuity of clinical experience that includes an evaluation of the
residents’ ability to identify populations placed at risk and promote
improved health outcomes for these populations.

Community pediatrics rotation includes an assessment of residents’ work
to eliminate health inequities resulting from discrimination and
prejudice based on race, ethnicity, age, sex, gender identity, religion,
sexual orientation, disability, language, income, geographic region, and
nationality on the health and well-being of specific populations.

General pediatrician or pediatric subspecialist in practice reviews EPA
components under the function of dismantling processes/systems
rooted in racism and/or discrimination to address inequities and
achieve optimal health outcomes for all children as a means of
identifying gaps in knowledge and areas for improvement. The
practicing pediatrician then chooses to learn more about 1 system (eg,
housing) and its impact on patients and families in their community.

Practicing pediatrician uses the EPA to create annual professional
development goals that are then shared and discussed with their
director or supervisor. The director then assists the practicing
pediatrician in developing a plan to accomplish the outlined goals.

Support organizational systems and culture change: (1) Propels QI and
population health initiatives and 2) provides a scaffold for sponsoring
institutions and health systems to develop programs to address
systemic gaps in education and patient care delivery

Institutions develop activities informed by this EPA to address the known
variation in knowledge of and comfort with various topics (eg,
population health, health disparities, QI) and to ensure that general
pediatricians and pediatric subspecialists are well equipped to educate
and evaluate trainees.

Institutions provide support and create opportunities for practicing
pediatricians to receive Maintenance of Certification Part 4 credit for
the development and execution of QI initiatives that address health
disparities.

Hospital leaders of safety and quality, patient and family experience,
diversity and inclusion, and GME join forces to implement a
comprehensive process that accomplishes the goals of several EPA
components, including reports systems errors, system or structural
impediments to equitable care delivery, and/or reportable diagnoses
through formally established mechanisms, committees, agencies, or
processes.

To promote data transparency, an institution develops an equity
dashboard that includes specific metrics that identify equity gaps
related to utilization, cost, patient safety, and patient and family
experience.
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these items to develop their own
educational initiatives that center on
$1 functions of the EPA; the
associated components can serve as
specific learning objectives. This
approach is useful for building
content that can be delivered in a
variety of ways, including traditional
didactic lecture format and many
interactive and action-oriented
activities. Leaders in the pediatric
program director community,
including APPD, have taken this
approach 1 step farther and are
using this new EPA as a framework
to build a curriculum that can be
shared nationally across programs,
regardless of geographic location or
resources.43

Another important role for this EPA
at the GME program level is in
assessing individual learners as they
progress toward unsupervised
practice in performing the EPA. All
EPAs are assessed by using an EPA
supervision scale, with an
expectation that learners during
GME training advance toward
unsupervised practice, known as
entrustment. This new EPA, like
many others, can be broken down
into manageable components and
used across a range of different
rotations and educational
experiences to inform a decision
about progression toward
entrustment over time. For example,
a trainee’s performance of this EPA
during an advocacy rotation could
be assessed through several
curricular components on a formal
evaluation, including (1) advocating
for children, families, and
populations at the local, state, and/
or federal levels and (2) recognizing
the importance of cross-sector
partnerships across a variety of
medical and nonmedical disciplines
to create upstream interventions to
address inequitable policies and
procedures and social determinants
of health for specific patient
populations. Likewise, formal

evaluations for trainees on
ambulatory, emergency department,
and/or inpatient rotations may
include a variety of curricular
components, including (1)
identifying ways to more effectively
treat conditions, prevent disease,
and promote the health of patients
and populations; (2) recognizing
critical variations in practice that
have led or could lead to patient
harm and/or inequity; (3)
demonstrating cultural humility by
seeking out the priorities and
perspectives of the patient,
community, and/or population
served; (4) reporting systems
errors, system or structural
impediments to equitable care
delivery, and/or reportable
diagnoses through formally
established mechanisms,
committees, agencies, or processes;
(5) collaborating as a member of an
interprofessional health care team in
efforts to improve population
health; (6) maintaining
approachability and openness to
discuss opportunities to improve
practice, address personal bias, and
combat interpersonal racism,
sexism, ableism, homophobia,
transphobia, and other forms of
discrimination; and (7)
standardizing care practices to
remove variation due to racism,
bias, and other forms of
discrimination with the goal of
eliminating health inequities.

The EPA is designed to apply well
beyond GME training, given that the
supervision scale for this EPA
ranges from “observe only” through
“lead collaborative efforts to
improve care at the level of
populations and systems at the
regional and/or national level.”
Although development of the
relevant knowledge, skills, and
attitudes to perform this EPA should
ideally start before and continue
through GME training, this early
development is only the beginning.

For those in early practice after
training, as well as experienced
faculty, this EPA can be used as a
guide for ongoing education and
self-assessment. For practicing
general pediatricians and pediatric
subspecialists, this EPA provides a
framework for evaluating one’s own
practice, identifying areas for
improvement to address health care
quality issues in general, and
assessing potential areas of inequity.
Furthermore, this EPA can be used
by practicing general pediatricians
and pediatric subspecialists to guide
participation in available
professional development activities
or in larger ways as individuals or
teams develop and/or participate in
QI projects as part of their
continuing certification and lifelong
learning.

On a broader scale, ABP has
numerous ways general
pediatricians and pediatric
subspecialists can obtain
Maintenance of Certification Part 2
and Part 4 credit for participating in
activities in support of or informed
by this EPA. In addition to the
impact on child health and the care
of patients by these physicians,
activities of this nature are of
particular importance given the role
of practicing general pediatricians
and pediatric subspecialists in the
education of learners and the public.
Institutions, health systems, and
other pediatric organizations can
create professional development
activities informed by this EPA to
address the known variation in
knowledge of and comfort with these
important topics and to ensure that
general pediatricians and pediatric
subspecialists are well equipped to
provide equitable care while
educating and evaluating learners.

Every pediatrician responsible for
patient care must be committed to
lifelong learning and improvement.
This EPA fills a gap by providing a
framework for both education and
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assessment across the entire
continuum of learning and practice
that is focused on equitable care and
addressing adverse health
disparities. This framework provides
an opportunity to better address
inequities in children from the
individual general pediatrician or
pediatric subspecialist to the larger
community of practice as we lead in
this important area as a specialty.

The next step in this process is to

build on this foundation and move
toward broader implementation and
application of this EPA in both GME
and practice. The ABP has
committed to broader
implementation of the EPA
framework as part of the future of
initial and continuing certification,
and this EPA represents a critical
component of that process.
Collaboration with the ACGME and
other professional societies is
essential to adapt and scale the EPA
for other specialties. Broader

implementation of this important
activity is not without challenges
and potential barriers, which include
the need for shared responsibility
among pediatric professional
organizations, health systems, and/
or academic institutions to ensure
that all practicing pediatricians
participate in professional activities
tied to the content of the EPA and
the need for high-quality curricular
materials, professional development
content, and assessment tools that

effectively address gaps in
knowledge and skills necessary to
develop competency. Institutional
culture and variability in knowledge
and comfort in these areas among
individuals are also challenges.
However, collaboration between
members of our pediatrics
community and the various
pediatric organizations that are
committed to this work provides an
opportunity for our specialty to
lead the way toward a brighter and
more equitable future for the care

not only of children but also of all
patients.
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