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When Peace Is
Threatened, So Is
Public Health

The commitment to preventing disease,

promoting health, and prolonging life at the

population level has shifted efforts away from indi-

vidualizing health disparities to understanding how

social and structural determinants shape individual

health outcomes. However, there is less-explicit

focus on what conditions shape socio-political

structures. A baseline level of peace, defined as

the absence of both direct and structural violence

(https://tinyurl.com/2s3jhh5h), is often an unstated

assumption that underscores our ability to mount

effective and sustainable public health responses.

The tenure of the 2022 AJPH Student Think

Tank occurred during several paradigm-shifting

socio-political events (the COVID-19 pandemic,

highly visible and racialized violence in the United

States, the civil war in Ethiopia, the femicide of

Mahsa Jina Amini in Iran, and the war in Ukraine

just to name a few), which challenged us to criti-

cally reflect on whether the socio-political envi-

ronments where public health is practiced have

truly ever been peaceful.

The nexus between health and peace is not

new; in 1981, the World Health Assembly’s Reso-

lution stated, “the preservation and promotion of

peace is the most significant factor for the attain-

ment of health for all” (https://bit.ly/3HD3yVw).

While there is an urgent need to conceptualize

peace as a fundamental determinant of health,

certain forms of direct and structural violence

have become part of the zeitgeist.

When violence becomes normalized, it ham-

pers the ability to recognize that the absence of

peace anywhere poses global threats to public

health everywhere. For example, the legacy of

armed conflict in the Democratic Republic of the

Congo has eroded medical and public health

infrastructure, rendering Congolese populations

vulnerable to emerging infectious diseases that

can now spread internationally faster than ever

before (https://tinyurl.com/52t7ja6w). Further-

more, despite the United States maintaining the

world’s highest gross domestic product (https://

tinyurl.com/mr2d7fkj), US maternal mortality

rates rank among the highest globally, with Black

women experiencing three times the risk of death

compared with their White counterparts (https://

tinyurl.com/2bwryeca), thereby yielding intergenera-

tional adversities. The direct violence from armed

conflict and the structural disparities that cause the

premature mortality of Black women illustrate that

when peace is threatened, so is public health.

We conceptualize threats to peace across

three dimensions. First, the presence of direct

violence in the form of war and conflict between

and within nations has a profound effect on

whether environments sustain life or exacerbate

premature morbidity and mortality. Second, high-

income countries can have “pockets of fragility,”

wherein subpopulations experience a dispropor-

tionate disease burden. Third, forced displace-

ment and migration, either within a country or

across international borders, can yield intergen-

erational health adversities at the intersection of

gender, class, and race.

To highlight our conceptualization of the

peace–health nexus, we present diverse student

perspectives and experiences on the theme of

peace as a fundamental determinant of health

(see pp. 146–159). The selected submissions

engage critically with the most pressing public

health issues at the crossroads of peace and

health. The submissions collectively emphasize

that the absence of peace anywhere and among

any group threatens us all. Without peace, public

health cannot reach its goals of preventing dis-

ease, promoting health, and prolonging life. It is

time for the public health community to declare

explicitly that peace is fundamental for health and

to advocate accordingly.

Luissa Vahedi, MSc
Clara Harb, MPH, MA
Shokhari Tate, MPH
Antony Nguyen, BA

Tyana Ellis, PhD, MSPH
Summer Woolsey, MPH, TTS

Jonathan J. Suen, AuD
2022 AJPH Student Think Tank

DOI: https://doi.org/10.2105/AJPH.2022.307185

12Years Ago
The New Left and Public Health

We continue wrestling with the politics
of “community”—a term invoked frequent-
ly (and often mystically) yet imprecisely in
public health—and the associated search
for sources of transformation in health
provision. Historical and present efforts
related to government health insurance
have been propelled mainly by middle-
class reformers, not more popular con-
stituencies. With some exceptions, mass
organizing around health equality
remains difficult.

From AJPH, February 2011, pp. 247–248

45Years Ago
Consumer-Based Boards of Health
Centers

Consumers need to be involved in the
larger health care system, not just in the
governance of local facilities such as
health centers. This would provide new
power bases and open up communica-
tion channels between higher levels in
the health care system and consumers
on local levels. The effect would be that
local consumer board members would
have access to information other than
that channeled through the traditional
professional channels. . . . It may be that
consumer board members should have
some identifiable constituency. This
could take the form of official represen-
tation of other relevant community orga-
nizations, thereby providing a power
base as well as relevant organizational
experience for potential board mem-
bers. If this occurs, providers and other
professionals should be prepared for an
increase in conflict, as consumers would
now come to the board with vested
interests and increased self-confidence.

From AJPH, June 1978, p. 581

132 Editor’s Choice Vahedi et al.
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Public Health and War:
Hope Among the Horrors?
Oliver Razum, MD, MSc, and Lisa Wandschneider, MSc
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See also Cole et al., p. 185, Ferguson, p. 182, Levy and Bowleg, p. 175,

Mend�ez and Zu~niga p. 177, and Riley, p. 179.

From Horror to Hope: Recognizing and
Preventing the Health Impacts of War

By Barry S. Levy
New York, NY, and Oxford, UK; Oxford University

Press; 2022.
304 pp; $55.

ISBN: 978-0-19755-864-5 (paperback).

“War is a man-made public

health problem,” argued the

Turkish Medical Association when the

Turkish army attacked Kurdish areas in

Afrin, Syria.1 The American Public Health

Association (APHA) placed war “among

the most important public health pro-

blems of the last 100 years,” with “little

evidence that its importance is waning.”2

Barry S. Levy, in his new book From Hor-

ror to Hope: Recognizing and Preventing

the Health Impacts of War, agrees, and

speaks of war as a “public health cat-

astrophe.” What more can be said?

TIMELY AND
ACCOMPLISHED

A lot more, as Levy’s work shows. Levy

is a physician with the Department of

Public Health and Community Medi-

cine, Tufts University School of Medi-

cine, and former APHA president. His

publications cover social injustice, envi-

ronmental health, climate change, ter-

rorism, and war, from a public health

perspective. From Horror to Hope brings

together what has preoccupied Levy

throughout his professional life. He

describes how war affects population

health in different forms and

dimensions, ranging from injuries, men-

tal and reproductive health, to (non)-

communicable diseases, and he identi-

fies subpopulations at particular risk,

from children to military personnel. He

covers the effects of different types of

weapons, as well as legal and ethical

aspects of war. Importantly, Levy pro-

poses what role public health profes-

sionals can play in preventing war and

promoting peace. His book will be

of interest to public health students

and practitioners wishing to obtain

an overview of these long-neglected

topics.

The breadth of the topics Levy covers

is impressive. In some places, more

in-depth technical details could inform

the actions and practices of public

health professionals. For example,

there is an extensive list of chemical

agents used in weapons of mass de-

struction, yet it remains open how their

health effects can be treated, and what

public health resources this would re-

quire. The section on nuclear weapons

rightly focuses on the risk of total mutu-

al destruction. Yet Russia’s President

Putin, his invasion of Ukraine failing,

may resort to “low-yield” tactical nuclear

warheads. Levy does not provide much

detail of a public health response—

which would be quite different in the

two scenarios. It would range from

explicitly warning the public that no

health workers and infrastructure will

be left to assist survivors of an all-out

nuclear war to detailed advice on how

to avoid physical and radiation injury,

building on the dubious “duck and

cover” campaigns in the 1950s. Public

health workers face a dilemma here:

claiming that they can alleviate a popu-

lation’s suffering after a nuclear attack

would be unethical—but so would de-

clining to prepare for nuclear war.
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MORE DILEMMAS AND
AMBIGUITIES

Dilemmas and ambiguities abound in

the context of 21st century wars—for

example, those relating to when a war

starts, and what constitutes a weapon.

Levy describes new weapons such as

drones and cyberattacks. One could add

here weaponized health communication,

which may be deployed well before mili-

tary action is taken. Broniatowski et al.

provide evidence of Russian Twitter bots

and Internet trolls amplifying a debate on

measles vaccination in Ukraine in 2014,

thereby compounding vaccine supply

problems.3 Vaccine uptake among Ukrai-

nian children declined dramatically, as

Figure 1 shows, followed by an outbreak

with tens of thousands of cases in 2018

and 2019. Substantial public health

resources were and are required to

make up for the ensuing loss of trust,

extending to the COVID-19 pandemic.

An additional public health dilemma,

which is often neglected, pertains to

“othering” processes in times of war. To

legitimize weapon use, territorial war, or

regime change, the attacking party will

construct an “other,” such as a purport-

ed Nazi regime in Ukraine as Russia’s

justification for its war of aggression; or

a regime allegedly hoarding weapons of

mass destruction, as in the second Iraq

war. A core element of othering

processes is a power asymmetry.4 This

asymmetry manifests in terms of mili-

tary, economic, or knowledge power.

In a war of aggression, the aggressor

makes use of these power asymme-

tries, and subsequently attacks in the

respective fields—not necessarily, or

not only, in the military field.

In othering processes, the equal

worth of individuals is challenged from

a position of power. In a war, othering

leads to dehumanization, which rarely

remains one-sided, even in an asym-

metric war.5 In Ukraine, for example,

the enemy forces are called “russians”

(with a small “r”) and labeled as nonhu-

man, monstrous creatures. Additional

forms of othering associated with war

scenarios include the detainment of

population groups in camps.4 In these

scenarios, public health practitioners

face yet another dilemma. On the one
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FIGURE 1— Measles Vaccination Coverage Among Children in Ukraine in Percentages, 2000–2021

Note. Black line: first vaccine dose; gray line: second vaccine dose.
Source.WHO Immunization Dashboard Ukraine (https://immunizationdata.who.int/pages/profiles/ukr.html).
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hand, they need to identify, publicize,

and help to reduce economic and

knowledge asymmetries between

groups and between nations, empha-

sizing again and again the equal value

of all human beings, and to reject

attempts at othering particular groups.

On the other hand, they have to con-

cede that nations need defense systems

that are able to balance asymmetries in

military power to protect populations

and their health from aggressors, such

as Russia, that ruthlessly break interna-

tional law. Democratic societies with a re-

alist view of world politics will conceive a

well-funded military as a means of pri-

mary prevention of war. Even when striv-

ing for disarmament, they will concede,

for the time being, a need for the very

weapons, including nuclear weapons,

that inevitably turn war into a public

health catastrophe.

CHALLENGES

Levy prefers other means of preventing

war, which he discusses in the conclud-

ing chapter. Diplomacy and reconcilia-

tion are core elements of promoting

peace, and Levy recommends, for ex-

ample, “speaking truth to power.” Yet

activists against war incur high personal

risks. Members of the Turkish Medical

Association were sentenced to prison

terms after their protests and freed

only after international expressions of

solidarity.1,6 Russian citizens who pro-

test against their government’s war in

Ukraine lack a comparable visibility,

institutional backup, and supportive

lobby.

That does not mean that public

health scientists and practitioners

should give up idealist positions, or that

they should stop actively opposing war.

First, they need to continue document-

ing direct and indirect war-related

health consequences, as Levy and col-

leagues such as Victor W. Seidel have

impressively done over the past dec-

ades.7 Levy portrays several more doc-

tors, activists, and scientists in his book

who contribute to this endeavor. Sec-

ond, public health scientists and practi-

tioners must find a balance between

pointing out the limitations they are

facing, being unable to protect popula-

tion health in all-out wars; and explain-

ing means of mitigation and prevention.

And third, they need to identify, and

aim at reducing, othering processes in

and between societies early on, thus

helping to stop divisiveness and hatred.

“From Horror to Hope” is a fitting

motto these days, when the future

looks precarious: humanity may well

eradicate itself—and many other

species—through unmitigated climate

change or in an all-out war. Far too little

has been done to protect the future.8

Public health scientists and practi-

tioners ought to spend substantially

more time and resources assessing

and communicating these horrors and

their health consequences—helping to

keep them at bay, and thereby invest-

ing in the future from a position of

hope. In other words, they should fol-

low Barry Levy’s remarkable example.
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Intimate partner violence (IPV),

formerly termed domestic violence

(DV), is a pernicious social problem that

has proven to be difficult to target and

treat effectively. Most of what we know

about IPV, including ideas about its

causes, consequences, treatments, and

interventions (including outcomes),

comes from a Western paradigm.

WESTERN MODALITIES

Beginning with the battered women’s

shelter movement in the 1970s in

England, domestic violence policies

really got traction in the late 1980s in

the United States with the majority

of the states passing legislation that

criminalized it. These laws either

encouraged (proarrest) or required

(mandatory) police responding to DV

calls to identify the abuser and arrest

him (most were gender-specific at the

time of their passing). These laws were

crafted to move past the Castle Doc-

trine, which essentially viewed the

state’s right to intrude on a citizen’s

life as stopping at the front door,

because a man’s home was his castle.1

Predictably, this seismic shift in policy

led to a large increase in the number of

men arrested, prosecuted, and con-

victed of DV offenses in the criminal jus-

tice system. This groundswell of men

being processed into the criminal justice

system threatened to cripple an already

overtaxed system, and it was quickly

acknowledged that paying a small fine

(misdemeanor DV) or going to jail (typi-

cally 30 days for misdemeanor DV)

would do little to equip these men with

a skill set to prevent future types of simi-

lar behavior. As a consequence, court-

referred treatment and intervention pro-

grams quickly emerged as an alternative

to fines or jail time. This, in turn, led to a

large body of research being devoted to

evaluating the outcomes of these bat-

terer intervention programs.

The red thread that connects all of

these disparate parts of IPV for the

past three decades is the feminist

paradigm. Emerging from the begin-

ning of the shelter movement, the pri-

mary explanation for the cause of IPV

was that we exist in a patriarchal cul-

ture in which violence against women

(i.e., heterosexual male violence

directed toward a female intimate part-

ner) is both sanctioned and part of the

socialization process. This view is foun-

dational to understanding the etiology

of why men assault women and led to

the development of a dominant inter-

vention program for batterers that

was codified in state laws around the

United States (i.e., the Duluth program)

and was also codified at the federal

level with the passing of the Violence

Against Women Act of 1994 (most

recently reauthorized in 2022).

HEARING THE VOICE
FROM THE GLOBAL
SOUTH

Despite the wide-ranging and easily

accessible information available on IPV

in Western countries, there is a signifi-

cant delta between that body of work

and information available from countries

in the Global South. To begin the pro-

cess of rectifying this imbalance, in

2021, the World Health Organization

(WHO) released its report on global IPV

rates for 2018 and reported that the life-

time rate for women who will experi-

ence physical violence, sexual violence,

or both is 26% for women aged 15 years

and older.2 The report is comprehensive

and breaks this rate down by regions of

the world. Viewing the occurrence of IPV

through a feminist lens, it can be antici-

pated that more-patriarchal countries,

where women have fewer rights and

freedoms, will have higher-than-average

rates of IPV.

For the purposes of this WHO report,

Iran is categorized in the Eastern
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Mediterranean Region, and the lifetime

rate of IPV for that region is 31%. The

rates of IPV reported by the WHO serve

as important background information

for the IPV rates revealed in this study.

Making matters more complicated, the

COVID-19 pandemic has proven to be

challenging on many fronts, with IPV

taking center stage as a major global

public health concern, in response to

pandemic-related strategies like

lockdowns.3,4

In this issue of AJPH, Fereidooni et al.

(http://bit.ly/3NV9xG8) undertook an

investigation that examined the preva-

lence of IPV during COVID-19 among

Iranian women. We want to laud the

authors for undertaking such an impor-

tant study, given the scant literature on

IPV within the context of pandemics

generally and out of the Global South

and Iran specifically. The study reveals

that the IPV rate for its sample of Ira-

nian women was 54.2% in 2019 (pre-

pandemic) and 65.4% during the

pandemic.

The rates identified in the study are

two times higher than those reported

for the region, but it should be noted

that these figures include sexual vio-

lence, physical violence, and psychologi-

cal violence, while the WHO data exclude

psychological violence. However, the find-

ings are consistent with one of the few

other studies of IPV among Iranian

women. In a study involving a sample of

240 women developed using multistage

randomsampling,Mohammadbeigi et al.5

reported an IPV rate of 28.8% for physical

and sexual violence and an overall rate

of IPV including psychological violence

of 80%.

Taken as a whole, the findings from

the Fereidooni et al. study are consis-

tent with what one might expect for a

country like Iran that is widely viewed

as oppressive for women, but they are

important for several reasons. First,

they provide empirical evidence for

what would seem intuitively true from

a feminist perspective. Second, they

provide empirical data documenting

the impact COVID-19 public health pre-

vention measures had on increasing

IPV risk for women, with an emphasis

on the Global South. Third, they found

that a male partner becoming unem-

ployed increased IPV risk for his female

partner and that socioeconomic status

served as a protective factor for women,

both of which are true in Western coun-

tries.6 The Fereidooni et al. study serves

to further the argument made in other

studies that we should unify efforts to

address violence against women by pro-

viding yet more evidence that IPV is a

global public health problem that is not

bound by hemisphere, continent, or

region.7
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On an array of health concerns,

policymakers have rejected sci-

ence in favor of lawmaking based on

ideology, politics, and religion to the

detriment of public health. This is

particularly true of stigmatized health

areas such as reproductive health and,

especially, abortion care.

Before the Supreme Court decision

in Dobbs v. Jackson Women’s Health

Organization, state lawmakers who were

determined to legally restrict abortion

enacted laws with the purpose of im-

peding abortion care. As legislators

bound by constitutional protections for

the right to abortion, they could not

ban abortion outright. Antiabortion law-

makers instead enacted laws that reject

scientific evidence to discourage and

create obstacles for both abortion pro-

viders and patients seeking abortions.

Among the many types of antiscientific

abortion regulations are medication

abortion “reversal” laws. In this issue of

AJPH, Redd et al. (p. 202) longitudinally

examine these types of laws.

Medication abortion “reversal” is an

untested and experimental treatment

to stop the abortion process for

patients who have undergone a medi-

cation abortion. Redd et al. note that,

since 2015, 14 states have enacted

laws requiring that patients be told

about medication abortion reversal in

the counseling process during an abor-

tion, despite the lack of scientific basis

for the treatment. Medication abortion

reversal laws have primarily been

enacted in states with legislatures that

are hostile to abortion rights. Indeed,

the authors note that legislatures in 11

of the 14 states with such laws have

also enacted abortion bans.

With the rise of outright bans in

abortion-hostile states after the Dobbs

decision, medication abortion reversal

laws on their own are likely to have less

impact. However, attention to these and

other antiscientific abortion laws

remains critical to research and to en-

suring access to abortion care. The Redd

et al. findings highlight the urgent need

to track and counter antiscience state

abortion laws subsequent to the end of

federal constitutional abortion rights.

TOWARD EVIDENCE-
BASED ABORTION
REGULATION

While abortion bans came into force in

the weeks and months after the Dobbs

decision, so did a surge in political will

to protect abortion among abortion-

supportive policymakers. As they dem-

onstrate their commitment to abortion

rights, public authorities should work

to counter and repeal medication abor-

tion reversal laws and the many other

antiscience abortion laws in effect.

The abortion law situation in the United

States has become extraordinarily com-

plex since the Dobbs decision. Approxi-

mately half of US states have legislated

bans on abortions that either are cur-

rently in force or have been temporarily

blocked pending litigation. Policymakers

have reformed laws to improve access.

Interjurisdictional legal conflicts will

usher in new areas of unprecedented

legal complexity.1 In many states where

abortion is legal, obstacles to abortion

remain because of laws enacted by

antiabortion legislatures or because

abortion-supportive legislators have

voted for laws not based on evidence.

Abortion-supportive lawmakers indi-

cate a greater willingness to forward

laws and policies to protect abortion

access in response to state abortion

bans. Prosecutors have vowed not to

enforce restrictive abortion laws. Mu-

nicipal authorities have allocated public

funding for abortion2 and taken steps

to protect abortion care.3 States and

municipalities have enacted shield laws

to block cooperation with law enforce-

ment agencies from other jurisdictions

for the purpose of prosecuting abor-

tion.4 The federal government took

steps to ensure that abortion would be

provided in emergency cases according

to federal law in states where abortion

bans are in place.5

In addition, lawmakers who wish to

support abortion access should work

to repeal antiscience abortion laws,

particularly in abortion-supportive leg-

islatures. In the nearly 50 years during

which the right to abortion was consti-

tutionally protected in the United

States, state lawmakers proliferated

requirements for abortion care that
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were not based on scientific evidence.

These requirements numbered more

than 1000 throughout the United

States and included mandatory waiting

periods, prohibitions on public funding

for abortion, qualification requirements

for abortion providers, and facility

requirements, often accompanied by

criminal penalties for noncompliance.6

For guidance on reform toward abor-

tion regulation based on scientific evi-

dence, lawmakers can look to the

World Health Organization guideline on

safe abortion.7 The safe abortion guide-

line offers recommendations for abor-

tion regulation based on systematic

reviews of scientific evidence. Among

other recommendations, the guideline

calls for abortion to be available on the

request of the pregnant person, calls

for public financing of abortion, and

recommends against mandatory wait-

ing periods. The guideline recommends

self-managed medication abortion up

to 12 weeks of gestation and calls for

removal of all criminal penalties for

abortion.

TRACKING
ABORTION LAWS

To understand the full scope of the

need for reform and rigorously study

antiscientific abortion laws across the

United States after Dobbs, researchers

must systematically collect and track

legal data on abortion. Redd et al. dem-

onstrate both the utility and the com-

plexity of tracking state abortion laws.

For a variety of audiences—abortion

researchers, institutions working to

expand access, and lawyers and advo-

cates working toward reform—an accu-

rate representation of abortion law over

time will prove indispensable in this

new era of chaotic application of laws.

Redd et al. developed a coding

scheme to examine specific character-

istics of medication abortion reversal

laws and recorded information about

time and geography for each of the

laws. Coding allowed them to categorize

laws according to their characteristics.

This approach is a type of policy surveil-

lance: systematic, scientific collection

and analysis of laws of public health sig-

nificance. Policy surveillance consists of

methods for creating legal and policy

data suitable for use in rigorous evalua-

tion studies as well as for individuals

and groups working to increase access

to abortion care and reform abortion

laws and policies.8,9

The sheer number and complexity of

antiscience abortion laws call for scal-

able methods for analysis that can be

applied to a larger number and scope of

abortion laws and policies. The Center

for Public Health Law Research has de-

veloped methods for systematic policy

surveillance that can be scaled to ac-

commodate a large body of state-level

abortion law. For example, researchers

have used policy surveillance methods

and resources available through the

center to rigorously assess laws regu-

lating abortion facilities, including

measures for quality control.10 More

recently, researchers have compiled a

data set that provides a high-level over-

view of state abortion restrictions and

protections enacted after the Dobbs

decision.11 For targeted law reform

efforts, rigorous scientific study, and

more informed abortion programming,

such methods should be deployed to

the full range of state and federal abor-

tion laws.

CONCLUSION

The legal landscape for abortion in the

United States shifted dramatically and

suddenly on June 24, 2022, when the

Supreme Court issued its opinion in

Dobbs v. Jackson Women’s Health Organi-

zation. Although state-level bans repre-

sent a major piece of the abortion

regulation puzzle, a tangle of antiscien-

tific state abortion laws remain. As

Redd et al. demonstrate, informed

policymaking and thorough research

demand rigorous surveillance of anti-

science abortion regulations.
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The 2021 UN Women report

“Measuring the Shadow Pandemic:

Violence Against Women During

COVID-19,” with data frommore than

16000 women across 13 countries,

confirms that since the start of the

COVID-19 pandemic, both incidence and

prevalence of violence against women

(VAW) have increased, worsening an

already existing crisis (https://bit.ly/

3EDbfZF). Pandemic restrictions and

lockdowns forced women into extended

periods of isolation with their abusers as

well as created a series of economic and

social disruptions that likely played a role

in exacerbating experiences of VAW dur-

ing this time. The loss of employment

and loss or reduction of wages for both

women and their partners, the shutter-

ing of schools, and the restrictions on

movement outside the home, coupled

with lack of privacy to contact police, sup-

port groups, family, and friends for assis-

tance played critical roles in increasing

exposure to all forms of VAW—physical,

sexual, verbal, and psychological.

INTIMATE PARTNER
VIOLENCE AGAINST
WOMEN

In the UN Women report, a pooled

average of 45% of women, ranging

from 80% in Kenya to 25% in Paraguay,

reported direct experience or knowledge

of someone who experienced violence

since the onset of the pandemic. More

than two thirds of women, ranging from

92% in Kenya to 33% in Kyrgyzstan,

reported that physical and verbal abuse

by a spouse or partner had become

more common in their community during

the pandemic. Importantly, the economic

and financial fallout resulting from the

pandemic have exacerbated food insecu-

rity (up to 58%) and reduced the likeli-

hood of feeling safe in public settings

(20%) for women across these 13 coun-

tries. Across the board, women who be-

came unemployed during the pandemic

were more likely to report experiencing

violence, feeling less safe at home, and

feeling less safe walking out alone in

public spaces at night compared with

employed women. These estimates of

direct and indirect experiences with and

knowledge of VAW are strong indicators

of the degree to which gender-based

social, cultural, economic, and political

inequalities are so very deeply

entrenched within and across our socie-

ties and cultures. And it is the pervasive-

ness and persistence of these inequalities

coupled with discriminatory norms that al-

low VAW to continue and be considered

an acceptable form of social control over

women.

It is against this backdrop of increas-

ing VAW that we must consider the

work by Fereidooni et al. (p. 228), who

examined changes in intimate partner

violence (IPV) among 2300 women

living in Isfahan, Iran. While acknowl-

edging the significant methodological

challenges in undertaking such a study,

the findings of this study are alarming

given the current political, economic,

and social situation with respect to

the rights of women in Iran. Specifically,

the prevalence of IPV, including physical,

psychological, and sexual violence,

increased from 54.2% before the

pandemic to 65.4% after the pandemic.

Reinforcing the findings of the UN

Women report, all women in this sam-

ple who reported losing their jobs

reported experiencing IPV, and the

odds of experiencing IPV were stagger-

ingly high among those who had lost

their job or had a partner who had

lost their job compared with those

who did not.

The addition of economic shocks in an

environment where women’s rights are

already severely state-restricted, and

where these restrictions are maintained

by religious leaders and local patrols, only

serve to heighten the social, economic,

and political control over women’s lives
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and freedoms that enable VAW to occur.

As Ferreira and Buttell (p. 136) explain

in this issue of AJPH, VAW is “both sanc-

tioned and part of the socialization

process” for women. The perpetuation

of these discriminatory norms com-

bined with the absence of laws and inef-

fective or lack of intervention or legal

response to VAW will only further the

endemic nature of this crisis.

PREVENTING VIOLENCE
AGAINST WOMEN

The control over women’s lives and

freedoms that VAW exerts takes many

forms—all of which jeopardize the

health and safety of women, families,

and society. VAW is inextricably linked

to worse mental health (e.g., increased

depression, anxiety, suicidality), sexual

and reproductive health (e.g.,

increased sexually transmitted infec-

tions including HIV, unintended preg-

nancies), maternal and child health

(e.g., increased maternal, infant, and

child mortality, decreased pre- and

postnatal care), and physical health

(e.g., increased injury, food insecurity).

Undoing these harms will require multi-

level approaches that dismantle the

systems and structures that perpetuate

control over women’s lives and

freedoms.

To this point, Alang and Blackstock

(p. 194) provide a timely and necessary

framework grounded in the principle

of health justice that may provide a ba-

sis for considering the current systems

and structures that sustain VAW. Most

importantly, this framework may be

particularly germane to preventing

VAW as it is driven by the need to

enact and implement policies and

practices that redistribute power and

liberate communities historically disad-

vantaged by disenfranchisement.

Although Alang and Blackstock present

the framework specifically in terms miti-

gating the harms of the COVID-19 pan-

demic and the HIV epidemic, one can

see how this action framework may be

applied to undoing the structures and

social systems that enable VAW to

occur. Furthermore, by grounding the

framework’s five recommendations in

community action and community-

based organization, this framework

recognizes that we need to simulta-

neously endeavor to change cultural

and societal norms as well as the struc-

tures, systems, institutions, laws, and

policies that support and enable VAW

to be acceptable.

One example of community- and

institutional-level action that has im-

mense potential to positively impact

responses to VAW is in addressing

police response to VAW. A recent re-

port by UN Women titled “Handbook

on Gender-Responsive Police Services

for Women and Girls Subject to Violence”

(https://bit.ly/3AhMDDp) provides a com-

prehensive set of gender-responsive

training guidelines and materials specifi-

cally for law enforcement offers. Similarly,

in the United States, the International As-

sociation of Chiefs of Police has devel-

oped a series of materials, resources,

and policy recommendations to guide

law enforcement officials in responding

effectively to VAW (https://bit.ly/2F9ova7).

Changing cultural and societal norms

in addition to changing the way police

and policing policy are set up to ad-

dress VAW are two critically needed

actions. But equally necessary are

efforts to reduce inequalities in the

conditions of daily life—ensuring ac-

cess to adequate and comparable edu-

cation for all girls and boys, providing

equal employment opportunities and

job security, reducing food insecurity,

and ensuring access to safe and

affordable housing. Finally, ensuring

health care access that is survivor-cen-

tered and enacting laws that support

gender equality are the commitments

we need across the world to dismantle

the structures that underpin accep-

tance and perpetuation of VAW. In so

doing, we will work toward a health jus-

tice goal that reaffirms our commit-

ment to women, life, and freedom.
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When I saw a touring version of

the musical Rent as a 12-year-

old, I was enthralled by the characters’

fluid, complex identities—and their

deep, tender care for one another—

as they experienced housing eviction

alongside HIV/AIDS illness and death.

Rent first sparked my curiosity about

the intersectional factors that under-

score peoples’ experiences of forced dis-

placement and shape their resilience.

The main characters respond to the

mass eviction of their unhoused neigh-

bors by planning a solidarity-building

protest and public performance, which

their landlord requests that they cancel

to keep the peace in exchange for free

housing. They refuse to accept “peace”

for their own well-being if it means

status-quo violence for others in their

community. In a defiant celebration of

their queer subculture at the end of

the first act, the lead character exclaims:

“the opposite of war isn’t peace—it’s

creation!”1 This lyrical moment spot-

lights how peace cannot be a crucial

determinant of health and well-being

if underlying systems of power remain

the same; when addressing forced dis-

placement on a global scale, public

health responses must instead

prioritize dismantling binary social con-

structs and intentionally creating inclu-

sive care systems.

THE ROLE OF BINARIES
IN VIOLENCE AND
DISPLACEMENT

Now, as a queer person and a public

health student focused on humanitari-

an contexts and forced migration, I am

acutely aware of how the themes of

Rent continue to resonate in 2022.

The global COVID-19 pandemic has in-

tensified existing cycles of violence and

displacement generated by structural

inequality, poverty, the climate crisis,

and political instability.2,3 These sys-

tems operate through divisive, binary

social categories—rich and poor, wom-

an and man, Black and White, perpe-

trator and victim, citizen and foreigner—

making people at the intersection of

marginalized identity dimensions in-

creasingly vulnerable to violence and

forced migration within and across socie-

ties.4 Binary frameworks also determine

which displaced populations receive ref-

ugee designation and, thus, protection.

In this way, “refugee crises” are produced,

as nation-states socially construct who is

a “deserving [versus] undeserving victim

of violence” on one side of a border ver-

sus another.5(p5) More than ever, public

health practitioners must reflect on

whether the structures of our pro-

grams, our policies, our research, and

our organizations actually reproduce,

rather than challenge, the binary con-

structs that perpetuate the cycles of vio-

lence we aim to disrupt.

Across interventions to address dis-

placement, the reproduction of binary

constructs may seem logical and useful.

For example, conceptualizing gender

as a binary can allow researchers to

statistically analyze and confirm the

heightened prevalence of violence vic-

timization among refugee women ver-

sus refugee men, and practitioners can

address this disparity by implementing

women-targeted programming. Binary

distinctions can also help a public health

practitioner confirm whether a gender-

based violence survivor has refugee sta-

tus and, thus, whether they can legally

access support services within certain

borders.

However, by relying on binary con-

structs to inform such a response,

researchers and practitioners exclude

the complex needs of displaced popu-

lations who transcend socially con-

structed categories in terms of migrant

status, gender, race, age group, and a

range of other identity dimensions.

What if an internally displaced person

has an acute need for gender-based

violence services and they are intersex,

or transgender, or have a disability

that prevents them from attending

in-person services? All of these indivi-

duals may fall outside the target popu-

lation of many programs as they are

currently designed.

Evidence shows that lesbian, gay,

bisexual, transgender, queer, or ques-

tioning plus (LGBTQ1 or queer) refu-

gees do often face complex barriers to
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inclusion across contexts because of

their intersectional identity dimensions.

In addition to their liminal status between

citizen and noncitizen, queer refugees

must navigate how others will treat

them from context to context based on

their gender expression and sexual ori-

entation, which can limit their access to

resources for health and well-being.

A study of transgender asylum seekers

in Mexico found that they experienced

discrimination in education and employ-

ment based on their evolving gender

identities, violence from both their fami-

lies and state officials, and adverse men-

tal health outcomes.6 In another study,

LGBTQ1 refugees and asylees living in

a range of contexts in the United States

and Canada reported widespread

experiences of violence and a lack of

support resources and protection

across institutional levels and locations.7

These studies highlight how refugees

who transcend binary constructs face

violence and displacement not just from

their communities but also from a mi-

grant protection apparatus designed for

refugees whose identities are assumed

to fit neatly into predetermined boxes.

DECONSTRUCTING BINARY
SYSTEMS WITH CREATIVE
INTERSECTIONALITY

Applying the lens of intersectionality is

crucial for understanding the link be-

tween binary constructs and the per-

petuation of displacement. Kimberl�e

Crenshaw’s original use of the frame-

work explored how binary conceptions of

gender and race in the US legal system

produced differential access to systems

of justice for women who had experi-

enced violence; the structural separation

of racial discrimination and gender dis-

crimination privileged White women’s

and Black men’s experiences and

obscured the cross-cutting effects of gen-

der and race for Black women.8 In seek-

ing to address forced displacement, I

argue that we must incorporate an

expanded version of intersectionality—

what I call “creative intersectionality”—

that explores how global systems of

power relate to and shape one another,

recognizes that identity dimensions are

not dichotomous nor essential but are

developed by translocational experi-

ences and sociocultural contexts, and

prioritizes critical action to deconstruct

binaries in favor of new systems for col-

lective well-being.9,10

For example, using creative intersec-

tionality as a lens to understand and

ultimately address forced displacement

requires that we examine all forms of

binary constructs, and not just those im-

posed on an individual’s identity dimen-

sions. Dubal et al. posit that we must

move beyond analyzing the social deter-

minants of health (such as gender, race,

and class) to confront “infrastructural

determinants of health” such as nation-

state borders. As binary constructs of

“in” versus “out,” borders provide an

illusion of peace among their elite while

simultaneously displacing people and

“distinguishing who does and does not

have the right to access care.”11

Applying creative intersectionality

unveils this illusion and invites us to

dig deeper into why those borders exist

in the first place. Creative intersection-

ality as a perspective for addressing

forced displacement thus falls under

the broader strategy of decolonization

or “dismantling the [violent] legacy of

formal colonialism and imagining its

replacement.”9(p109) It is also guided

by the leadership of Indigenous resur-

gence scholars such as Leanne Betasa-

mosake Simpson, who avows that “we

can’t have resurgence without center-

ing gender and queerness, and

creating alternative systems of ac-

countability for sexual and gender

violence.”12(p30)

The opposite of war isn’t peace. It’s

creation. Creation can mean uplifting

participatory, qualitative research

methods wherein people can construct

their lived experiences apart from the

fixed categories assigned to them.

It can mean including more gender

options in a survey than “man or

woman.” Creation can include legitimiz-

ing chosen families and other kinship

structures rather than privileging bio-

logical nuclear families. It can mean

building local mutual aid networks for

anyone who requests resources and

support rather than limiting service eli-

gibility based on identity requirements.

Creation is making intentional space for

and amplifying the leadership of those

not represented by dichotomous cate-

gorizations or the systems of power

maintained by binaries and borders.

Creation is bolstering indigenous peo-

ples’ power with collective land and

resources. The current moment of cli-

mate and health crises is a crucial one.

If the field of public health wants to re-

duce forced displacement and to pro-

mote global peace as a determinant of

health and well-being, we must use cre-

ative intersectionality to construct inclu-

sive care systems within and across

contexts.

CORRESPONDENCE
Correspondence should be sent to Alli Gillespie,
Washington University in St Louis, 1 Brookings Dr,
St Louis, MO 63130 (e-mail: a.gillespie@wustl.edu).
Reprints can be ordered at https://ajph.org by
clicking the “Reprints” link.

PUBLICATION INFORMATION
Full Citation: Gillespie A. Peace beyond the binary:
a creative intersectional perspective on global
forced displacement. Am J Public Health. 2023;
113(2):146–148.

Acceptance Date: November 16, 2022.

DOI: https://doi.org/10.2105/AJPH.2022.307177

OPINIONS, IDEAS, & PRACTICE

Editorial Gillespie 147

A
JP
H

Feb
ru
ary

2023,Vo
l113,N

o
.2

mailto:a.gillespie@wustl.edu
https://ajph.org
https://doi.org/10.2105/AJPH.2022.307177


ACKNOWLEDGMENTS
The author would like to thank Ilana Seff, DrPH,
for the mentorship that she provided as an MPH
practicum field instructor during the drafting of
this editorial.

CONFLICTS OF INTEREST
The author has no conflicts of interest to
disclose.

REFERENCES

1. Original Broadway Cast Recording. La Vie Boh�eme
From Rent. DreamWorks; 1996.

2. Kim J, Rivas Mor Mur MJ, Dahlgren E, Cruz
Valladares R. The impact of COVID-19 on forced
displacement: addressing the challenges and
harnessing the opportunities of a crisis. Refer-
ence paper for the 70th Anniversary of the 1951
Refugee Convention. United Nations High Com-
missioner for Refugees. 2021. Available at:
https://www.unhcr.org/people-forced-to-flee-
book/wp-content/uploads/sites/137/2021/10/
Julie-Kim-et-al_The-Impact-of-COVID-19-on-
Forced-Displacement.pdf. Accessed November
28, 2022.

3. Gillespie A, Seff I, Caron C, et al. “The pandemic
made us stop and think about who we are and
what we want”: using intersectionality to under-
stand migrant and refugee women’s experiences
of gender-based violence during COVID-19. BMC
Public Health. 2022;22(1):1469. https://doi.org/10.
1186/s12889-022-13866-7

4. Shelton J, Dodd SJ. Binary thinking and the limit-
ing of human potential. Public Integr. 2021;23(6):
624–635. https://doi.org/10.1080/10999922.
2021.1988405

5. Carastathis A, Kouri-Towe N, Mahrouse G,
Whitley L. Introduction. Refuge. 2018;34(1):3–15.
https://doi.org/10.7202/1050850ar

6. Cheney MK, Gowin MJ, Taylor EL, et al. Living out-
side the gender box in Mexico: testimony of trans-
gender Mexican asylum seekers. Am J Public Health.
2017;107(10):1646–1652. https://doi.org/10.2105/
AJPH.2017.303961

7. Alessi EJ, Kahn S, Chatterji S. “The darkest times
of my life”: recollections of child abuse among
forced migrants persecuted because of their
sexual orientation and gender identity. Child
Abuse Negl. 2016;51:93–105. https://doi.org/10.
1016/j.chiabu.2015.10.030

8. Crenshaw K. Mapping the margins: intersectional-
ity, identity politics, and violence against women
of color. Stanford Law Rev. 1991;43(6):1241–1299.
https://doi.org/10.2307/1229039

9. Collins PH. Intersectionality as Critical Social Theory.
Durham, NC: Duke University Press; 2019. https://
doi.org/10.1215/9781478007098

10. Anthias F. Transnational mobilities, migration re-
search and intersectionality: towards a transloca-
tional frame. Nord J Migr Res. 2012;2(2):102. https://
doi.org/10.2478/v10202-011-0032-y

11. Dubal SB, Samra SS, Janeway HH. Beyond border
health: infrastructural violence and the health of
border abolition. Soc Sci Med. 2021;279:113967.
https://doi.org/10.1016/j.socscimed.2021.113967

12. Simpson LB. Indigenous resurgence and co-
resistance. Critical Ethnic Studies. 2016;2(2):19–34.
https://doi.org/10.5749/jcritethnstud.2.2.0019

OPINIONS, IDEAS, & PRACTICE

148 Editorial Gillespie

A
JP
H

Fe
b
ru

ar
y
20

23
,V

ol
11

3,
N
o.

2

https://www.unhcr.org/people-forced-to-flee-book/wp-content/uploads/sites/137/2021/10/Julie-Kim-et-al_The-Impact-of-COVID-19-on-Forced-Displacement.pdf
https://www.unhcr.org/people-forced-to-flee-book/wp-content/uploads/sites/137/2021/10/Julie-Kim-et-al_The-Impact-of-COVID-19-on-Forced-Displacement.pdf
https://www.unhcr.org/people-forced-to-flee-book/wp-content/uploads/sites/137/2021/10/Julie-Kim-et-al_The-Impact-of-COVID-19-on-Forced-Displacement.pdf
https://www.unhcr.org/people-forced-to-flee-book/wp-content/uploads/sites/137/2021/10/Julie-Kim-et-al_The-Impact-of-COVID-19-on-Forced-Displacement.pdf
https://doi.org/10.1186/s12889-022-13866-7
https://doi.org/10.1186/s12889-022-13866-7
https://doi.org/10.1080/10999922.2021.1988405
https://doi.org/10.1080/10999922.2021.1988405
https://doi.org/10.7202/1050850ar
https://doi.org/10.2105/AJPH.2017.303961
https://doi.org/10.2105/AJPH.2017.303961
https://doi.org/10.1016/j.chiabu.2015.10.030
https://doi.org/10.1016/j.chiabu.2015.10.030
https://doi.org/10.2307/1229039
https://doi.org/10.1215/9781478007098
https://doi.org/10.1215/9781478007098
https://doi.org/10.2478/v10202-011-0032-y
https://doi.org/10.2478/v10202-011-0032-y
https://doi.org/10.1016/j.socscimed.2021.113967
https://doi.org/10.5749/jcritethnstud.2.2.0019


Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



The Peace Exchange:
Physical and
Psychological Sacrifices
of Military Personnel
From Historically
Marginalized
Backgrounds
Asli McCullers, BS

ABOUT THE AUTHOR

Asli McCullers is with the College of Health Sciences, University of Delaware, Newark, DE.

See also Awor, p. 158, Blum, p. 155, Gillespie, p. 146, Vahedi et al.,

p. 132, and Zimmerman, p. 152.

The physical and psychological well-

being of both active-duty military

personnel and military veterans in the

United States remains a critical topic in

public health research and advocacy.

Nearly one in four active-duty military

and military veterans report having

some form of mental illness, with over

6000 military suicides occurring annual-

ly.1,2 In our efforts as public health pro-

fessionals, there should remain space

to amplify the stories that describe the

experiences of the many military per-

sonnel with historically marginalized

backgrounds. Such personnel include

those who represent racial and ethnic

minorities, low-income backgrounds,

sexual and gender minorities, and an

array of other systemically oppressed

identities. Underdiscussed to date are

frameworks that express the pursuit of

population-level peace and safety serv-

ing dually as a motivator for enlisting in

military service and, unfortunately, in

turn operating as a determinant of poor

health outcomes amongmilitary person-

nel, especially those of marginalized back-

grounds. The aim of this brief editorial is

to further strengthen the ongoing con-

versation regarding how to improve the

health of marginalized military personnel

who sacrifice their personal welfare to

maintain peace in a country where they

have historically been oppressed.

FINDING PURPOSE IN
PEACE: MOTIVATIONS
FOR ENLISTING

Military personnel are often recruited

into service with the motivation of serv-

ing a role in maintaining peace and

safety in the United States. Core to mili-

tary training is the goal of protecting

communities from external threats. In a

2018 RAND Corporation study, more

than one-fourth of new military recruits

reported that their “call to serve” was a

strong motivating factor for their enlist-

ments.3 To perhaps an equal or greater

degree of motivation to enlist are the fi-

nancial and occupational benefits.3 The

intersection of these two motivations

leads to many military recruits being

people of color from poor or vulnerable

communities. African American men,

for example, are overrepresented in

the military in comparison with African

American men in the civilian labor force

by a ratio of 2:1.4 My parents, who are

both military veterans, have beginnings

that mirror these statistics. My mother

and father hail from extremely humble,

Deep South backgrounds, representing

rural African American communities in

Alabama and North Carolina, respec-

tively. They reflect often on how, grow-

ing up, their families engaged in a

20th-century form of sharecropping for

income. As children, they would spend

summers working in the fields, experienc-

ing the firsthand consequences of sys-

temic oppression, financial disenfran-

chisement, and structural racism.

When my parents decided to enlist in

the military in the 1980s, it provided

them with opportunities to bring pro-

tection, progression, and peace back

home to their communities, as well as

financial support. Even now, this is the

story of many low-income people of

color considering joining the military—

a way out and a way up.

Although the intent of many military

recruits is to gain opportunity and sta-

bility while protecting and serving their

communities, the price that many pay

expands beyond their wildest fears.

Post-traumatic stress disorder, depres-

sion, and chronic illness are just the tip

of the iceberg of conditions that impact

military personnel and veterans vastly.

Once young soldiers with the hope of

bringing protection, progress, and

peace to their communities, my
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parents are now a part of the roughly

3.5 million veterans that are both

chronically ill and disabled.5 Outwardly,

many veterans express pride and re-

flect on their service with valor. But be-

hind the “thank you for your service”

comments and the free meal on Veter-

ans Day is the endurance of unthink-

able suffering that consumes the

mental and physical peace of millions

of veterans annually. The illusion of

peace as a population-level determi-

nant of health comes at the grim ex-

pense of peace and well-being on an

individual level for military veterans.

AT A GLANCE: WHAT
WE’RE LEARNING AND
WHAT WE CAN DO

Reimagining peace as both a popula-

tion- and individual-level determinant

of health should be considered through

the lens of military personnel. Specifically,

space should exist to consider what this

means for military personnel of diverse

backgrounds. Below are three driving

points that may be helpful in framing

these conversations:

1. Unpacking the illusion of peace:

From the COVID-19 pandemic to

the climax of the Black Lives Matter

movement, the sociopolitical chaos

that has defined the past two years

has evidenced our country’s imper-

ative need to look inward at our

internal points of instability. Span-

ning the lives of all living genera-

tions, the US military has largely

been viewed as among the most

powerful forces of defense in the

world and a beacon of peacekeep-

ing for Americans. However, as

a nation, we are beginning to

address the incredibly dark US

history of global imperialism,

colonization, and violence more

openly against recovering nations

of color and the way these harmful

practices are often associated with

the armed forces.6 Masked by

obligatory patriotism and national-

ism, “the illusion of peace” within

the United States has become

markedly apparent. We have a long

way to go before our national de-

fense truly functions as a source of

population-level peace maintenance

that centers on social justice do-

mestically and globally.

2. Health equity through a military lens:

Unraveling how the illusion of

peace is structurally built into the

armed forces aids our ability to

recognize how ever-present ineq-

uity is within the military. The

strength of the US military has

been built largely on the backs

of vulnerable soldiers from low-

income, marginalized communities.

The health equity implications

of this are widespread. Men and

women who are African American,

Hispanic, and of other races report

worse self-rated health, greater

Veterans Affairs healthcare use,

and more combat exposure than

their White counterparts.7 Contin-

ued efforts to address how health

inequity manifests in military con-

texts is critical to ensuring that

minoritized personnel will not face

worse health outcomes.

3. Advocacy and action: Work to im-

prove the lives of military personnel

of diverse backgrounds must ex-

tend beyond “conversations and

commentaries” such as this one.

Organizations such as Minority

Veterans of America, American

Latino Veterans Association, National

Association for Black Veterans, and

many others have made strides in

creating justice-oriented initiatives

that make health equity actionable

for veterans. Such initiatives include

job placement assistance and sup-

port navigating Veterans Affairs

claims and mental health resources.

In addition, further expansion into

and investment in public service pro-

grams such as AmeriCorps could

provide alternative options for young

people looking to engage in peace-

keeping work.

CONCLUSION

The physical and mental health sacri-

fices that military personnel make by

joining the service speak to a greater

picture that illustrates how peace and

safety, which should both stand as fun-

damental rights for all, are far from be-

ing well embedded in the culture of the

United States. On the pathway to

attaining population-level stability and

peace, military personnel sacrifice

peace within their own minds and bod-

ies. This is a schismatic phenomenon

and public health crisis that must not

persist further. True peace will hopefully

someday come at no cost to anyone, re-

gardless of their occupational choices,

upbringing, or background. A military in-

frastructure that decenters violence

and global domination and instead cen-

ters on justice for all, authentically,

should define the future of peacekeep-

ing for the next generation.
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The night had been busy, and stab-

bing calls usually sounded much

worse over dispatch than the reality

on-scene. It was easy to keep my eyes

closed in the back of the fire engine as

we rumbled to the call. The blue light of

police cars illuminated the open front

door. I got to her first, following a trail

of blood down the narrow hallway to

a back bedroom. A police officer knelt,

holding pressure on her neck, his face

white. Her eyes seemed ready to leap

from her face, her brown skin tinged

gray. A faint five o’clock shadow threat-

ened the edges of her mouth. Opening

the medical kit, I retrieved a trauma pad

to slide under the officer’s gloved hands.

As we worked, she mouthed, some-

times rasped, for help. Her hands

grasped at shirts, the wall, our hands,

finally, fiercely, clutching my right hand.

My partners worked a lifting tarp under

her, asking if we were ready to roll him.

The police officer, hands still pressed to

her neck, quickly corrected them: “Her.

She uses ‘her.’”

Three of us carried her down the

hallway, to the waiting ambulance, the

police officer still holding pressure.

The paramedics met us with the gur-

ney. As we slid her onto the stretcher,

they asked how he had been stabbed.

Again, the officer corrected, “She uses

‘she.’” The lead medic snorted, shook

his head, and grunted a “whatever.”

We rolled the gurney to the back of the

ambulance as he rested two fingers

lightly on the frame. I took the police

officer’s place at her neck, climbing inside

before the back doors banged shut.

INCREASING VIOLENCE
TARGETING TRANSGENDER
COMMUNITIES

This happened in 2018, a year after a

different Portland, Oregon, stabbing.

A White supremacist stabbed three

passengers in the neck on a commuter

train. They had intervened in his racist

rant directed at two young passengers

of color. One survived. Violence against

systematically marginalized groups is

on the rise,1 coalescing into domestic

instability fueled by dehumanizing polit-

ical rhetoric and targeted legislation

that limits access to voting and gender-

affirming and reproductive health care.

There are moments of desperation

when defending the dignity of a dying

person may be the only way to access

our interconnected humanity. But, it is

not enough. Indifference to violence

intended to dehumanize must be met

with collective urgency to challenge

structural violence2 with structural pro-

tections that affirm the inherent dignity

that underpins our human rights.

Violence is concentrated in the inter-

sections of oppressed identities.3 The

year 2021 was the deadliest year on

record for transgender people in

America.4 Black transgender women

accounted for two thirds of known vic-

tims of fatal violence against transgen-

der people since 2013.4 In 2019, the

American Medical Association declared

an epidemic of antitransgender vio-

lence, especially against Black transgen-

der women.5 Increasing threats of phys-

ical violence are paralleled by the

record-setting introduction of 155

state-level antitrans bills by October

2022.6 This legislation seeks to codify

trans people out of existence by crimi-

nalizing access to gender-affirming care,

restricting participation in organized

sports, implementing “bathroom bills,”

and prohibiting the correction of identifi-

cation documents.6 Only 16 states have

banned “gay/trans panic” legal defense

strategies that allow perpetrators of vio-

lence to blame their actions on their vic-

tim’s gender or sexuality.7

A healthy democracy demands equal

access and full participation. Antitrans

structural and sectarian violence restricts

the ability of transgender people, espe-

cially Black trans women, to fully partici-

pate in society. The othering implicit in

antitrans legislation kindles violence out

of entitlement to civic participation and

state protection for some, but not for all.

Self-determination and bodily autono-

my are rights, not privileges. Laws and

policies that suggest otherwise create

distinctions between groups that are

antithetical to the social cohesion in-

strumental to peaceful democracy.

An increasingly bold and extreme

sect of the far right seeks to further

restrict the rights of systematically mi-

noritized groups while simultaneously

challenging the legitimacy of our de-

mocracy. The belief that the rules do

not apply evenly, and to everyone, was

echoed in the January 6th rallying cry

to “take back our country.” It is evident
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in the violent protests against the per-

ceived violation of bodily autonomy via

mask mandates while the American

Medical Association and pediatric care

organizations are imploring the Justice

Department to investigate threats of

violence against providers and families

of children seeking gender-affirming

care.8 Fear of dispossession radicalizes

rhetoric into violence. Ijeoma Oluo

describes the “desperation, disappoint-

ment, despair, and rage”9 that accom-

panies fear of perceived irrelevance.

An increase in interpersonal violence

against trans people is augmented by

organized extremist violence at Pride

parades and drag queen story hours.

A sense of entitlement to the benefits of

society, while simultaneously denying

them to others, is consistent with the re-

alities of the history of our nation but not

the spirit of the democratic experiment.

DIGNITY AS THE BEDROCK
FOR STRUCTURAL CHANGE

Structural violence requires structural

solutions. Affirming inherent human

dignity is fundamental but, on its own,

is not enough. Creating refuges for

transgender people to access care, or

exist without fear of violence, is critical.

And still not enough. As public health

professionals, we are asked to look to

root causes to find solutions for ill

health. Our collective ill health is in the

weakness of our legislative bodies to

draft unwavering protections of the

right to self-determination for all peo-

ple. Only 54% of lesbian, gay, bisexual,

transgender, queer plus (LGBTQ1)

people live in a state where their gen-

der identity is protected under hate

crime laws.10 In an increasingly sectari-

an environment, the states have pro-

ven they are not honest protectors of

human rights, and federal legislation is

needed to protect the rights to bodily

autonomy and self-determination. Fur-

thermore, there must be federal

action to improve consistency and

effectiveness in existing hate crime leg-

islation that accounts for motivations in

increasing antitrans violence.

In a democracy, the power of our insti-

tutions derives from civic participation.

Though it is necessary to establish politi-

cal power to restore the capacities limited

by violence, this same violence isolates

the communities it targets. Healthy Peo-

ple 2030 lists “social cohesion” under

social and community determinants of

health.11 This collective efficacy hinges

on community trust and solidarity, guid-

ing community members to follow so-

cial norms that result in lower rates of

neighborhood violence and improved

health.11 As trust builds social cohesion,

it, in turn, highlights our interdepen-

dence. In this interdependence is our

collective fate as a democracy. Social

cohesion reveals our shared liberation

from structures that oppress us all

when they oppress any of us.

Former United Nations Secretary

General Ban Ki-moon declared peace

dependent on the recognition of hu-

man “dignity, rights and capacities” for

all people.12 Our ability to create fully

democratic institutions relies on our

collective capacity that emerges from

understanding that we are all dimin-

ished until we are all free. The trust re-

quired to build social cohesion begins

with believing in each other’s right to

dignity. In the face of growing structural

violence, concern over dignity may

seem meek. But honoring dignity is not

nothing. In fact, it could be everything.

Allowing someone their full self in turn

allows us our full selves. We dignify our-

selves when we dignify others.
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“Kaka, please help.” Wincing as

he described the pain in his

leg, the 65-year-old Burundian patient

sat down in the clinic. Expressing grati-

tude—and a palpable hope that medi-

cal care could help him—Emmanuel

(patient’s name and identifying informa-

tion changed to protect privacy) shared

more about the tortuous series of

events that precipitated him seeking

care at the Tanzania Red Cross health

center in Nyarugusu refugee camp in

western Tanzania in April 2022. I was

there as a student with several physi-

cians frommy medical school as we

participated in clinical care and bidirec-

tional learning as part of a long-standing

relationship with the Tanzania Red Cross

Society.

Emmanuel’s gaze caught my own. As

we witnessed one another for a pro-

longed moment, I thought about how

different our lives had been and the

profound injustice of our disparate

circumstances.

A longtime refugee originally from

Burundi, Emmanuel shared that more

than 10 years before, he began to have

trouble urinating. As the problem wors-

ened, he sought help from clinicians in

Nyarugusu refugee camp. The doctors

suspected that he had an enlarged

prostate and added him to a list of re-

ferral patients who would need more

advanced work-up—and possibly inter-

vention—from facilities outside the

camp. As is the case in most refugee

camps across the world, the referral

process is often lengthy and unpre-

dictable, with a committee meeting

once monthly to discuss patients for

possible referral.1 Seeking treatment or

referral can be an especially difficult or-

deal for elderly patients, as a majority

of resources in humanitarian settings

are often directed toward younger

women and children.2

Frustrated by the process and desper-

ate for relief, Emmanuel resolved to take

matters into his own hands. Because he

was a refugee, it was illegal for him to

leave the camp without permission.1

However, the camp’s borders were rela-

tively fluid, and there were no strict

boundaries or checkpoints to prevent

people from leaving the camp. Spending

a significant sum of his family’s savings

and assuming great personal risk by

leaving the camp to cross an interna-

tional border, Emmanuel traveled to

Burundi and paid out of pocket for a

surgery to remove his prostate. Al-

though his urinary symptoms improved,

the surgery likely damaged a nerve,

which left him with chronic, painful neu-

ropathy. He has been debilitated by the

pain ever since but is unable to seek

follow-up care with his surgeon in Bu-

rundi given the prohibitive cost and risks

of traveling.

Tracing the roots of Emmanuel’s story

reveals the profoundly dysfunctional

and fundamentally unjust nature of

dramatically underresourced health

systems that are tasked with providing

care to refugee populations across the

globe. I do not share Emmanuel’s story

to blame clinicians or public health

practitioners who do valiant work car-

ing for refugee populations every day.

Rather, I hope to demonstrate the chal-

lenges these individuals face by work-

ing in underfunded and perpetually

overburdened systems.3

Above all, Emmanuel’s experience

shows how individuals displaced by

conflict and violence continue to bear

the burdens of war decades later. The

longterm morbidity and mortality of

displaced populations are rarely taken

into account when reporting the

human costs of a conflict, but their con-

tinued suffering is both real and unjust.

By a mere accident of birth, Emmanuel

and nearly one billion other migrants

and refugees across the world find

themselves in circumstances plagued

by uncertainty, instability, and ceaseless

challenges.4

Indeed, peace and stability are undeni-

ably necessary (albeit not sufficient)

determinants of health. Without these

foundations, clinical care is tenuous at

best and entirely absent at worst. The col-

lapse of health care in tandem with the

dissolution of stability is exemplified in

places such as Venezuela and Lebanon,
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where the undoing of these countries’

once stable—even if unjust—political

regimes has led to the rapid decline of

health care services.5,6 Without a founda-

tion of stability and peace, clinical man-

agement of common conditions such

as hypertension, diabetes, and common-

place surgical disease becomes

exceedingly challenging. This leaves sur-

vivors of conflict suffering from an over-

whelming burden of readily preventable

and treatable morbidity. For those with

more complicated conditions, such as

cancer, proper work-up and adequate

treatment with long-term surveillance is

nonexistent.

In refugee camp settings designed to

handle only basic medical conditions

on a temporary basis—and often with

an emphasis on maternal and child

health—providing quality medical and

surgical care for an elderly patient like

Emmanuel is exceedingly challenging.

Systems of care to adequately address

many conditions requiring long-term

treatment (e.g., hypertension, diabetes,

tuberculosis) have never materialized.

Entire populations are left at the mercy

of fragile systems that were designed

to triage and stabilize, not to treat long

term. Despite this, most refugee camps

become long-term settlements, and it

is rare for political processes to ethical-

ly resettle people expeditiously. Indeed,

the World Health Organization (WHO)

recently released its first ever report on

refugees and migrants.4 These popula-

tions’ absence in global surveys and

health data “make them almost invisible

in the design of health systems and

services,” noted the WHO director gen-

eral Tedros Adhanom Ghebreyesus.7

Despite formally enshrined doctrines

proclaiming health as a human right,8,9

migrants and refugees are rarely

afforded access to high-quality or sub-

speciality care, which is often deemed

too costly or difficult to provide in these

settings.10 Tragically, cost–benefit ana-

lyses of medical care in humanitarian

settings are often grounded in well-

intentioned assessments of currently

available resources, although more

can and should be done to change this.

Discussions of cost effectiveness do

little to help patients with active pathol-

ogies today: the mother with severe

postpartum hemorrhage, the child with

leukemia, or the elderly man with an

enlarged prostate.

In the absence of care, these individ-

uals—like any of us—may reasonably

try to seek treatment elsewhere. For

Emmanuel, this entailed spending ex-

tensive savings to journey across the

border into Burundi, where he received

an operation that ultimately left him

more impoverished and disabled than

he was before seeking care. He has

been suffering in Nyarugusu for years.

His impoverishment and lack of access

to care, which forced him to leave the

refugee camp, can ultimately be traced

to the conflict in Burundi that displaced

him and his family many years ago.

Despite the enormity of the chal-

lenges facing migrants and refugees

today, meaningful change is well within

reach. Investments to strengthen

health systems in refugee camp set-

tings should be made in partnership

with host communities, which often

face similar burdens of poverty and

clinical destitution. Instead of being

banned from working, refugees should

be employed, empowered, and trained

to establish health infrastructure in the

places where they are to be resettled.

No refugee or asylee, many of whom

have endured violence and persecu-

tion, should be discharged and con-

demned to a clinical desert.

This is readily doable, and it would

not take vast investments to improve

the current standard of care in most

refugee camp settings. The ordeals

endured by patients like Emmanuel

demonstrate the human toll shoul-

dered by those continuing to bear the

cost of conflict and the absence of

peace in their home communities. If we

are to truly recognize and ameliorate

the suffering of our world’s one billion

migrants and refugees, we would do

well to focus on strengthening health

systems with equity and inclusivity as

our guiding principles.
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Peace is one of the major prerequi-

sites for the preservation of health.

Without it, basic needs of life such as

food, water, and shelter cannot be as-

sured. Historical evidence has linked

disease outbreaks to war conditions.

In 430 BC, the Plague of Athens was ex-

acerbated by overcrowding during the

Peloponnesian War,1 and poor nutrition

in cramped military camps worsened

the deadly Spanish flu of 1918.2

Although the mortality burden is

mostly borne by men, women and chil-

dren are a soft target in armed conflict

because they are more vulnerable to

poverty, discrimination, and sexual

violence.3 In countries like Yemen and

Syria, persistent conflicts amid deeply in-

grained patriarchal ideologies reinforce

structural violence, culminating in the

torture, rape, and murder of women

and girls. Moreover, strict conservatism

and attitudes about gender roles restrict

them from working, which makes it ex-

tremely difficult to afford health care. In

Nigeria, the Boko Haram target and en-

slave schoolgirls as a weapon to wage

war against communities. A similar tactic

against women and children was used

by the Lord’s Resistance Army (LRA), as

witnessed by the author in her own

home area of northern Uganda.

Joseph Kony led the LRA movement

in 1986 after Yoweri Museveni’s govern-

ment overthrew the former regime

run by an ethnic Acholi from northern

Uganda. Kony’s self-described motive

was the establishment of a theocratic

state for the redemption of his people,

but he instead victimized them. The

author’s extended family had a beauti-

ful traditional homestead in Otuke-

Lango, bordering the Acholi subregion.

Women participated in domestic roles

such as cooking, child nurturing, fetch-

ing water, planting, and harvesting,

while men traded in animal hides and

skins. Children enjoyed all forms of cre-

ative play, sport, and performing arts.

But a village that was relatively peaceful

would soon become the target of the

LRA. In the late 1990s, surprise attacks

began in Lango and went on for more

than a decade. Rape, massacres, arson,

and mutilation were the order of the

day, with women and children abducted

as sex slaves and soldiers. One fateful

day in June 2000, while digging in Omoro,

the author’s brother, who was only

11 years old at the time, received a tip-

off about a possible rebel invasion. He

abandoned his hoe and dared to run but

was abducted at the Okuru River, across

which he could not swim. The rebels

flogged him ruthlessly, then handed him

ammunition to join them in carrying out

killings. For years he was both a victim

and a perpetrator, inflicting grave atroci-

ties against civilians by order of the LRA

for his own survival. In December 2004,

he escaped captivity during an ambush

as the rebels crossed the Ugandan bor-

der into South Sudan. He sought safety

in an internally displaced people’s camp,

where he received amnesty; despite re-

habilitation, however, the horrors of the

LRA war that left thousands of people

killed are forever etched in his mind. To

this day, he suffers some physical disabil-

ity and partial hearing loss. The author’s

broader community grappled with an

increased burden of care for orphans,

early adolescent pregnancies, incident

HIV infections, and loss of livelihood

opportunities. Mental health and psycho-

social support were neglected and, as of

now, many victims have still not healed.

United Nations (UN) Security Council

Resolution 1325 on Women, Peace,

and Security,4 adopted in October

2000, proposed a framework to deal

with several challenges women face

in situations of conflict. Despite their

adoption by several countries, there

is limited evidence to show that the

objectives of such frameworks have
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been significantly achieved. The author

acknowledges the tremendous efforts

by the UN, global development actors,

and governments championing key inter-

ventions toward securing peace and

health equity in regions confronted with

conflict. In the author’s opinion, more ef-

fort could be directed toward examining

risk factors and harmonizing multilevel

approaches to improve mental well-

being and prevent recurrence of conflict.

In their article,5 Link and Phelan invite

us to contextualize social conditions as

fundamental causes of disease if we

are to craft effective interventions to

promote population health. In most

conflict situations, the intersectionality

of gender and low socioeconomic sta-

tus translates into discrimination and

differential access to resources, which

serve as upstream factors that place

people and communities at risk. By

identifying how vulnerable groups be-

come marginalized, and working in

partnership with them, stakeholders

can establish multilevel interventions to

counter the consequences of conflict.

The social-ecological model helps us

to better understand drivers of conflict

and identify opportunities to intervene

at different levels. In the author’s com-

munity, traditional strategies—such

as “mato oput,”6 which involves ritual

cleansing—are routinely performed as

a symbol of reconciliation when a for-

mer LRA member returns home. Such

community-level interventions are

great platforms for psychosocial heal-

ing, building trust, and strengthening

solidarity, but the exclusion of women

and girls in what is considered a male

domain breeds inequity. Even then,

women rise up and demonstrate their

commitment to community rebuilding.

Where there is breakdown of the family

unit, they come together and share

experiences through storytelling and

entertainment as a way to seek and

give support to each other. Through

government-aided programs, many

engage in skills training for self-reliance,

and girls attend school. Policy-level

interventions that focus on attracting

broader stakeholder support in key

areas such as psychosocial health, edu-

cation, employment, and training of

community health workers have also

been key to improving the quality of

life. However, some challenges still per-

sist because of limited resource allo-

cation and the lack of political will. In

2009, the Lango war claimants took the

Government of Uganda to court for fail-

ing to pay reparations for livestock and

property that were looted by the Gov-

ernment Army and the LRA during the

prolonged conflict. The defendant retali-

ated by claiming that funds had been

diverted to prioritize development of in-

dustrial parks, durable roads, and wealth

creation. A decade later, funds were

released, but most claimants missed out

on compensation because of a deliber-

ately frustrating bureaucratic process.

The people of northern Uganda have

embraced the spirit of forgiveness,

shown resilience, and moved toward

development in the 10 years since peace

returned to the region. According to the

World Health Organization, the health

of all people is fundamental to the

attainment of peace and security and is

dependent on the fullest co-operation of

individuals and states. In this regard, the

Government of Uganda, the perpetrators

of the LRA conflict, local stakeholders,

and victims have made progress toward

peace-building for reconciliation and

recovery.
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The Visibility 
of Evictions  
(an Image of 
Health)
Eric Persaud, DrPH, MEA

An eviction mortarium was put 
in place in response to the 

COVID-19 pandemic that helped 
reduce New York statewide eviction 
totals to 3059 in 2020, compared 
with approximately 17 000 evictions 
in 2019.1,2 The eviction mortarium 
expired on January 16, 2022, and New 
York City saw a resurgence of evictions 
being filed.3

Such evictions dislodge people 
from their homes and contribute to 
the national homelessness crisis, for 
example, an estimated 326 000  
people in 2021 were sheltered. That 
total includes only people found  
in shelters, transitional housing,  
and other temporary housing  
environments.4

At a time when rent and inflation 
are increasing and labor wages  
remain stagnant, more and more 
Americans are being pushed into 
homelessness by eviction. Legal sys-
tems are working to train lawyers and 
are hiring lawyers to handle surges in 
eviction cases. However, rather than 
thus seeking to profit on evictions, the 
evictions should be prevented in the 
first place. Families struggling to pay 
rent brought on by the hardships of 
the COVID-19 pandemic and econom-
ic barriers need legal protection, not 
punishment. 
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FIGURE 1— Two banners hang side by side along a freeway overpass,  
	     fluttering on a rainy day in Queens, New York. To the left is an  
	     advertisement that says “tenant problems” with an image of one man  
	     kicking the other. There was a telephone number below the text that  
	     may have been ripped off. To the right, also in black-and-white, is the  
	     other banner, which says, “no evictions,” which appears to have been  
	     tattered by weather.
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Treating Hepatitis C in Individuals
With Previous Incarceration: The
Veterans Health Administration,
2012–2019
Laura Hawks, MD, MPH, Emily A. Wang, MD, MAS, Adeel A. Butt, MD, MS, Stephen Crystal, PhD, MA, D. Keith McInnes, ScD, MS,
Vincent Lo Re III, MD, MSCE, Emily J. Cartwright, MD, Lisa B. Puglisi, MD, Lamia Y. K. Haque, MD, MPH, Joseph K. Lim, MD,
Amy C. Justice, MD, PhD, and Kathleen A. McGinnis, DrPH, MS

To determine whether the Veterans Health Administration’s (VHA) hepatitis C (HCV) treatment campaign

reached marginalized populations, we compared HCV care by previous incarceration status with

Veterans Aging Cohort Study data. Of those with and those without previous incarceration, respectively,

40% and 21% had detectable HCV, 59% and 65% underwent treatment (P5 .07); 92% and 94% of those

who completed treatment achieved sustained virologic response. The VHA HCV treatment effort was

successful and other systems should replicate those efforts. (Am J Public Health. 2023;113(2):162–165.

https://doi.org/10.2105/AJPH.2022.307152)

The Veterans Health Administration

(VHA) is the country’s largest pro-

vider of hepatitis C (HCV) treatment

and has identified universal treatment

of patients with HCV as a strategic goal.

The VHA has recommended broad test-

ing eligibility and reflex confirmation

testing since at least 2012.1 Treatment

eligibility has been expanded to include

patients regardless of fibrosis stage or

comorbid substance use disorders,

and treatment is provided at minimal

out-of-pocket cost.1

INTERVENTION AND
IMPLEMENTATION

The VHA developed hepatitis C innova-

tion teams to identify and minimize

barriers to treatment of difficult to

reach populations by implementing di-

rect outreach programs, increasing

staffing for patients experiencing

homelessness, expanding pharmacy

prescribing privileges, expanding tele-

health services, and integrating HCV

treatment into opioid treatment pro-

grams.2 As of December 2017, the VHA

treated approximately 70% of all those

across their system with HCV viremia.3

Although engaging difficult to reach

populations was a goal of the program,

we do not know whether VHA efforts

resulted in equitable HCV screening,

treatment, and outcomes among disen-

franchised populations. Individuals with

previous incarceration have dispropor-

tionately higher rates of HCV but expe-

rience myriad barriers to health care,

including decreased access to employ-

ment and health insurance, social insta-

bility, and discrimination in the health

system.4 Previous incarceration is asso-

ciated with worse health outcomes in

other chronic diseases, including HIV

and hypertension,5,6 thus examining

their outcomes would provide a strong

indicator of equitable access to care in

the VHA.

PLACE, TIME, AND
PERSONS

The Veterans Aging Cohort Study

(VACS) survey sample is part of an on-

going national observational cohort

study of veterans in care with and with-

out HIV at eight sites. Our analytic sam-

ple included 1632 participants with and

1477 without HIV who completed a sur-

vey between October 2012 and June

2019, answered the survey question

about the personal history of incarcera-

tion, and were born between 1945

and 1965. Of the 3109 participants

in the analytic sample, 96% were

male, 64% Black, 27% White, and 8%

Hispanic; their ages ranged from 49 to

70 years.
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PURPOSE

After the development of a highly effec-

tive and tolerated treatment of HCV,

the VHA pursued a goal of universal

treatment in an effort to eradicate HCV

in its patient population.2 To under-

stand whether individuals with previous

incarceration were included in these

efforts, we used data from VACS to

compare the HCV treatment cascade

steps between those with and those

without previous incarceration. Be-

cause the cohort was initially designed

to study HIV, we also ran analyses com-

paring the treatment cascade steps be-

tween those with and those without

HIV, stratified by previous incarceration

status.

EVALUATION AND
ADVERSE EFFECTS

We linked VACS data to the VHA elec-

tronic health records, including labora-

tory and pharmacy data, via the Clinical

Data Warehouse; the methods have

been described elsewhere.7 We includ-

ed these HCV treatment cascade

steps8: HCV screening, viral load (VL)

confirmation, initiation of direct-acting

antiviral (DAA) treatment starting Janu-

ary 1, 2014 (the year DAAs became

available), completion of DAA treatment

by February 19, 2019, VL suppression

at last test, and sustained virologic re-

sponse (SVR). All participants were eligi-

ble for screening per the US Preventive

Service Task Force recommendations

during the study period, using HCV an-

tibody or RNA polymerase chain reac-

tion VL tests.

We considered those with a positive

VL to have chronic HCV and to be

eligible for DAA treatment. DAA initia-

tion was based on receiving at least

one DAA medication fill in the VHA.

We identified DAA completion by

patients having at least eight weeks of

DAA medication filled in the VHA, the

minimum recommended time accord-

ing to guidelines.9 We measured VL

suppression at last test because more

than 90% with undetectable VL after

treatment completion will remain so at

12 weeks, but some may not return for

follow-up lab testing.10 We considered

SVR achieved by the presence of an

undetectable VL at least 12 weeks after

treatment completion, reflecting cur-

rent clinical guidelines.

Of the 3109 VACS participants includ-

ed in this study, 1817 (58%) reported a

history of incarceration. HCV screening

was conducted in 99% of those with

and those without previous incarcera-

tion; and VL confirmation occurred for

99% and 98% of those with and those

without previous incarceration, respec-

tively. HCV prevalence was 40% and

21% among those with and those with-

out previous incarceration, respectively

(P< .001). Figure 1 shows the treatment

cascade by previous incarceration

among the 993 patients eligible for

treatment. Among those with HCV, 599

(60%) underwent treatment (59%

previous incarceration, 65% without

previous incarceration; P5 .07), and

541 (55%) completed therapy (53%

previous incarceration, 59% without

previous incarceration; P5 .11). The

treatment cascade was also similar by

HIV status (Figure 2).

Of the 599 who initiated treatment,

90% for those with and those without

previous incarceration completed

eight weeks of treatment. Of the 541

who completed eight weeks of treat-

ment, more than 98% had VL suppres-

sion at last test and 93% achieved

SVR (92% previous incarceration,

94% without previous incarceration;

P5 .58).

SUSTAINABILITY

This model can serve as an example for

other health care systems to achieve

high rates of HCV cure. Tactics that can

be applied to other systems include

broad testing and treatment eligibility

and reflex testing for positive screens,

expanding prescribing privileges to

include pharmacists, broadening tele-

health services, integrating HCV treat-

ment into opioid treatment programs

and homeless shelters, and minimizing

cost sharing.

PUBLIC HEALTH
SIGNIFICANCE

Amid a historic effort to reduce barriers

to HCV care in the VHA, HCV cascade

outcomes were similar among those

with and those without self-reported

previous incarceration in those born

from 1945 to 1965 and participating in

VACS. Screening and confirmation of

HCV occurred in more than 98% of

cases including among those with pre-

vious incarceration, which is substan-

tially higher than other published

screening rates.11 DAA initiation, treat-

ment completion, and viral suppression

were slightly lower for those with previ-

ous incarceration than those without

previous incarceration, but the differ-

ences were not statistically significant.

Of those who initiated treatment, a

high and similar percentage (>90%) in

those with and those without previous

incarceration completed treatment and

achieved SVR. Future research should

also evaluate whether the treatment

cascade differs by region or recent

incarceration.

The VHA’s provision of universal

and systematized delivery of HCV

treatment can be used as a model

for increasing both resources and
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public health infrastructure to combat

HCV and other infectious diseases,

in addition to reducing disparities.

For the United States to achieve the

World Health Organization’s goal of

HCV eradication by 2030, urgent

attention should be paid to un-

derstanding which VHA-initiated

efforts could be replicated in other

health care systems or used for

public health strategies outside

the VHA.
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FIGURE 1— HCV Treatment Cascade by Previous Incarceration Status Among Those in the Veterans Aging Cohort
Study Survey Sample With Confirmed Chronic HCV: United States, October 2012–June 2019

Note. DAA5direct-acting antiviral; HCV5hepatitis C; SVR5 sustained virologic response at 12 wk; VL5 viral load. Study population size was n5993.
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FIGURE 2— HCV Treatment Cascade by HIV Among Those in the Veterans Aging Cohort Study Survey Sample With
Confirmed Chronic HCV and (a) Without Prior Incarceration and (b) With Prior Incarceration: United States, October
2012–June 2019

Note. DAA5direct-acting antiviral; HCV5hepatitis C; SVR5 sustained virologic response at 12 wk; VL5 viral load. Study population size was n5993. There
were no statistically significant differences in the treatment cascade steps by HIV status (all P≥ .5).
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CDC-Supported National Network of
Farmworker-Serving Organizations
to Mitigate COVID-19
Bethany Boggess, PhD, Sarah Prager, MPH, Jennifer M. Lincoln, PhD, CSP, Ninel Espinosa Foss, Lic., Edward Kissam, BA,
Sylvia Partida, MA, and Alfonso Rodriguez Lainz, PhD, DVM, MPVM

The Centers for Disease Control and Prevention has partnered with the National Center for Farmworker

Health to respond to the impact of COVID-19 on US farmworker communities. Immigrant farmworkers

are often isolated from public health infrastructure. This partnership built the capacity of a national

network of organizations to connect farmworkers to COVID-19 education and vaccinations in 20 states

through training and resource sharing. The partnership funded 194 network member staff, trained 1130

individuals, and supported COVID-19 outreach to more than 600000 farmworkers. (Am J Public Health.

2023;113(2):166–169. https://doi.org/10.2105/AJPH.2022.307159)

Farmworkers were considered to be

essential during the COVID-19 pan-

demic, but they experienced numerous

inequities throughout the different

pandemic phases.1–5 The 2.5 million US

farmworkers are primarily immigrants,

with more than two thirds born outside

of the United States and half lacking

authorization to work in the country.6,7

Farmworkers have been found to have a

four times higher incidence of COVID-19

infection than nonfarmworkers.4 Such

health disparities are associated with

vulnerabilities including crowded hous-

ing, lack of paid time off, limited access

to health care, ineligibility for most

federal public benefits, and an elevated

prevalence of certain health risk factors

for severe COVID-19 symptoms (e.g.,

diabetes).8–10

The ill-equipped public health infra-

structure in the rural United States ex-

acerbated existing disparities during

the pandemic.11 Many community-

based organizations around the coun-

try quickly stepped up to meet the

needs of farmworkers, but they often

had limited capacity and resources to

address needs. The purpose of this ar-

ticle is to describe the initial impact of

the development of a national network

focused on protecting farmworkers’

health during the pandemic.

INTERVENTION AND
IMPLEMENTATION

To help address public health infra-

structure gaps among farmworkers,

the Centers for Disease Control and

Prevention (CDC) established a partner-

ship with and provided $7.8 million in

funding to the National Center for

Farmworker Health (NCFH). NCFH

established a national network of farm-

worker-serving organizations to guide

and implement the project. The part-

nership provided COVID-19 prevention

guidance to farmworker families and

emphasized building the capacity of

farmworker-serving organizations to

conduct COVID-19-related outreach

and education and support vaccination

distribution.

Project implementation was guided

by an advisory council that included

farmworkers, employers, researchers,

and organizational representatives.

Twenty members were selected on the

basis of multiple factors to ensure di-

versity in geography, areas of expertise,

and organizational missions. Ten of the

members were also funded network

subrecipients. The council provided

monthly guidance on project priorities.

CDC staff provided technical support

and facilitated coordination with the

CDC COVID-19 response.

The primary strategy was to enhance

the organizational capacity of the net-

work partners through training,

resources, and funding. The subcon-

tract language was flexible so that

organizations could implement local

strategies using their own expertise.

On the basis of needs identified from

capacity assessments, NCFH provided

responsive training and technical
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assistance (TA) sessions, disseminated

resources, and supported the develop-

ment of new partnerships.

PLACE, TIME, AND
PERSONS

The project, which was national in

scope and implemented from October

2020 through September 2021, fo-

cused on geographic areas with high

concentrations of farmworkers. Net-

work partners were located in 20 states

(Figure 1).

There were 54 network partners for-

mally involved in the project. Forty-one

organizations were formally subcon-

tracted to provide COVID-19 outreach,

education, mitigation, and vaccination

support. Two of the organizations were

agricultural employers, and the remain-

ing 39 were providers of social, health,

or legal services to farmworkers.

PURPOSE

The partnership was established with

the following objectives: (1) enhance

the capacity of farmworker-serving

organizations to connect farmworkers

and their families to COVID-19 educa-

tion, resources, and vaccines and (2)

build a network to increase collabora-

tion among farmworker-serving organi-

zations and other entities as a means

of enhancing the impact and sustain-

ability of their efforts.

EVALUATION AND
ADVERSE EFFECTS

To assess the initial impact of the pro-

ject, network organizations regularly

reported quantitative data on their ac-

tivities to NCFH. NCFH collected data

via capacity assessments, virtual meet-

ings, telephone interviews, and surveys

regarding needs and experiences dur-

ing the project.

Advisory Council

Ninety percent of members felt that

their voice was always heard during

meetings and acted on by NCFH. Coun-

cil member input was often actionable;

for example, members recommended

supporting local vaccination efforts

over national campaigns, and when

NCFH received additional funds for the

project, support for local vaccination

efforts was prioritized.

Capacity Assessment
and Training

Key needs identified in organizational

capacity assessments included themes

such as outreach with vaccine-hesitant

farmworkers, social media usage, and

FIGURE 1— Location of 41 Farmworker-Serving Network Organizations That Received Technical Assistance as Part
of the CDC/NCFH Partnership to Protect and Support Farmworkers During the COVID-19 Pandemic, October
2020–September 2021

Note. CDC5Centers for Disease Control and Prevention; NCFH5National Center for Farmworker Health.
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virus variants, among others. NCFH di-

rectly connected organizations that

needed expertise in a certain area with

organizations that possessed such

expertise.

In response to broadly identified in-

formation or capacity needs, NCFH

hosted 11 virtual English- and Spanish-

language training sessions for 1130

participants from farmworker-serving

organizations. The overall objective of

the training was to increase outreach

and public health knowledge while

building on participants’ existing knowl-

edge of their local communities. Train-

ing evaluations indicated increases in

knowledge: 65% of the participants

reported a high or extremely high level

of knowledge gained, and 89% were

satisfied or extremely satisfied with the

training they received.

Staff and Outreach
Resources

Project funds supported 194 part-time

and full-time outreach and program-

matic staff. Organizations reported

reaching 601956 farmworkers and

family members with COVID-19 educa-

tion through telephonic, video, or face-

to-face methods (some individuals may

have received more than one service)

and assisted in providing at least one

dose of a COVID-19 vaccine to more

than 63290 farmworkers and family

members during the project period.

Organizations also were given multilin-

gual health education materials and

face masks, gloves, and hand sanitizer

to distribute to farmworkers (Table 1).

Technical Assistance

In addition to group training, NCFH pro-

vided TA support to organizations to

build their capacity and increase access

to public health resources. Types of TA

included identifying health education

resources appropriate for farmworkers,

presenting at workshops, exchanging

ideas among partners, and offering

support in using outreach technologies.

A total of 1017 individuals took part in

nearly 230 TA interactions focused on

COVID-19.

Network Collaborations

Supporting collaborations among

farmworker-serving organizations,

employers and industry associations,

health departments, and CDC pro-

grams was another major focus of

building capacity. Connecting new part-

ners was facilitated via local network

projects, TA interactions, and hosting of

network calls to exchange ideas, build

skills, and learn about promising prac-

tices around the country. NCFH hosted

a total of eight network calls in English

and Spanish, and an average of 22 par-

ticipants attended each call. This ex-

change of ideas was especially critical

for innovation and problem solving

when organizations were dealing with

widespread outbreaks of COVID-19

and during earlier phases of vaccine

distribution.

SUSTAINABILITY

Network members indicated that part-

nership resources were essential to

provide COVID-19 education to farm-

workers and support vaccination

efforts. The primary challenges in

TABLE 1— Summary of Project Outcomes Resulting From the
CDC/NCFH Network Partnership to Protect and Support
Farmworkers During the COVID-19 Pandemic, October
2020–September 2021

Outcomea No.

Capacity-building activities

Full- or part-time staff supported through network funds 194

Network training participants 1 130

Technical assistance support recipients 1 107

Farmworker outreach activities

Farmworkers and family members who received at least one dose of a
COVID-19 vaccine

63290

Farmworkers and family members reached with COVID-19 prevention or vaccine
education (in person, via telephone, or through video calls)b

601956

Facemasks, gloves, hand sanitizer items distributed to farmworkers 568320

Farmworkers who received COVID-19 testing referrals and support 46389

Farmworkers who received food distribution or isolation and quarantine support 10016

Note. CDC5Centers for Disease Control and Prevention; NCFH5National Center for Farmworker
Health.

aSome individuals may have received more than one service. Because of differences in the timeline
to complete subcontracts, six organizations reported metrics from November 2020 through
September 2021 and 35 organizations reported metrics from May 2021 through September 2021.
The metrics reported here reflect all metrics reported from November 2020 through September
2021.
bTwo organizations were able to report only all farmworkers educated by their organization and
not the number reached specifically through activities undertaken pursuant to the CDC/NCFH
cooperative agreement and the NCFH subcontracts.
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implementing these efforts were rapid-

ly evolving public health strategies and

limited capacity of local organizations

as a result of other projects or staff

shortages. Sustaining the staffing levels

and resources used to maintain the

network is projected to cost $4 million

to reach approximately 600000 farm-

workers and their families annually.

Continuing the network would facilitate

ongoing outreach and education on a

variety of health topics and a more rap-

id response to future public health

emergencies.

PUBLIC HEALTH
SIGNIFICANCE

We concluded that local farmworker-

serving organizations played a critical

role in implementing public health ac-

tivities during the pandemic through

disseminating public health information

and guidance, bringing local issues

among farmworkers to the attention of

public health officials, and delivering

health services and education to farm-

workers. A national partnership fo-

cused on allowing local organizations

to act on their expertise may be useful

in efforts to address other health needs

of farmworkers and reduce health dis-

parities faced by this critically important

population.
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A COVID-19 Vaccination Program to
Promote Uptake and Equity for People
Experiencing Homelessness in Los
Angeles County
Allison D. Rosen, PhD, Alexander Senturia, BA, Isabelle Howerton, MPH, Emily Uyeda Kantrim, BA, Vanessa Evans, MSN, RN,
Tiffany Malluche, MSN, RN, Jonni Miller, MSW, Miriam Gonzalez, BA, Brooke Robie, BS, Chelsea L. Shover, PhD,
Alicia H. Chang, MD, MS, Heidi Behforouz, MD, Anh Nguyen, MD, MBA, and Emily H. Thomas, MD, MS

People experiencing homelessness (PEH) have been disproportionately affected by COVID-19, yet their

vaccination coverage is lower than is that of the general population. We implemented a COVID-19

vaccination program that used evidence-based and culturally tailored approaches to promote vaccine

uptake and equity for PEH in Los Angeles County, California. From February 2021 through February 2022,

33977 doses of vaccine were administered at 2658 clinics, and 9275 PEH were fully vaccinated. This

program may serve as a model for future service delivery in vulnerable populations. (Am J Public Health.

2023;113(2):170–174. https://doi.org/10.2105/AJPH.2022.307147)

To promote COVID-19 vaccination

among people experiencing home-

lessness (PEH), Housing for Health

(HFH), a division of the Los Angeles (LA)

County Department of Health Services

in California, implemented a mobile vac-

cination program in partnership with the

LA County Department of Public Health.

INTERVENTION AND
IMPLEMENTATION

We held clinics at shelters, homeless

services centers, encampments, and

other public spaces. Teams also can-

vassed areas by car and on foot to iden-

tify locations where unsheltered PEH

were residing. We visited locations every

two to four weeks to provide first, sec-

ond, and booster doses until saturation

of vaccine interest was reached. We

offered vaccines from all three pharma-

ceutical companies that manufacture

COVID-19 vaccinations, Moderna, Pfizer,

and Janssen, at most clinics.

Teams of nurses, emergency medical

technicians, community health workers,

and homeless services staff trained in

motivational interviewing and trauma-

informed care provided vaccine educa-

tion and administration. Outreach

efforts informed by the concept of self-

determination and the “whatever it

takes” model provided PEH with educa-

tion and resources to make informed

decisions about their health.1,2 Teams

provided food, hygiene kits, tents, and

harm reduction supplies to PEH regard-

less of their interest in vaccination.

Community health workers engaged

PEH in face-to-face conversations and

were trained to invite current PEH,

called peer ambassadors, to share per-

sonal stories about being vaccinated.3

Paired with these extensive education

efforts, $50 gift cards for first doses

and $25 gift cards for subsequent

doses were offered to those vaccinated

beginning in September 2021.

Teams regularly reviewed data to

identify groups that had disparities in

uptake, and we used quality improve-

ment studies in the form of rapid field

surveys to evaluate outreach strategies

and understand reasons for vaccine

hesitancy. We then designed educa-

tional pamphlets and games to address

the most cited reasons for hesitancy.

PLACE, TIME, AND
PERSONS

Implementation occurred between

February 3, 2021 and February 5,

2022 in LA County. The program

primarily served PEH as well as home-

less services staff and individuals

with housing insecurity or previous

homelessness.
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PURPOSE

Given the elevated risk of COVID-19

mortality among PEH, access to vaccina-

tion is vital for this population.4 There is

a need for programs to bring vaccines

directly to shelters and encampments

and address the high rates of mistrust

of, concern about, and hesitancy toward

vaccination among PEH.5,6 Our program

aimed to use evidence-based and cul-

turally tailored approaches to promote

COVID-19 vaccine uptake and equity

among PEH in LA County.1,2,6,7

EVALUATION AND
ADVERSE EFFECTS

HFH held 2658 clinics, averaging 51 per

week. Of these clinics, 1032 (38.8%)

served sheltered PEH and 1626 (61.2%)

served unsheltered PEH.

Quality improvement data that we

collected beginning in November 2021

revealed that HFH teams engaged

more than 1000 PEH in vaccine educa-

tion weekly; approximately 50% of

those engaged participated in quality

improvement surveys to evaluate out-

reach methods. Results suggested that

financial incentives were an acceptable

strategy: 56% of participants said that

being offered a $50 gift card was a pri-

mary reason they were vaccinated,

whereas 1.7% said they did not get vac-

cinated because they found it coercive.

In addition, 16% of participants cited

their conversation with HFH staff as a

primary reason for deciding to be vacci-

nated, highlighting the importance of

personal engagement.8

HFH administered 33977 doses of

COVID-19 vaccine. PEH received 20043

(59.0%) doses, homeless services staff

received 6199 (18.2%) doses, and indi-

viduals with housing insecurity or previ-

ous homelessness received 7735

(22.8%) doses. Most doses (n517537;

51.6%) were first doses; 9199 (27.0%)

were second doses, 215 (0.6%) were

additional doses for immunocompro-

mised individuals, and 7026 (20.7%)

were booster doses. The median num-

ber of doses per week administered

to PEH was 344 (interquartile range5

260–490; Figure 1).

HFH fully vaccinated 9275 PEH; 3564

(38.4%) were sheltered and 5711

(61.6%) were unsheltered. Those fully

vaccinated by HFH represent 14.6%

(95% confidence interval514.3%,

14.8%) of the total unhoused popula-

tion of LA County (Table 1). In addition,

2052 homeless services staff were fully

vaccinated through HFH’s program

(Table A, available as a supplement to

the online version of this article at

http://www.ajph.org).

Overall, 4074 (43.9%) of the PEH fully

vaccinated by HFH received a two-dose

mRNA vaccine, and 66.2% of them

returned to an HFH clinic for their
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for Health: Los Angeles County, CA, February 3, 2021–February 5, 2022
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second dose. Among sheltered and

unsheltered PEH, second dose follow-

up was 79.3% and 53.6%, respectively

(Figure A, available as a supplement to

the online version of this article at

http://www.ajph.org).

To our knowledge, this program did

not have any unintended consequences.

We reported adverse events to the Vac-

cine Adverse Events Reporting System;

we observed no major adverse events.

However, implementation was more

challenging among unsheltered PEH,

who make up 70% of LA’s homeless

population.9 Frequent encampment

sweeps fostered government mistrust

and made second dose delivery chal-

lenging. Additionally, unsheltered PEH

reported higher rates of vaccine hesi-

tancy in our quality improvement studies

and were twice as likely to be unwilling

to engage in education than were shel-

tered PEH.8

SUSTAINABILITY

Mass vaccination campaigns with

“hardest to reach” populations are

resource intensive. Continued efforts

should invest in community-based

programs and consider lessons learned

from this program. First, health serv-

ices brought directly to PEH build

trust and lasting relationships. Sec-

ond, programs should invest in staff

with lived experience and build stake-

holder engagement across elected

offices and advocacy groups to facili-

tate buy-in and drive culturally compe-

tent programs. Lastly, responding to

a dynamic situation like a pandemic

requires real-time data tracking and

quality improvement efforts to inform

decision-making and resource

allocation.

TABLE 1— People Experiencing Homelessness Fully Vaccinated by Housing for Health: Los Angeles
County, CA, February 3, 2021–February 5, 2022

Total Sheltered Unsheltered

Vaccinated,
No. (%)

Population Sizea

(% Vaccinated)
Vaccinated,

No. (%)
Population Sizea

(% Vaccinated)
Vaccinated,

No. (%)
Population Sizea

(% Vaccinated)

Total 9275 (100) 63706 (14.6) 3 564 (100) 17616 (20.2) 5 711 (100) 46 090 (12.4)

Age, y

0–17 120 (1.3) 7 491 (1.6) 104 (2.9) 5 863 (1.8) 16 (0.3) 1 628 (1.0)

18–24 330 (3.6) 4 181 (7.9) 155 (4.3) 1 772 (8.7) 175 (3.1) 2 409 (7.3)

25–54 5094 (54.9) 37138 (13.7) 1 733 (48.6) 7 135 (24.3) 3 361 (58.9) 30 003 (11.2)

55–61 1702 (18.4) 8 606 (19.8) 627 (17.6) 1 495 (41.9) 1 075 (18.8) 7 111 (15.1)

≥ 62 2029 (21.9) 6 290 (32.3) 945 (26.5) 1 351 (69.9) 1 084 (19.0) 4 939 (21.9)

Gender identityb

Male 6188 (68.2) 42797 (14.5) 2 200 (63.8) 9 113 (24.1) 3 988 (70.8) 33 684 (11.8)

Female 2841 (31.3) 20671 (13.7) 1 239 (35.9) 8 455 (14.7) 1 602 (28.5) 12 216 (13.1)

Nonbinary 9 (0.1) 238 (3.8) 2 (0.1) 48 (4.2) 7 (0.1) 190 (3.7)

Transgender 40 (0.4) 842 (4.8) 7 (0.2) 158 (4.4) 33 (0.6) 684 (4.8)

Race/Ethnicityc

Hispanic/Latino 3744 (41.7) 23005 (16.3) 1 299 (37.8) 6 279 (20.7) 2 445 (44.2) 16 726 (14.6)

Non-Hispanic American
Indian/Alaska Native

167 (1.9) 686 (24.3) 45 (1.3) 58 (77.6) 122 (2.2) 628 (19.4)

Non-Hispanic Asian 202 (2.3) 774 (26.1) 110 (3.2) 167 (65.9) 92 (1.7) 607 (15.2)

Non-Hispanic Black/
African American

2537 (28.3) 21509 (11.8) 1 014 (29.5) 8 424 (12.0) 1 523 (27.5) 13 085 (11.6)

Non-Hispanic Native Hawaiian/
other Pacific Islander

63 (0.7) 205 (30.7) 21 (0.6) 73 (28.8) 42 (0.8) 132 (31.8)

Non-Hispanic other 339 (3.8) 1 319 (25.7) 171 (5.0) 326 (52.5) 168 (3.0) 993 (16.9)

Non-Hispanic White 1925 (21.4) 16208 (11.9) 780 (22.7) 2 289 (34.1) 1 145 (20.7) 13 919 (8.2)

aWe sourced these data from the Los Angeles Homeless Services Authority.9
bGender identity was missing for 197 individuals (116 sheltered, 81 unsheltered).
cRace/ethnicity was missing for 298 individuals (124 sheltered, 174 unsheltered).

OPINIONS, IDEAS, & PRACTICE

172 Notes from the Field Rosen et al.

A
JP
H

Fe
b
ru

ar
y
20

23
,V

ol
11

3,
N
o.

2

http://www.ajph.org


PUBLIC HEALTH
SIGNIFICANCE

Amid the rapidly evolving COVID-19

pandemic, HFH designed and imple-

mented a novel program that aimed to

increase vaccine uptake and promote

equity for PEH. The 9275 PEH fully vac-

cinated by HFH represent 23.2% of all

PEH fully vaccinated in LA County in the

year following vaccine rollout.10

Uptake and second dose follow-up

were consistently higher in sheltered

than in unsheltered PEH, although we

held 50% more clinics for unsheltered

clients. This is likely explained in part by

perceived increased COVID-19 risk in

congregate settings and by frequent

street cleanups that displaced unshel-

tered PEH.11

The program was particularly suc-

cessful at reaching PEH aged 62 years

and older and those who identify as

Hispanic/Latino. PEH older than 62

years accounted for 21.9% of HFH vac-

cinations but represent 9.9% of the

homeless population in LA County, and

PEH who identify as Hispanic/Latino

accounted for 41.7% of HFH vaccina-

tions but represent 36.1% of the popu-

lation. Continued efforts are needed;

the disparities in vaccination observed

among PEH vaccinated by HFH mirror

those in the entire unhoused and gen-

eral populations of LA County, suggest-

ing a need for improved strategies to

promote vaccination across all

populations.12

In evaluating our program, we

acknowledge that some PEH may have

been vaccinated in other settings had

this program not existed. However,

HFH’s low-barrier approach targeted

PEH who otherwise would have faced

many barriers to vaccination. Anecdot-

ally, we routinely had conversations

with individuals who indicated that they

would not have otherwise been vacci-

nated or faced too many barriers in

other settings to access vaccination.

Data analyses were limited by the

fact that the unhoused population was

last counted in early 2020—before the

COVID-19 pandemic. Because home-

lessness likely increased during the

pandemic, we may have overestimated

the proportion of PEH vaccinated.9 We

likely underestimated the proportion

who returned for their second dose of

mRNA vaccines, as some may have got-

ten second doses outside the HFH

program.

Much work remains to be done in

reducing the burden of COVID-19

among PEH. HFH’s innovative program

can serve as a model for the ongoing

promotion of vaccine uptake and equity

in vulnerable populations.

ABOUT THE AUTHORS
Allison D. Rosen, Alexander Senturia, Isabelle
Howerton, Emily Uyeda Kantrim, Vanessa Evans,
Tiffany Malluche, Jonni Miller, Miriam Gonzalez,
Brooke Robie, Heidi Behforouz, Anh Nguyen, and
Emily H. Thomas are with the Los Angeles County
Department of Health Services, Los Angeles, CA.
Chelsea L. Shover is with the David Geffen School
of Medicine, University of California Los Angeles.
Alicia H. Chang is with the Los Angeles County
Department of Public Health, Los Angeles, CA.

CORRESPONDENCE
Correspondence should be sent to Allison D.
Rosen, 10880 Wilshire Blvd, Suite 1800, Los
Angeles, CA, 90024 (e-mail: a.rosen@ucla.edu).
Reprints can be ordered at http://www.ajph.org
by clicking the “Reprints” link.

PUBLICATION INFORMATION
Full Citation: Rosen AD, Senturia A, Howerton I,
et al. A COVID-19 vaccination program to pro-
mote uptake and equity for people experiencing
homelessness in Los Angeles County. Am J Public
Health. 2023;113(2):170–174.

Acceptance Date: October 4, 2022.

DOI: https://doi.org/10.2105/AJPH.2022.307147

CONTRIBUTORS
A. D. Rosen prepared the first draft of the article.
A. D. Rosen and I. Howerton performed data
analysis. E. U. Kantrim, A. H. Chang, A. Nguyen,
and E.H. Thomas served as program leads. All
authors contributed to program implementation

and drafting and revising the article and reviewed
and approved the final version of the article.

ACKNOWLEDGMENTS
Housing for Health (HFH) COVID-19 response
teams were funded via grants awarded to the Los
Angeles County Department of Public Health (ELC
Enhancing Detection: 6 NU50CK000498-01-09
and ELC Enhancing Detection Expansion: 6
NU50CK000498-02-04; as supplemental funds for
CK19-1904: ELC Enhancing Detection through
Coronavirus Response and Relief).

The authors would like to acknowledge the
HFH COVID-19 response team, whose dedication
to developing meaningful, dignified, and innova-
tive approaches to health care for unhoused peo-
ple made this work possible. The authors wish to
thank their governmental, academic, and commu-
nity partners, including the Los Angeles County
Department of Public Health, for the funding, vac-
cines, technical support, and collaboration used
in this project.

CONFLICTS OF INTEREST
The authors have no conflicts of interest to
declare.

HUMAN PARTICIPANT
PROTECTION
Institutional review board (IRB) approval was not
required for program implementation. Quality
improvement studies were determined to be
exempt from IRB oversight by the University of
California, Los Angeles IRB.

REFERENCES

1. Spicker P. Social Work and Self-determination.
Br J Soc Work. 1990;20(3):221–236.

2. Willer B, Corrigan JD. Whatever it takes: a model
for community-based services. Brain Inj. 1994;
8(7):647–659. https://doi.org/10.3109/02699059
409151017

3. Shover CL, Rosen A, Mata J, et al. Engaging same-
day peer ambassadors to increase coronavirus dis-
ease 2019 vaccination among people experiencing
unsheltered homelessness in Los Angeles County:
a hybrid feasibility–evaluation study. J Infect Dis.
2022;226(suppl 3):S346–S352. https://doi.org/10.
1093/infdis/jiac291

4. Leifheit KM, Chaisson LH, Medina JA, Wahbi RN,
Shover CL. Elevated mortality among people
experiencing homelessness with COVID-19. Open
Forum Infect Dis. 2021;8(7):ofab301. https://doi.
org/10.1093/ofid/ofab301

5. Feldman BJ, Kim JS, Mosqueda L, et al. From the
hospital to the streets: bringing care to the
unsheltered homeless in Los Angeles. Healthc
(Amst). 2021;9(3):100557. https://doi.org/10.
1016/j.hjdsi.2021.100557

6. Knight KR, Duke MR, Carey CA, et al. COVID-19
testing and vaccine acceptability among
homeless-experienced adults: qualitative data
from two samples. J Gen Intern Med. 2022;
37(4):823–829. https://doi.org/10.1007/s11606-
021-07161-1

OPINIONS, IDEAS, & PRACTICE

Notes fromthe Field Rosen et al. 173

A
JP
H

Feb
ru
ary

2023,Vo
l113,N

o
.2

mailto:a.rosen@ucla.edu
http://www.ajph.org
https://doi.org/10.2105/AJPH.2022.307147
https://doi.org/10.3109/02699059409151017
https://doi.org/10.3109/02699059409151017
https://doi.org/10.1093/infdis/jiac291
https://doi.org/10.1093/infdis/jiac291
https://doi.org/10.1093/ofid/ofab301
https://doi.org/10.1093/ofid/ofab301
https://doi.org/10.1016/j.hjdsi.2021.100557
https://doi.org/10.1016/j.hjdsi.2021.100557
https://doi.org/10.1007/s11606-021-07161-1
https://doi.org/10.1007/s11606-021-07161-1


7. Crawford K. Evaluating Trauma-Informed Care
Practices in an Interdisciplinary Homeless Service
Collaboration. J Evidence-Based Soc Work. 2022;
19(2):212–227.

8. Rosen AD, Beltran J, Thomas E, et al. COVID-19
vaccine acceptability and financial incentives
among unhoused people in Los Angeles County:
a three-stage field survey. J Urban Health. 2022;
99(3):594–602. https://doi.org/10.1007/s11524-
022-00659-x

9. Los Angeles Homeless Services Authority. 2020
Greater Los Angeles homeless count results.
June 12, 2020. Available at: https://www.lahsa.
org/news?article=726-2020-greater-los-angeles-
homeless-count-results. Accessed February 28,
2022.

10. County of Los Angeles Public Health. Deaths
among people experiencing homelessness.
February 18, 2022. Available at: http://www.
publichealth.lacounty.gov/phcommon/public/
media/mediapubhpdetail.cfm?prid=3697.
Accessed October 20, 2022.

11. Rogers JH, Link AC, McCulloch D, et al. Character-
istics of COVID-19 in homeless shelters: a
community-based surveillance study. Ann Intern
Med. 2021;174(1):42–49. https://doi.org/10.7326/
M20-3799

12. County of Los Angeles Public Health. COVID-19
dashboard: locations and demographics. Octo-
ber 20, 2022. Available at: http://publichealth.
lacounty.gov/media/Coronavirus/locations.htm.
Accessed February 28, 2022.

OPINIONS, IDEAS, & PRACTICE

174 Notes from the Field Rosen et al.

A
JP
H

Fe
b
ru

ar
y
20

23
,V

ol
11

3,
N
o.

2

https://doi.org/10.1007/s11524-022-00659-x
https://doi.org/10.1007/s11524-022-00659-x
https://www.lahsa.org/news?article=726-2020-greater-los-angeles-homeless-count-results
https://www.lahsa.org/news?article=726-2020-greater-los-angeles-homeless-count-results
https://www.lahsa.org/news?article=726-2020-greater-los-angeles-homeless-count-results
http://www.publichealth.lacounty.gov/phcommon/public/media/mediapubhpdetail.cfm?prid=3697
http://www.publichealth.lacounty.gov/phcommon/public/media/mediapubhpdetail.cfm?prid=3697
http://www.publichealth.lacounty.gov/phcommon/public/media/mediapubhpdetail.cfm?prid=3697
https://doi.org/10.7326/M20-3799
https://doi.org/10.7326/M20-3799
http://publichealth.lacounty.gov/media/Coronavirus/locations.htm
http://publichealth.lacounty.gov/media/Coronavirus/locations.htm


Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



New Frameworks for
Engaging Communities
to Confront HIV, COVID-19,
and Climate Change
Health Inequities
Jonathan I. Levy, ScD, and Lisa Bowleg, PhD, MA

ABOUT THE AUTHORS

Jonathan I. Levy is with the Department of Environmental Health, Boston University
School of Public Health, Boston, MA. Lisa Bowleg is with the Department of Psychological
and Brain Sciences, The George Washington University, Washington, DC.

See also Alang and Blackstock, p. 194, Cole et al., p. 185, Ferguson,

p. 182, p. 175, Mend�ez and Zu~niga p. 177, Razum andWandschneider,

p. 133, and Riley, p. 179.

C limate change, HIV, and COVID-19

are complex global health chal-

lenges with inequitable impacts both

within and between countries. Al-

though the inequities have been widely

acknowledged for some time, numerous

factors have made it difficult to make

headway in reducing or eliminating

them. These factors include structural

racism and other forms of discrimination

against racial/ethnic minority and low-

or no-income populations that lead to

differential exposures and differential

access to health care. Two articles in

the current issue of AJPH propose new

frameworks that emphasize the impor-

tance of empowering communities

marginalized by intersecting systems

of oppression as the key to addressing

inequities. Comparing the articles’

proposed frameworks provides some

insight into strategies to confront inequi-

ties across the field of public health.

Cole et al. (p. 185) propose a typology

of health equity–focused community-

based climate action, whereby the two

key dimensions by which community-

based climate action can be evaluated

are the extent of community agency and

the degree to which power relationships

are transformed. At one extreme is a

model of quasiparticipation, in which

community members can voice their

concerns but have no real power to in-

fluence decisions and no efforts are

made to build community agency. At the

other extreme is a model of transforma-

tive action, in which decision-making

processes are inclusive and there are

sustained efforts to empower communi-

ties and ensure that they can truly influ-

ence decisions. Of the 48 community-

based climate action examples the

authors review, only 12 fit into the cate-

gory of transformative action. Examples

of transformative action typically include

explicit attempts to build community ca-

pacity while changing the structure of

advisory committees to include commu-

nity members and allow them to have

real decision-making authority.

Similarly, Alang and Blackstock (p. 194)

propose a health justice framework that

emphasizes the redistribution of power

and resources to center the needs of

communities and populations that

have historically been marginalized,

considering both HIV and COVID-19.

Using an intersectionality lens that

acknowledges race, gender, class, sexu-

ality, and other dimensions, the authors

move beyond previously proposed

frameworks to explicitly acknowledge

that inequities in outcomes arise because

of the combined influence of systems,

structures, and institutions on health and

well-being. Their recommendations

include redistributing resources to go

beyond an individual choice model that

perpetuates structural inequities, using

mandates and regulations to redistrib-

ute power, and ensuring that the most

affected communities are centered

during policy development. The authors

also reinforce the importance of evalu-

ating the multidimensional effects of

policies across systems; beneficial inter-

ventions could exacerbate inequities

because of differential access to the

interventions, or measures used to

tackle one form of inequity (e.g., virtual

school to reduce inequitable COVID-19

risk) could create another form of

inequity (e.g., learning outcomes).

This observation creates a bridge

between the two articles: what types of

systems and structures would be need-

ed to simultaneously address inequities

in climate change, COVID-19, HIV, and

other major public health issues? Al-

though this is a daunting challenge, the

conceptual frameworks of both articles

provide insight into two elements that

could be transformational.

First, top-down models in which com-

munities or populations that have been

historically marginalized are not given

the power to lead and influence deci-

sions will invariably perpetuate inequities.

This type of shift in power dynamics
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often requires policy changes that

mandate the representation of affected

communities and populations on key

advisory committees or in other

decision-making bodies, where these

committees have real authority and

the community members have genuine

input and power. Alang and Blackstock

give the example of requirements for

obtaining part A funds from the Ryan

White Program that include demon-

strated participation of people living

with HIV. Cole et al. give the example of

the Oakland Climate Action Coalition, in

which city agencies granted community

members not just inclusion on advisory

committees but also real decision-

making authority. These and other

examples can be broadened to include

other contexts. To formally consider

intersections among a range of stress-

ors, mandated representation and as-

sociated empowerment should happen

in programs targeting individual stress-

ors and programs addressing upstream

factors.

Second, many health inequities

stem from factors such as systemic

and structural racism that lead to both

differential access to resources (e.g.,

the ability to afford medications or non-

pharmaceutical interventions) and dif-

ferential exposures to stressors (e.g.,

increased exposure to heat related to

structural discrimination that influences

housing and the built environment).

Although addressing these inequities

across the board would be challenging,

given political resistance and the sheer

scale and scope of the problem, both

articles point to the need for policy

development that centers equity (partly

through the empowerment processes

described) and that closes gaps created

by unaddressed or unacknowledged

structural discrimination (through tar-

geted policy measures).

For example, the 2022 US COVID-19

response largely emphasizes individual

choice to obtain vaccines or nonphar-

maceutical interventions, a strategy

that perpetuates inequities by not ac-

knowledging that structural racism and

other systems of oppression create dif-

ferential ability to work from home, get

paid sick leave, afford masks or adequate

ventilation and filtration, and so forth.1

An approach consistent with these con-

ceptual models would formally engage

those disproportionately affected by

COVID-19 for multiple reasons (e.g., dis-

ability status, essential worker status,

lack of health insurance) and use their

input to craft programs that reduce fi-

nancial and logistical barriers.

Both articles also intersect with the

broader domain of community-based

participatory research, in which com-

munity members are directly involved

in research efforts that will influence

their communities, often with a health

equity lens.2 Although neither article

formally addresses community-based

participatory research, the conceptual

framework—which is captured funda-

mentally by the expression “nothing

about us without us”—provides some

helpful additional elements. In particu-

lar, research in communities will not be

as successful in effectuating change un-

less the community has a leadership

role in determining the research ques-

tion, contributing to the data collection,

and informing the analysis and ultimate

interpretation. There are multiple

examples of community-based partici-

patory research studies that were able

to redistribute power from researchers

to community members and were

therefore able to have a greater influ-

ence on the policy process.3,4

The sheer magnitude of health

inequities and their disparate impact

on historically marginalized

communities demand new and uncon-

ventional models of community en-

gagement. In proposing new frame-

works, these articles flip the script and

center the role of community in ad-

vancing health equity. Together, these

articles offer new pathways to transfor-

mational change for the public health

community and the key decision-

makers charged with protecting com-

munity health.
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Cole et al. (p. 185 in this issue of

AJPH) argue that health equity is

crucial to addressing the human health

consequences of climate change. They

underscore how effective climate action

requires meaningful public engagement

processes focused on increasing com-

munity capacity and the power to re-

duce health disparities in marginalized

neighborhoods. Such findings are con-

sistent with M�endez’s1 study of the chal-

lenges of incorporating health equity

into local climate action plans. That

research focused on how California’s

cities with high levels of pollution and

social vulnerability address climate

change and public health. In general,

the findings showed that in these cities,

climate action planning and work on

public health were occurring in a paral-

lel manner rather than through an inte-

grated approach. The study, moreover,

highlighted the need to develop stronger

partnerships with community-based

organizations for linking climate action

planning with public health.

Cole et al., accordingly, in their recent

study of 48 community-based climate

actions, reference Arnstein’s “Ladder of

Citizen Participation”2 and explore how

some of the climate actions offered the

illusion of participation without any

meaningful resident engagement.

Furthermore, many of these climate

actions failed to provide opportunities

for power building: the empowerment

of marginalized communities with the

voice, capacity, and authority to deter-

mine how and what methods are need-

ed to reduce health disparities through

climate action measures.

Our forthcoming research takes a

similar approach. We analyzed the ten-

sions stakeholders (i.e., government,

community, and consultants) have in

implementing a new California law

(Senate Bill 1000) that requires environ-

mental justice considerations (bit.ly/

3FsN7Zh; bit.ly/3iJL5vM) to be included

in local land use plans (i.e., general

plans). Our analysis of 37 city and coun-

ty general plans in localities determined

by the state to have high levels of envi-

ronmental injustice shows that they

had minimal resources to carry out

measures and engage in substantive

community engagement.3 However,

one approach to help overcome this

challenge is urban planners’ use of a

strong public health framing.

Three of 37 jurisdictions in our study

referred to a previous health strategy

(i.e., chapter or element) in their general

plans as an important precursor for

environmental justice considerations.

These localities began their outreach

with a broad discussion on health as a

method for residents to understand and

relate contextually to environmental

justice (bit.ly/3Bhdyjc; bit.ly/3h3U1vE).

The health chapter helped urban plan-

ners understand the disparities and

detail them in the general plan. This

contextual analysis of existing condi-

tions and identification of vulnerable

populations also served as a guide for

community outreach. Similarly, local

public health departments assisted

urban planners to better understand

community and environmental health

needs. We found that four jurisdictions

had partnered with them. These part-

nerships were instrumental in guiding

community engagement and acquiring,

sharing, and analyzing data, as well as

developing goals and policies related to

environmental justice.

One key example is the City of Los

Angeles, California, which in 2021

established the Climate Emergency

Mobilization Office. The office has

made interdepartmental policy recom-

mendations in partnership with com-

munity groups, centering environmental

justice considerations related to climate

change, disasters, and land use. These

recommendations will be included in

the city’s next general plan update.

In particular, the office is promoting a

strong focus on health and climate

change and working with community-

based health and governmental experts

on proposed measures and proposals.

This approach is consistent with the
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typology of “transformative action” in

health equity processes in Cole et al.

The city is helping build community

power through advisory boards and

the substantive integration of local

knowledge in key planning documents.

It provides a more egalitarian process

for inclusive decision-making.4 Similarly,

we found that localities that established

environmental justice advisory commit-

tees through transformative actions

reported having more robust conversa-

tions about racial and environmental

health inequities and were able to bet-

ter develop substantive environmental

justice policies in their general plans.5

In sum, Cole et al. provide a strong

foundation to understand effective

methods for community power building

and engagement processes to reduce

health disparities through climate

action measures. However, there is still

much to learn from how local govern-

ments, urban planners, and community

groups have navigated health equity

implementation and how jurisdictions

with varying landscapes and political

contexts can establish policies that will

reduce health disparities and mitigate

the harms of our changing climate.6,7

As the authors acknowledge, more

in-depth research focused on case

studies, stakeholder interviews, and other

qualitative data are needed. Nonetheless,

their research is an important step for-

ward in the development of more inte-

grative and transformative health equity

and climate action planning efforts.
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Public health has a problem:

despite widespread commitments

to “advance health equity,” few could

specify exactly what health equity

would look like in an ideal world, much

less in the face of the climate crisis. We

have tended to define health equity by

what it is not—by evidence of health

inequities. As such, health equity itself

has remained an intangible goal—easy

to align with as a value, much harder

to specify or make happen in practice.

However, we find ourselves in a quick-

ening climate crisis that makes calls to

“advance health equity” feel simulta-

neously more urgent and more utopian.

For health equity to be more than just a

slogan going forward, public health must

define a process for achieving and sus-

taining health equity.

A study by Cole et al. (p. 185) takes

up the challenge of defining the pro-

cess to advance health equity in the cli-

mate crisis era. The authors ask two

questions: what does health equity in

community-based climate action look like

in practice, and how should public health

scholars and practitioners assess pro-

gress and gaps? In response, they pro-

pose a novel typology that can guide

scholars and practitioners in pursuing

not just the concept of health equity

but also the ongoing practice of health

equity. The typology centers two axes of

progress toward climate-relevant health

equity: community agency and commu-

nity power. Cole et al. argue that to miti-

gate health inequities stemming from

the climate crisis, the pursuit of health

equity must focus on increasing com-

munity agency and transforming power.

Cole et al.’s typology has several

strengths. First, it is practical. Too often,

scholarship on health equity is bogged

down by flowery language and ill-

defined idealism. Instead, Cole et al.’s

two-by-two typology offers a concrete

framework that prioritizes specific kinds

of action. Second, Cole et al.’s typology

views health equity as a process rather

than a destination. The typology is

designed to assess progress, diagnose

gaps, and facilitate course corrections.

In this way, it is a realistic tool for com-

munity organizations or funding agen-

cies to incorporate into their existing

regular assessments. Third, it is easy to

imagine the Cole et al. typology being

applied to multiple domains of public

health practice. While Cole et al.’s

typology was developed specifically to

assess actions contributing to health

equity in climate action, the typology

uses general concepts (inclusion, quasi-

participation, capacity building, and

transformative action) that are easily

identifiable in a wide range of

community-based actions.

However, the usefulness of Cole

et al.’s typology in practice depends on

the extent to which scholars and practi-

tioners agree with how Cole et al. con-

ceptualize health equity itself. In the

article, Cole et al. explain that under

their vision for health equity, reducing

health disparities is essential but also

insufficient. They emphasize that health

equity is “also a process of empowering

previously marginalized communities

with the voice, capacity, power, and au-

thority to set their own health priorities

and to determine how those priorities

are addressed” (p. 186). They also

acknowledge that how we define what

equity-promoting initiatives look like

has implications for practice. Indeed,

this is where there is room for further

dialogue about our collective vision for

health equity and how this may need to

evolve in the era of the climate crisis.

REDISTRIBUTING POWER
AND RESOURCES

Before the climate crisis era, the idea of

redistributing health to achieve health

equity seemed taboo and even unethi-

cal. Still today, public health scholars

remain far more interested in counter-

ing the unfair disadvantages in health

than in countering the unfair advan-

tages. For the most part, this makes

sense, because health is a special

good; there is a moral imperative to

meet health needs.1,2 Thus, it can

seem wrong to aim to reduce health-

promoting resources, such as money,

prestige, and power, under any circum-

stances, even if those reductions would

bring health equity into balance. How-

ever, being that health advantages are

created through the same unfair
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processes that create health disadvan-

tages, we may be slowing our progress

toward health equity by ignoring one

side of the distribution. Sociologists

Link and Garc�ıa refer to this tendency

for researchers to disregard the actions

of advantaged groups that generate

health inequities as health-inequality

diversions.3 Diversions distract from

the necessary work of interrogating the

White supremacist and exploitative

ideologies that obscure and justify the

inequitable distribution of resources.4

The climate crisis decisively clarifies

that the work to advance health equity

must transform resources on the side

of the already powerful. The necessary

redistribution of resources involves not

just a building up on the low side of the

distribution but also a reining in on the

high side; it requires not just climate

change adaptation in impacted com-

munities but also regulations to halt

the progression of global warming.

Through policy change, consumer pres-

sure, and community organizing, the

possibility of “buying” health or buying

one’s way out of the health threats of

climate change must be limited. Of

course, the quest for health equity

should not occur through a leveling

down of health. But the path surely

involves policy and cultural shifts to

curb resource overconsumption among

advantaged groups. The question then

becomes not whether policies should

redistribute health-promoting resources

but how resource redistribution can be

achieved in a way that is ethical and

sustainable.

The work to prevent and undo unfair

resource advantages is not explicit in

Cole et al.’s proposed typology, which

focuses on “engagement of vulnerable

and marginalized populations” (p. 185).

As such, there is a risk that practitioners

who apply the typology will focus on

empowering marginalized communities

without attention to the powerful inter-

ests that maintain and profit from that

marginalization. However, the goal of

transformative action that Cole et al. ad-

vocate in their article is key to holding

powerful actors accountable to facilitate

resource redistribution. Community or-

ganizing builds the power necessary to

counterbalance state and corporate

agendas that undermine health equity.

MAXIMIZING
PLANETARY HEALTH

Living in the climate crisis era also chal-

lenges us to redefine what it means to

“maximize” health. The mainstream

vision for health equity anchors its defi-

nition of maximal health on the level of

health enjoyed by the most advantaged

group. Under this vision, health equity is

achieved when the disadvantaged parts

of the distribution are brought up to the

level of health enjoyed by the advan-

taged parts. The problem with this vision

is that it is narrowly focused on maxi-

mizing individual health, often at the ex-

pense of planetary health. With current

extremes of global income inequality, a

vision for health equity modeled on the

levels of resource consumption of the

most advantaged risks contributing to

the depletion of the Earth’s ecosystems

and natural resources. This is because

now, more than ever, maximizing con-

sumption of resources does not maxi-

mize health. Herein lies a challenge but

also an opportunity.

Public health as a field has yet to com-

mit to an alternative path to health equity

that involves less resource consumption,

less accumulation, less convenience, and

less exploitation of natural resources

and human labor. The current moment

calls us to explore planetary-level mea-

sures of health and to study the

interconnectedness of planetary health

and individual health. For nearly 15 years,

there have been isolated calls to consid-

er health equity on a planetary scale.5

If we are to achieve health equity amid

recurrent climate emergencies, we must

now take seriously the work of resource

use reduction, resource redistribution,

resource renewal, and sustainable sys-

tems of food and urban development.

This means that we need tangible

examples of what working toward

health equity looks like in practice,

which Cole et al. provide in their article,

but we also need our vision for health

equity to incorporate planetary health.

Cole et al.’s typology is useful for thinking

about health equity in individual and

community health, but it does not explic-

itly resolve conflicts that may emerge

when efforts to maximize health equity in

individual health occur at the expense of

planetary health equity. The community-

based climate actions featured in the

analysis by Cole et al. have a local lens.

Similar research needs to be done to

analyze the process of working toward

health equity on a planetary scale.

The article by Cole et al. invites public

health scholars and practitioners to

specify what we mean when we say,

“advance health equity,” how we will

measure progress, and how we will ap-

ply our work to the greatest challenge

of our era: the climate crisis. They offer

a vision that emphasizes bottom-up

work to build community agency and

power. Here, I argue that the process to

advance health equity in the climate cri-

sis era must also include steps to redis-

tribute power and resources and must

trade the goal of maximizing individual

health for the goal of maximizing plane-

tary health. Others may have different

views of successful advancement of

health equity. By giving us something to
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react to, Cole et al. push us to make the

work to advance health equity real.

CORRESPONDENCE
Correspondence should be sent to Alicia R. Riley,
PhD, MPH, MA, Assistant Professor of Sociology
and Core Faculty in Global and Community
Health, University of California, Santa Cruz, 1156
High St, Santa Cruz, CA 95064 (e-mail: alicia.riley@
ucsc.edu). Reprints can be ordered at https://
ajph.org by clicking the “Reprints” link.

PUBLICATION INFORMATION
Full Citation: Riley AR. Redefining the quest for
health equity in the era of climate crisis. Am J Public
Health. 2023;113(2):179–181.

Acceptance Date: November 22, 2022.

DOI: https://doi.org/10.2105/AJPH.2022.307187

CONFLICTS OF INTEREST
The author reports no conflicts of interest.

REFERENCES

1. Daniels N. Just Health: Meeting Health Needs Fairly.
New York, NY: Cambridge University Press; 2007.
https://doi.org/10.1017/CBO9780511809514

2. Epstein RA. Why is health care special? Univ Kans
Law Rev. 1992;40:307–324.

3. Link BG, Garc�ıa SJ. Diversions: how the underrep-
resentation of research on advantaged groups
leaves explanations for health inequalities incom-
plete. J Health Soc Behav. 2021;62(3):334–349.
https://doi.org/10.1177/00221465211028152

4. Garc�ıa SJ, Trummel T, Cornejo M, et al. Immigrant
health inequities: exposing diversions and White
supremacy. Soc Sci. 2021;10(9):341. https://doi.
org/10.3390/socsci10090341

5. Friel S, Marmot M, McMichael AJ, Kjellstrom T,
Våger€o D. Global health equity and climate stabili-
sation: a common agenda. Lancet. 2008;372(9650):
1677–1683. https://doi.org/10.1016/S0140-6736
(08)61692-X

OPINIONS, IDEAS, & PRACTICE

Editorial Riley 181

A
JP
H

Feb
ru
ary

2023,Vo
l113,N

o
.2

mailto:alicia.riley@ucsc.edu
mailto:alicia.riley@ucsc.edu
https://ajph.org
https://ajph.org
https://doi.org/10.2105/AJPH.2022.307187
https://doi.org/10.1017/CBO9780511809514
https://doi.org/10.1177/00221465211028152
https://doi.org/10.3390/socsci10090341
https://doi.org/10.3390/socsci10090341
https://doi.org/10.1016/S0140-6736(08)61692-X
https://doi.org/10.1016/S0140-6736(08)61692-X


Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



Health Justice in the
Context of Health and
Human Rights
Laura Ferguson, PhD

ABOUT THE AUTHOR

Laura Ferguson is with the Institute on Inequalities in Global Health, University of
Southern California, Los Angeles.

See also Alang and Blackstock, p. 194, Cole et al., p. 185, Levy and

Bowleg, p. 175, Mend�ez and Zu~niga, p. 177, Razum andWandschneider,
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In their analytic essay “Health Justice:

A Framework for Mitigating the

Impacts of HIV and COVID-19 on Dis-

proportionately Affected Communities”

(p. 194), Alang and Blackstock propose

a health justice framework for under-

standing and responding to the inequal-

ities exposed and exacerbated by recent

pandemics including HIV and COVID-19.

Redressing inequitable distributions of

power and resources is seen as a path-

way toward liberation and advancement

of traditionally oppressed communities,

and a range of structural interventions

are proposed for advancing this work.

This framework, specific to HIV and

COVID-19, resonates with the previous

work of Benfer et al. on health justice

more broadly as well as their recent

COVID-19–specific analyses.1,2 Indeed,

although health justice has been vari-

ably defined, the notion of redistribu-

tion of power and resources is often

central.3–5 Aligned with previous con-

ceptualizations of health justice, Alang

and Blackstock focus on the specifici-

ties regarding two recent pandemics

and how responses to them might be

strengthened.

Alang and Blackstock’s conceptualiza-

tion also speaks to many of the key

principles of work at the intersection

of health and human rights. Although

there is a longer history of work at the

intersection of women’s health and

human rights, it was in the context of

HIV that the relationships between

health and human rights were first

systematically explored.

Jonathan Mann was a pioneer of

health and human rights. Trained as a

medical doctor and epidemiologist, he

spearheaded the first global strategy

on HIV while leading the World Health

Organization’s Global Program on AIDS.

He then moved into academia, where

he explored how vulnerability to HIV

was intertwined with the lack of realiza-

tion of human rights, which laid the

groundwork for developing the health

and human rights framework.6

Mann and colleagues posited three

important relationships between health

and human rights: (1) health policies,

programs, and practices affect (positively

and negatively) human rights; (2) viola-

tions of human rights have important

health effects; and (3) an inextricable link

exists between the promotion and pro-

tection of health and the promotion and

protection of human rights and dignity.7

Although initially designed in relation to

HIV, this framework was later expanded

to be relevant to health more broadly.

The three relationships between

health and human rights identified in

Mann and colleagues’ early work can

be seen in Alang and Blackstock’s

essay on health justice. The authors

identified shortfalls in policies, pro-

grams, and practices in response to

HIV and COVID-19 that have had a

negative impact on human rights. Such

shortfalls include the initial politically

motivated nonresponse by govern-

ments that fueled not only disease

spread but also discrimination against

the marginalized populations initially

hit hardest by each pandemic.

Resistance to policies such as Medi-

care for All can be seen as a violation of

the right to health, which encompasses

the notion of affordability of health

services for everyone. As Alang and

Blackstock note, there have been gross

inequities in access to pandemic pre-

vention and treatment interventions.

These inequities can be seen as viola-

tions of the rights to health, to equality

and nondiscrimination, and to the

enjoyment of the benefits of scientific

progress. It cannot be assumed that if a

technology exists, it is equally available

to all. Historical distrust of the medical

system, lack of access to information,

cost, and health provider bias all play

important roles in determining the true

accessibility and acceptability of these

interventions.

The inextricable link between the

promotion and protection of both

health and human rights comes to the

fore in the lack of attention to structural

determinants in pandemic responses.

That racially minoritized groups bear a

disproportionate COVID-19 burden

stems, as the authors note, from centu-

ries of structural racism that have
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deliberately marginalized these popula-

tions. The lack of attention to these sys-

temic and structural drivers of vulnera-

bility in pandemic responses illustrates

a critical shortcoming. If we rely on the

indivisibility and interrelatedness of hu-

man rights—that no right can be con-

sidered alone and that the realization

of rights is mutually interdependent—it

is clear that the promotion and protec-

tion of, in this case, the rights to nondis-

crimination and to health must be joint-

ly addressed.

The structural interventions pro-

posed also align with this early concep-

tualization of health and human rights.

Human rights, by design, challenge

power imbalances. By requiring that

rather than treating everyone the same,

additional efforts be made to reach

and elevate the most marginalized and

discriminated against, human rights in-

corporate the notion of redistributive

justice, expressed by Alang and Black-

stock as the need to “ensure access to

and redistribution of resources.” Linking

to the legal basis of the health and hu-

man rights framework, the authors also

call for the “introduction of mandates

and enforcement of regulations that

redistribute power” and for “legislation

that guarantees support for people

with long-haul COVID-19.” Along with

evaluations of “intersecting and multi-

dimensional effects of policies across

systems,” this draws attention to ac-

countability, which is considered central

to work at the intersection of health

and human rights; the difference be-

tween laws and policies on paper and

“on the streets” has been frequently

highlighted.8,9

We need to know what works and

what does not work; we also need to

know who is fulfilling their obligations

in the context of health and human

rights and who is not. Central to all of

this, and reflecting the right to partici-

pation, is the need to “center the

experiences of the most impacted

communities in policy development.”

Taken together, the structural interven-

tions proposed in Alang and Black-

stock’s essay seek to ensure that health

policies, programs, and actions support

human rights, reduce violations of human

rights that affect health, and support the

mutual promotion and protection of

health and rights.

In recent years, scholars and imple-

menters have adopted “rights-based

approaches to health” as a way of oper-

ationalizing human rights within health

interventions. Initial conceptions of

rights-based approaches to health

were often disease specific, but over

time the need to apply them to health

more broadly became clear. They now

encompass a widely accepted set of

human rights and rights principles:

attention to the legal and policy envi-

ronment; participation; equality and

nondiscrimination; the availability, ac-

cessibility, acceptability, and quality of

services; and accountability.10 Such

rights-based approaches to health re-

quire systematic and rigorous attention

to many of the same issues as Alang

and Blackstock’s health justice frame-

work. It will be interesting to see wheth-

er there is further development of this

health justice framework beyond its

current specificity to pandemics, a trajec-

tory that many initially disease-specific

models have taken.

Mann and colleagues’ initial concep-

tualization of health and human rights

remains as relevant today in the con-

text of COVID-19 as it was in the con-

text of HIV. Furthermore, more recent

work has built from this foundation to

strengthen the evidence of the value

of work at the intersection of health

and human rights. There is, today,

more recognition of historical legacies

of marginalization and discrimination

that negatively affect health and some

initial acceptance that societal divisions

are as important to consider in pan-

demic responses as biomedical vulnera-

bility to disease. Yet, what is still missing

is large-scale action to tackle these

deep-rooted, complex problems. Pan-

demic preparedness remains focused

on biomedical capacity rather than tack-

ling the structures and systems that

permeate inequality and injustice and

that will continue to disadvantage speci-

fic populations in any future pandemic.

Health justice can usefully be ground-

ed in human rights. Underpinned by in-

ternational law, human rights provide a

framework for systematic consideration

of the wide range of structural determi-

nants of health inequities alongside the

legal obligations of governments to en-

sure that these inequities are addressed.

The strong history of community orga-

nizing and grassroots activism among

the human rights community might

indeed be leveraged to push for gov-

ernment action and accountability at

the local, state, and national levels.
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Advancing Health Equity in
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Despite broad agreement that prioritizing health equity is critical to minimizing the health impacts of

climate change, there is a lack of clarity about what advancing health equity means in practice. More

than reducing health disparities; it also implies engaging and empowering marginalized communities.

We propose a typology of health equity processes, focused on building community agency and power,

and then apply it to a nonrepresentative, purposive sample of 48 community-based climate actions

(CBCAs) selected from lists of projects funded by foundations and state climate programs and from

other sources. All CBCAs were in the United States, community-based, active since 2015 or more

recently, engaged in climate mitigation or adaptation, and stated health equity aims. Two team

members reviewed project reports to assess the engagement of vulnerable and marginalized

populations, agency-building, and transformation of community power relationships.

Although 33 CBCAs reported efforts to build community agency, only 19 reported efforts to increase

community power. City-led CBCAs showed less emphasis on agency-building and power transformation.

This typology can support efforts to advance health equity by providing concrete indicators to diagnose

gaps and track progress. (Am J Public Health. 2023;113(2):185–193. https://doi.org/10.2105/

AJPH.2022.307143)

C limate change, the greatest public

health issue of our time,1 will

cause unprecedented disruption to the

physical, biological, and social systems

that support human life. Impoverished

and socially marginalized populations

with the least adaptive resources2–4

will likely experience the most severe

impacts, thus widening existing health

disparities.2,4–6 Reducing health and oth-

er inequities can decrease vulnerability

to climate-related health risks, and in-

crease community capacity to effectively

respond and recover from climate-

related threats, such as vector-borne dis-

ease, crop failure, floods, and drought.7

Conversely, climate actions such as

reducing greenhouse gas emissions

and urban greening can yield health co-

benefits for these vulnerable groups.8,9

Advancing health equity is critical to

both improving population health over-

all10 and addressing the health impacts

of climate change. Although public

health practitioners may share a broad

consensus about the importance of

addressing health equity, definitions of

“health equity” are often vague and in-

consistent.11 Even less clear is how

health equity is operationalized in inter-

ventions.12,13 A clear definition of

health equity can help guide community

initiatives to maximize health equity

objectives, articulate to stakeholders and

funders how these objectives will be

attained, identify threats, and suggest

metrics for measuring progress.

With the aim of providing guidance on

measuring and supporting health equity

efforts in climate action, we identify spe-

cific activities that advance health equity

at the community level, drawing on theo-

ries of community participation, organiz-

ing, and empowerment, and propose

a typology for assessing health equity

efforts in community-based climate ac-

tion (CBCA). Our goal was not to con-

duct a systematic survey of practices

to advance health equity, but rather to

analyze and organize exemplars of the

processes that promote health equity
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across a range of different projects and

communities. It is admittedly an outsider

perspective on processes that are pri-

marily driven by community insiders.

A Community Focus for
Climate Adaptation

This examination of health equity

in climate action focuses on local,

community-level projects, programs,

and policies. Community-level action is

particularly important for climate adapta-

tion. Although climate mitigation efforts,

such as carbon taxes and phasing out

greenhouse gas–emitting electrical power

generation, require top-down national-

and global-scale action, the success of

local climate adaptation efforts to deal

with current and anticipated changes in

climate hinges on bottom-up engage-

ment of stakeholder communities.14,15

Definitions of Health
Equity

Reducing health disparities is an essen-

tial part of advancing health equity, but

it is not enough. Health equity is also a

process of empowering previously mar-

ginalized communities with the voice,

capacity, power, and authority to set their

own health priorities and to determine

how those priorities are addressed.

Braveman et al. put the reduction of

health disparities at the center of their

definition of health equity, which they

defined as “reducing and ultimately elim-

inating disparities in health and its deter-

minants that adversely affect excluded

or marginalized groups.”13 They empha-

sized, however, that health equity

encompasses processes of (1) removing

obstacles and increasing opportunities

for everyone to be healthier, and (2) en-

suring that everyone has a fair and just

opportunity to be as healthy as possible.

The World Health Organization’s

Committee on Social Disparities put an

even stronger emphasis on health

equity as process, stating that “health

equity vitally depends on the empower-

ment of individuals and groups to rep-

resent their needs and interests.”16(p155)

Echoing this emphasis, Susan Rifkin

asserted that advancing health equity

requires the development of communi-

ty capabilities and empowerment that

enable greater autonomy and agency.17

Although empowerment is central to

health equity and community engage-

ment, it is also a contested term.18–21

Sardenberg18 proposed the term

“liberating empowerment” to differenti-

ate transformative empowerment of

marginalized groups through collective

action from top-down, outsider-led

“liberal empowerment” that could be

disempowering. Liberating empower-

ment requires building power with and

between the powerless, as well as dis-

mantling the structures through which

the powerful maintain power.18,20,21

These definitions have implications

for practice—what equity-promoting

initiatives look like, who is involved, and

in what roles. Some definitions empha-

size outcomes and are agnostic on how

or even if community members have a

meaningful role in planning and imple-

mentation. Top-down policies and pro-

vision of services may improve some

health outcomes, particularly around

climate mitigation and disaster response,

where national and international action

is required; however, if advancing health

equity in its broadest sense is a goal,

then bottom-up community engage-

ment is also essential.

Building Community Agency
and Power

Understanding the building blocks of

community engagement can help guide

strategies to advance health equity and

measure their progress, whether part

of climate adaptation efforts or other

initiatives. Theories of community par-

ticipation22–24 and community organi-

zations25–27 suggest 2 interacting

processes that shape community en-

gagement: (1) building of community

capacity and agency, and (2) transfor-

mation of power relationships. Drawing

from Newman and Dale,28 we define

community agency as the ability of a

community to chart their own course in

identifying and addressing risks to their

well-being and visions for their future.

Building agency involves an interplay of

individual-level and collective transfor-

mation with the development of indivi-

duals’ knowledge, self-awareness, and

skills that complement the develop-

ment of collective potential, such as

growing organizations and coalitions.19

Power is about who has the authority

and means to effect change.29 Although

agency and power are distinct, they com-

plement each other; empowerment

requires development of agency within a

community,18,30 whereas building com-

munity agency requires power.28

A Typology of Community
Action for Health Equity

The proposed typology shown in

Figure 1 displays examples of

community-based climate action

operating along these 2 dimensions of

agency and power, like the typologies

of community planning and organiza-

tion outlined by Rothman25 and Stock-

dale.31 It is assumed that this typology

would be applied to actions involving

marginalized and vulnerable

populations.

The typology’s horizontal axis repre-

sents the degree to which actions

build agency within the community. Do
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these efforts enable marginalized and

vulnerable groups to act more on their

own behalf, as the subjects of action?

Or do these groups remain the objects

of others’ actions? The vertical axis dif-

ferentiates actions based on the degree

to which they attempt to change the

rules and structures of political power

in support of the liberating empower-

ment of marginalized groups as de-

scribed by Sardenberg.18 Actions are

differentiated by the question, “Do

actions merely aim to transform power

structures for more shared decision-

making, or do they leave power struc-

tures intact?” The interplay suggests

4 categories of health equity–focused

community action, which we have labeled

quasi-participation, capacity-building,

inclusion, and transformative action

(Figure 1). Working with marginalized

and vulnerable populations is an as-

sumed element for all 4 approaches.

The first of the 4 approaches, quasi-

participation, involves engaging com-

munities with little or no effort to build

internal community agency or external

power, like Stockdale’s “traditional

planning,”31 the “tokenism” in Arnstein’s

Ladder of Participation,22 and the top-

down, department-driven initiatives in

Morgan and Lifshay’s Ladder of Com-

munity Participation for health depart-

ments.32 Officials from public agencies

are firmly in charge of planning and

implementing climate action. Although

community stakeholders are invited to

voice their concerns, those in formal

positions of power determine the rules

for expressing those concerns and

whether those concerns are incorpo-

rated into policy decisions.

The second approach, capacity-

building, includes actions that involve

little or no efforts to change power rela-

tionships in the community, akin

to what Rothman25 described as

“community capacity development” and

the “locality development” in Rothman

and Stockdale’s earlier models.25,31 In

this approach, community members

might receive training on how to navi-

gate the corridors of power and give

voice to their concerns but not with the

aim of changing how decisions are

made or who is making them.

Actions in the third quadrant, inclusion,

involve some opening in community

decision-making processes to marginal-

ized and vulnerable groups but without

broad changes in power structures.

Although select individuals may be en-

gaged as community representatives,
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for climate adaptation
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skills

Building action
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coalitions
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meetings

Letter-writing

campaign

Community-

organized climate
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Community as object of action Community as subject of action

Building Community Agencya

FIGURE 1— Typology of Health Equity–Focused Community-Based Climate Action (CBCA), With Examples of Activities
Categorized Across 2 Dimensions of Community Engagement: Building Community Agency and Transforming Power
Relationships

aAll actions in this typology share a focus on working with vulnerable and marginalized populations.
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the status quo of top-down decision-

making is left largely intact. The scope

and breadth of changes in power rela-

tionships within this quadrant may vary

greatly. Variations of this approach may

include either bottom-up advocacy or

top-down planning.

The fourth quadrant, transformative

action, includes efforts to build commu-

nity agency while at the same time open-

ing power structures for broader, more

inclusive participation in decision-making.

These are not just singular, time-limited

campaigns but rather sustained efforts

to transform access to power and

mechanisms of governance.20

METHODS

We sought to identify exemplars of

CBCAs that could illustrate the 4 models

suggested in our typology. We identified

48 CBCAs from 6 sources (Table 1) using

a nonrepresentative, purposive sam-

pling approach. Sources included a

peer-reviewed journal article33 on

health and environmental justice in

climate action plans, a report from the

National Association of Climate Resil-

ience Planners,34 Web sites of

philanthropic foundations and Califor-

nia state programs known to the

authors to fund community-based

health and climate projects, and a Web

search using the terms “community-

based” 1 “climate action”1 “health

equity” 1 “projects.” Inclusion criteria for

the sample included (1) US location, (2)

being community-based (i.e., engaging

community organizations or focused on

effecting change in a particular commu-

nity), (3) stating that climate mitigation

or adaptation was a primary goal, and

(4) stating health equity or health dispari-

ties reduction as a goal. We excluded

initiatives for which climate action was a

secondary or incidental consideration,

such as public health initiatives that in-

cluded climate-related co-benefits. Al-

though the search specified “projects,”

we also included any programs and poli-

cy initiatives that appeared in the results.

We excluded initiatives that had not

been at least partially implemented be-

cause these had no process information

necessary for categorization of their

efforts. To keep a consistent focus on lo-

cal community-based action, we also ex-

cluded initiatives that appeared to be

implemented solely by government

agencies without any element of com-

munity engagement, such as construc-

tion of flood-control infrastructure.

Sampled CBCAs were reviewed and

coded by 2 of the authors. Reports of

the sampled CBCAs were first reviewed

to verify that they met all the inclusion

criteria and to ascertain what types of

activities were under way and planned

for each of the projects. Each CBCA

was then examined to identify actions

affecting community agency and power

relationships, which were then catego-

rized in the typology shown in Figure 1.

We did not attempt to review all the ac-

tivities that a given organization might

be undertaking, only those cited in

reports and organization Web sites as

being directly part of the CBCA. As

such, classifications of CBCAs should

be seen as classification of initiatives,

not necessarily classification of entire

organizations.

RESULTS

A description of the 48 CBCAs included

in the sample is provided in Table A

(available as a supplement to the online

TABLE 1— Number of Community-Based Climate Actions Reviewed, by Source of Report

Primary Source Type of Source Count

Kresge Climate Change, Health & Equity (CCHE) Foundation-funded grant program 15

Kresge Climate Resilient and Equitable Water Systems (CREWS) Foundation-funded grant program 2

RWJF Global Learning Foundation-funded grant program 6

RWJF Health and Climate Solutions Program Foundation-funded grant program 7

Mendez33 Journal article 5

National Association of Resilience Planners (NACRP) report34 Report 5

California Transformative Climate Communities Program (TCC), UCLA
Luskin Center for Innovation

State-funded grant program 4

Public Health Institute (PHI) Stories From the Field State-funded Web site 2

Other Web search of California city CAP not funded by state
TCC grants

2

Total 48

Note. CAP5Climate Action Plan; RWJF5Robert Wood Johnson Foundation.
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version of this article at http://www.ajph.

org). Twenty-nine of the CBCAs were led

by nonprofit, community-based organi-

zations (CBOs). Eleven of these CBO-led

initiatives were formal coalitions of CBOs.

Another 6 CBCAs brought together coa-

litions of CBOs and local government

agencies. Local government agencies

led 10 CBCAs, 8 of which were city or

county agencies; the remaining 2 were

led by tribal governments. Entities lead-

ing the remaining 3 CBCAs included a

community development corporation, a

national nonprofit, and a natural history

museum.

Focus on Vulnerable and
Marginalized Populations

The reports of CBCAs reviewed for this

analysis all described working with vul-

nerable and marginalized populations,

an inclusion criterion for our sample.

The nature and aims of engaging these

groups varied, as did the rationale for

focusing on particular populations.

Target populations for all CBCAs were

reported to have been selected based

on their disproportionately high vulner-

ability, or burden of social, economic,

or health disparities. Reviewed reports

usually cited characteristics such as low

levels of income and high proportion

of non-White, typically Black or Latino,

residents. Specific social or political

marginalization was rarely mentioned

as the basis for focusing on a particular

group. When marginalization was men-

tioned as the rationale for focusing

on a particular population, such as in

accounts of the Oakland [California]

Climate Action Coalition and Seattle,

Washington’s Duwamish Valley Resil-

ience District Project, organizations’

efforts overall were framed in terms of

broader struggles for social justice and

self-determination. Marginalization was

also mentioned in Circular Cleveland, a

city agency-led initiative in Cleveland,

Ohio, aiming to spur economic develop-

ment with reduced waste and pollution

in historically disadvantaged neighbor-

hoods. This was also the only city-led

CBCA in the sample that emphasized

capacity-building in community engage-

ment efforts.

Engagement of vulnerable groups was

usually highly prescribed and tightly cir-

cumscribed in CBCAs led by local govern-

ment agencies. For example, agency-led

CBCAs in Austin, Texas, and Albany, New

York, reported seeking community input

on how public infrastructure and services

could better protect residents from

floods and heat risks but did not appear

to open up dialogue to consider other

climate-related risks or resilience-building

priorities or strategies for addressing

these risks. That said, 1 example of an

agency-led CBCA, San Francisco, Califor-

nia’s efforts to develop a climate action

plan, was both highly prescribed and

open to a wide range of input. Another

exceptional characteristic of San Francis-

co’s community engagement efforts was

their outreach to people with preexisting

conditions that would put them at higher

risk for climate-related exposures, which

was not mentioned in the reports of

other CBCAs. Among city-led CBCAs,

Seattle’s Duwamish Valley Resilience

District, which worked with a coalition

of community organizations, stood apart

for the high level of autonomy given to

community members to direct its scope

and process.

Building Community Agency

Thirty-three of the 48 CBCAs reported

community agency-building activities

(Table 2). These were characterized by

efforts to enable broader, more effec-

tive participation in organizations’ cli-

mate actions. Epitomizing this approach

were descriptions of organizations and

communities acting as the subjects

rather than the objects of action. An

example of this was Green Together’s

work in Los Angeles, California’s North-

east San Fernando Valley to build and

strengthen their coalition, providing job

training for residents, and conducting

train-the-trainer advocacy training.

Aims and context were essential for

categorizing community engagement

activities. This was sometimes challeng-

ing because of our reliance on review

of existing reports. One of the clearer

examples of capacity-building was the

Covenant Pathway Project’s efforts to

embed climate awareness and adapta-

tion in their community-led regenera-

tive agriculture training for Navajo

farmers. Programmatic context is es-

sential for understanding the nature

TABLE 2— Distribution of Health Equity–Focused Community-
Based Climate Action (CBCA) Initiatives Categorized by Efforts to
Build Community Agency and to Transform Power Relationships,
Indicating Type of Health-Equity Focus

Transforming Power
Relationships

Building Agency, Focus (No.) Total No.

None or Minimal Yes

Yes Inclusion (7) Transformative Action (12) 19

In flux Evolving (3) 3

None/minimal Quasi-Participation (8) Capacity-Building (18) 26

Total 15 33 48
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of community engagement activities.

A key feature of this project was that it

was framed as an effort to develop par-

ticipants’ sense of agency in response

to historical oppression.

Transforming Power
Relationships

The second dimension of community

engagement, transforming power rela-

tionships, demonstrated by 19 of the

CBCAs (Table 2), was characterized by

efforts to increase the power of organi-

zations and the communities that they

represented in policy decisions. These

ranged from activities aimed at increas-

ing community voice in decision-making,

such as get-out-the-vote campaigns and

getting community members appointed

to local government advisory boards, to

efforts to refashion the structure of local

government with broader, more inclu-

sive community–agency power-sharing

arrangements. As seen in Oakland, the

highest levels on this axis are exempli-

fied by a combination of efforts to or-

ganize grassroots coalitions (building

power from below) and protests at city

meetings (dismantling disempowering

rules from above). Approaches to trans-

form power were observed in conjunc-

tion with efforts to build community

agency in 12 of these 19 CBCAs, result-

ing in the classification of these CBCAs

in the Transformative Action quadrant

of our typology.

Efforts to transform power combined

with vigorous efforts to build agency

in the community were broader and

more structural in nature. An example

of combined agency-building and pow-

er transformation, classified as Trans-

formative Action in our typology, was

the Oakland Climate Action Coalition’s

efforts to increase the representation

of historically marginalized groups in

the city’s climate policy decisions. Rath-

er than just seeking inclusion of more

community members on city advisory

committees, the coalition worked to

get city agencies to agree to a model

of shared decision-making in which

community committees had real

decision-making authority, which also

involved dismantling existing power

structures that excluded community

voice and decision-making authority.

Furthermore, the coalition worked to

increase the breadth and sustainability

of this transformation in power relation-

ships by conducing ongoing training

workshops for community members

to build their knowledge and skills for

more effectively participating in this

power-sharing.

Without complementary efforts to

build capacity and agency, attempts to

transform power relationships tended

to be narrower in scope. Activities clas-

sified as inclusion, marked by efforts to

transform power relationships with lit-

tle or no building of community agency,

were exemplified by campaigns, such

as the one pursued by Friends of Trees,

to get community representatives

appointed to advisory boards. Voter

education and get-out-the-vote cam-

paigns were similarly categorized as In-

clusion. Increasing community voice

and representation is a common

theme in this category.

Evolving Approaches

Three CBCAs were difficult to categorize

into the typology because their efforts

were evolving. These 3 CBCAs—Seattle’s

Duwamish Valley Resilience Project, the

Communities of Color Coalition in Port-

land, Oregon, and the GAVA project in

Austin, Texas—were all currently focused

primarily on building community agency

and capacity, while coupling these efforts

with some limited advocacy work. All

three framed these efforts as part of an

intentional community transformation

process, eventually leading to broad

community empowerment for climate

action. If their efforts were categorized

solely on the basis of what was already

being done, these CBCAs would best be

described as Capacity-Building, but seen

in terms of an unfolding process that

these groups articulated, this characteri-

zation does not fully describe their

efforts.

The Duwamish Valley Resilience Pro-

ject was particularly difficult to catego-

rize. The project aims to introduce a

model of shared governance, combin-

ing top-down expertise from the city

and bottom-up organizing of communi-

ty groups to improve climate resilience,

remediate pollution, and reduce health

disparities. Reflecting the necessarily

broad scope of climate resilience efforts,

the multifaceted, evolving approach of

this project seemed particularly open to

addressing a broad range of community

priorities.

Quasi-Participation

Eight of the CBCAs were classified as

Quasi-Participation, based on their lack

of reported efforts to build community

agency or to transform community

power relationships. Half of these CBCAs

were led by local government agencies,

compared with about one fifth of CBCAs

(10 of 48) in the overall sample. They

also tended to be very broad in their

geographic scope—for example, the

City of Los Angeles’s efforts to develop

a climate action plan and the Regenera-

tion Midwest project that covered 6

states. Compared with other CBCAs,

the scope of these CBCAs tended to be

sharply defined at the outset, usually

narrowly, such as the Alaska Native
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Tribal Health Consortium’s efforts to

install climate-resilient water and sanita-

tion systems and Regeneration Mid-

west’s focus on promoting regenerative

farming. These CBCAs were also charac-

terized by a reliance on technical experts

and a utilitarian focus on outcomes

more than rights and process, as exem-

plified by the Resilient Corridors project

in Lawrence, Massachusetts.

DISCUSSION

Health equity needs to be a central

consideration in efforts to limit the hu-

man health consequences of climate

change in order to limit the widening of

health disparities, to build adaptive ca-

pacity in communities threatened by

climate-related disruptions, and to take

advantage of emerging opportunities

for promoting climate and health co-

benefits.

If health equity is defined as a pro-

cess of increasing community capacity

and power to identify and tackle the

causes of ill health, not just a state of

reduced health disparities, then com-

munity engagement is crucial. The CBCAs

in this study sample shared stated goals

of reducing climate-related health dispari-

ties, but they differed widely in the com-

munity engagement processes employed

to achieve this goal.

Our 2-dimensional typology of com-

munity engagement processes for

health equity provides a potentially

useful way to understand community

initiatives in terms of building commu-

nity capacity and power. This nonrepre-

sentative, purposive sample included

many examples of efforts focused on

building community agency. Although

some CBCAs worked to transform pow-

er relationships—specifically, increasing

community voice and authority in com-

munity climate policymaking—few

CBCAs demonstrated the combination

of building internal capacity and trans-

forming external power, labeled Trans-

formative Action in this typology.

Our review did not attempt to ascer-

tain the impact of sampled CBCAs on

climate adaptation or resilience. Most

of these projects are still in their early

implementation phases. We do not

know their effectiveness in addressing

different threats. The hazards they

tackle may also evolve over time. In

these early phases, projects in the

Quasi-Participation quadrant seemed

more likely than others to focus on a

narrower, well-defined set of hazards,

a choice that may be associated with

other differences, such as the availabili-

ty of funding or level of public agency

involvement.

Limitations

The chief limitation of this study is its

small, purposive sample, which was

neither representative nor all-inclusive.

Our aim was to identify exemplars of

how health equity–promoting efforts

are operationalized, not to estimate the

relative frequency of different catego-

ries of CBCAs. Because we relied on

published reports and grant announce-

ments, we may have omitted categories

of CBCAs that are not typically repre-

sented in these sources, such as small

projects funded wholly by agency funds,

as well as more radical or controversial

initiatives that did not fall within the

scope of what most foundations would

consider funding. The sampling ap-

proach, which focused on identifying

actions carried out as part of well-

defined projects, may have also biased

the distribution of actions represented

in the typology, and may have entirely

missed some types of organization-

building actions that fall outside the

scope of well-defined projects. Reliance

on project reports may have also un-

derrepresented such organization-

building activities that were seen as

more procedural.

Reliance on secondary sources may

have also limited the findings in other

ways. Inferences were made based on

review of project and organization Web

sites, funders’ reports, and news arti-

cles, not from direct observation or

from objective assessments. Sources

may have emphasized noteworthy

accomplishments and underreported

setbacks and routine organizing activi-

ties. We also had little information on

the historical context of most CBCAs.

Any CBCA may have been part of a larg-

er initiative that employed a mix of

approaches.

We also did not review policies or

actions at larger regional, state, federal,

or international levels. Policies and

initiatives at these larger scales play a

huge role in focusing attention, estab-

lishing rules, and devoting resources

to shape health equity. The latitude of

potential action, resources, and, ulti-

mately, the success of local health equi-

ty efforts are shaped by policies and

resource allocations made by higher

levels of government. How health equi-

ty efforts manifest in those arenas,

however, is entirely different from the

local, on-the-ground initiatives analyzed

here.

Two lines of research could address

the limitations of this preliminary re-

search. In-depth case study research

employing a more participatory ap-

proach to data collection could provide

insights into CBCAs’ programmatic and

historical context. Such research would

also help build agency among partici-

pating individuals and organizations,

and provide them with ownership of

the research. For this current
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preliminary investigation, however,

which spanned multiple actions in mul-

tiple communities, such a participatory

approach would have been logistically

challenging. Eventually, large-scale sys-

tematic longitudinal sampling of equity-

focused community initiatives could

also help understand the long-term

impacts of the different community, or-

ganizational, and individual processes

identified in the typology. Researchers

and practitioners will also need to exam-

ine how community engagement around

climate issues might differ from commu-

nity engagement around other, more

localized public health issues. Although

local climate actions and impacts are

important, the long-term and global

context of climate threats and responses

adds a layer of complexity to these

efforts.

Public Health Implications

The typology of health equity–supporting

CBCA focuses attention on processes

that advance health equity as part of

local climate actions. It can be used to

diagnose gaps, plan responses, and

track the progress of efforts to improve

health equity. Moving beyond rhetoric,

this typology suggests concrete steps

toward building community agency

and power for advancing health equity.

Community organizations could use it

to plan and prioritize actions, guide pro-

cess evaluations, and articulate to fun-

ders how their proposals will contribute

to health equity. Funders could incorpo-

rate elements of this typology into

requests for proposals, requesting that

applicants detail specific actions to build

community agency and power that are

being proposed and explain how

changes in each will be measured.

Although corporate, national, and

transnational actions are also needed

to address the climate crisis, robust

community engagement cannot be

neglected in efforts to advance health

equity and to enable vulnerable and

marginalized communities to confront

the challenges of climate change.

ABOUT THE AUTHORS
Brian L. Cole is with the Health Science Depart-
ment, California State University, Long Beach, and
the Center for Healthy Climate Solutions, Univer-
sity of California, Los Angeles. Irish Del Rosario is
with the Department of Epidemiology, Fielding
School of Public Health, University of California,
Los Angeles. Astrid Hendricks is with BCT Part-
ners, Pasadena, CA. David P. Eisenman is with the
Division of General Internal Medicine and Health
Services Research, David Geffen School of Medi-
cine, and the Centers for Public Health and Disas-
ters and Healthy Climate Solutions, Fielding
School of Public Health, University of California,
Los Angeles.

CORRESPONDENCE
Correspondence should be sent to Brian L. Cole,
Health Science Department, California State Uni-
versity, Long Beach, 1250 Bellflower Blvd, Long
Beach, CA 90840 (e-mail: brian.cole@csulb.edu).
Reprints can be ordered at http://www.ajph.org
by clicking the “Reprints” link.

PUBLICATION INFORMATION
Full Citation: Cole BL, Del Rosario I, Hendricks A,
Eisenman DP. Advancing health equity in
community-based climate action: from concept
to practice. Am J Public Health. 2023;113(2):
185–193.

Acceptance Date: October 2, 2022.

DOI: https://doi.org/10.2105/AJPH.2022.307143

CONTRIBUTORS
All authors jointly conceptualized the study and
reviewed and edited the article. B. L. Cole drafted
most sections of the article and developed the ty-
pology. I. Del Rosario led the assembly and analy-
sis of data on the cases with assistance from B. L.
Cole and A. Hendricks. D. P. Eisenman worked
with B. L. Cole to draft the Discussion section.

ACKNOWLEDGMENTS
The Robert Wood Johnson Foundation Health
and Climate Solutions Program provided funding
for this study.

CONFLICTS OF INTEREST
The authors have no financial or other conflicts of
interest to disclose.

HUMAN PARTICIPANT
PROTECTION
This study reviewed publicly available organiza-
tion reports and did not involve any human par-
ticipant research.

REFERENCES

1. Atwoli L, Baqui AH, Benfield T, et al. Call for
emergency action to limit global temperature
increases, restore biodiversity, and protect
health. BMJ Glob Health. 2021;6(9):e007228.
https://doi.org/10.1136/bmjgh-2021-007228

2. Costello A, Abbas M, Allen A, et al. Managing the
health effects of climate change: Lancet and Uni-
versity College London Institute for Global Health
Commission. Lancet. 2009;373(9676):1693–1733.
https://doi.org/10.1016/S0140-6736(09)60935-1

3. F€ussel HM. How inequitable is the global distribu-
tion of responsibility, capability, and vulnerability to
climate change: a comprehensive indicator-based
assessment. Glob Environ Change. 2010;20(4):
597–611. https://doi.org/10.1016/j.gloenvcha.2010.
07.009

4. Bikomeye JC, Rublee CS, Beyer KMM. Positive
externalities of climate change mitigation and
adaptation for human health: a review and con-
ceptual framework for public health research. Int
J Environ Res Public Health. 2021;18(5):2481.
https://doi.org/10.3390/ijerph18052481

5. Patz JA, Gibbs HK, Foley JA, Rogers JV, Smith KR. Cli-
mate change and global health: quantifying a grow-
ing ethical crisis. EcoHealth. 2007;4(4):397–405.
https://doi.org/10.1007/s10393-007-0141-1

6. US Environmental Protection Agency. Climate
change and social vulnerability in the United
States: a focus on six impacts. 2021. Available at:
https://www.epa.gov/system/files/documents/
2021-09/climate-vulnerability_september-2021_
508.pdf. Accessed January 26, 2022.

7. Pelling M, Chow WTL, Chu E, et al. A climate resil-
ience research renewal agenda: learning lessons
from the COVID-19 pandemic for urban climate
resilience. Clim Dev. 2021;14(7):1–8. https://doi.
org/10.1080/17565529.2021.1956411

8. Haines A. Health co-benefits of climate action.
Lancet Planet Health. 2017;1(1):e4–e5. https://doi.
org/10.1016/S2542-5196(17)30003-7

9. Scovronick N, Budolfson M, Dennig F, et al. The
impact of human health co-benefits on evalua-
tions of global climate policy. Nat Commun. 2019;
10(1):1095. https://doi.org/10.1038/s41467-019-
09499-x

10. Liburd LC, Hall JE, Mpofu JJ, Williams SM, Bouye K,
Penman-Aguilar A. Addressing health equity in
public health practice: frameworks, promising
strategies, and measurement considerations.
Annu Rev Public Health. 2020;41(1):417–432.
https://doi.org/10.1146/annurev-publhealth-
040119-094119

11. Braveman P. What are health disparities and
health equity? We need to be clear. Public Health
Rep. 2014;129(suppl 2):5–8. https://doi.org/10.
1177/00333549141291S203

12. Angelo H, Macfarlane K, Sirigotis J. The Challenge of
Equity in California’s Municipal Climate Action Plans
Resilient Optionality: (Infra)Structures of Water. Santa
Cruz: University of California, Santa Cruz, Institute
for Social Transformation; 2020. https://doi.org/
10.13140/RG.2.2.33886.25920

RESEARCH & ANALYSIS

192 Analytic Essay Peer Reviewed Cole et al.

A
JP
H

Fe
b
ru

ar
y
20

23
,V

ol
11

3,
N
o.

2

mailto:brian.cole@csulb.edu
http://www.ajph.org
https://doi.org/10.2105/AJPH.2022.307143
https://doi.org/10.1136/bmjgh-2021-007228
https://doi.org/10.1016/S0140-6736(09)60935-1
https://doi.org/10.1016/j.gloenvcha.2010.07.009
https://doi.org/10.1016/j.gloenvcha.2010.07.009
https://doi.org/10.3390/ijerph18052481
https://doi.org/10.1007/s10393-007-0141-1
https://www.epa.gov/system/files/documents/2021-09/climate-vulnerability_september-2021_508.pdf
https://www.epa.gov/system/files/documents/2021-09/climate-vulnerability_september-2021_508.pdf
https://www.epa.gov/system/files/documents/2021-09/climate-vulnerability_september-2021_508.pdf
https://doi.org/10.1080/17565529.2021.1956411
https://doi.org/10.1080/17565529.2021.1956411
https://doi.org/10.1016/S2542-5196(17)30003-7
https://doi.org/10.1016/S2542-5196(17)30003-7
https://doi.org/10.1038/s41467-019-09499-x
https://doi.org/10.1038/s41467-019-09499-x
https://doi.org/10.1146/annurev-publhealth-040119-094119
https://doi.org/10.1146/annurev-publhealth-040119-094119
https://doi.org/10.1177/00333549141291S203
https://doi.org/10.1177/00333549141291S203
https://doi.org/10.13140/RG.2.2.33886.25920
https://doi.org/10.13140/RG.2.2.33886.25920


13. Braveman P, Arkin E, Orleans T, Proctor D,
Plough A. What is health equity? And what differ-
ence does a definition make? Robert Wood John-
son Foundation. 2017. Available at: https://www.
rwjf.org/en/library/research/2017/05/what-is-
health-equity-.html. Accessed January 26, 2022.

14. Moser SC, Pike C. Community engagement on
adaptation: meeting a growing capacity need. Ur-
ban Clim. 2015;14:111–115. https://doi.org/10.
1016/j.uclim.2015.06.006

15. Rouse HL, Bell RG, Lundquist CJ, Blackett PE,
Hicks DM, King DN. Coastal adaptation to climate
change in Aotearoa-New Zealand. N Z J Marine
Freshwater Res. 2017;51(2):183–222. https://doi.
org/10.1080/00288330.2016.1185736

16. Closing the Gap in a Generation: Health Equity
Through Action on the Social Determinants of
Health. Final Report of the Commission on Social
Determinants of Health. Geneva, Switzerland:
World Health Organization; 2008.

17. Rifkin SB. A framework linking community em-
powerment and health equity: it is a matter of
CHOICE. J Health Popul Nutr. 2003;21(3):168–180.
http://www.jstor.org/stable/23499215

18. Sardenberg CMB. Liberal vs liberating empower-
ment: a Latin American feminist perspective on
conceptualising women’s empowerment. IDS Bull.
2008;39(6):18–27. https://doi.org/10.1111/j.1759-
5436.2008.tb00507.x

19. Partzsch L. “Power with” and “power to” in envi-
ronmental politics and the transition to sustain-
ability. Env Polit. 2017;26(2):193–211. https://doi.
org/10.1080/09644016.2016.1256961

20. Bradley A. Did we forget about power? Reintro-
ducing concepts of power for justice, equality
and peace. In: McGee R, Pettit J, eds. Power, Em-
powerment and Social Change. New York, NY: Rou-
tledge; 2019:101–116. https://doi.org/10.4324/
9781351272322-7

21. Gaventa J. Linking the prepositions: using power
analysis to inform strategies for social action.
J Polit Power. 2021;14(1):109–130. https://doi.org/
10.1080/2158379X.2021.1878409

22. Arnstein SR. A ladder of citizen participation. J Am
Plann Assoc. 1969;35(4):216–224. https://doi.org/
10.1080/01944366908977225

23. Pateman C. Participation and Democratic Theory.
Cambridge, UK: Cambridge University Press;
1970. https://doi.org/10.1017/CBO97805117
20444

24. Tritter JQ, McCallum A. The snakes and ladders
of user involvement: moving beyond Arnstein.
Health Policy. 2006;76(2):156–168. https://doi.
org/10.1016/j.healthpol.2005.05.008

25. Rothman J. Multi modes of intervention at the
macro level. J Community Pract. 2007;15(4):11–40.
https://doi.org/10.1300/J125v15n04_02

26. Minkler M, Wallerstein N, Wilson N. Community
organizing and community building for health and
welfare. In: Minkler M, ed. Community Organizing
and Community Building for Health and Welfare.
3rd ed. New Brunswick, NJ: Rutgers University
Press; 2012:287–312. https://doi.org/10.36019/
9780813553146

27. Walter CL, Hyde CA. Community building prac-
tice: an expanded conceptual framework. In:
Minkler M, ed. Community Organizing and Com-
munity Building for Health and Welfare. 3rd ed.
New Brunswick, NJ: Rutgers University Press;
2012:78–90.

28. Newman L, Dale A. The role of agency in sustain-
able local community development. Local Environ.
2005;10(5):477–486. https://doi.org/10.1080/
13549830500203121

29. Lukes S. Power: A Radical View. 2nd ed. Basing-
stoke, UK: Macmillan; 2005.

30. Cornwall A, Edwards J. Introduction: negotiating
Empowerment. IDS Bull. 2010;41(2):1–9. https://
doi.org/10.1111/j.1759-5436.2010.00117.x

31. Stockdale JD. Community organization practice:
an elaboration of Rothman’s typology. J Sociol Soc
Welf. 1975;3:541–555.

32. Morgan MA, Lifshay J. Community engagement in
public health. Available at: https://cchealth.org/
public-health/pdf/community_engagement_in_ph.
pdf. Accessed August 7, 2022.

33. Mendez MA. Assessing local climate action plans
for public health co-benefits in environmental
justice communities. Local Environ. 2015;20(6):
637–663. https://doi.org/10.1080/13549839.
2015.1038227

34. Gonzalez R, James T, Ross J. Community-driven
climate resilience planning: a framework. Version
2.0. 2017. Available at: http://www.nacrp.org.
Accessed March 1, 2022.

RESEARCH & ANALYSIS

Analytic Essay Peer Reviewed Cole et al. 193

A
JP
H

Feb
ru
ary

2023,Vo
l113,N

o
.2

https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html
https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html
https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html
https://doi.org/10.1016/j.uclim.2015.06.006
https://doi.org/10.1016/j.uclim.2015.06.006
https://doi.org/10.1080/00288330.2016.1185736
https://doi.org/10.1080/00288330.2016.1185736
http://www.jstor.org/stable/23499215
https://doi.org/10.1111/j.1759-5436.2008.tb00507.x
https://doi.org/10.1111/j.1759-5436.2008.tb00507.x
https://doi.org/10.1080/09644016.2016.1256961
https://doi.org/10.1080/09644016.2016.1256961
https://doi.org/10.4324/9781351272322-7
https://doi.org/10.4324/9781351272322-7
https://doi.org/10.1080/2158379X.2021.1878409
https://doi.org/10.1080/2158379X.2021.1878409
https://doi.org/10.1080/01944366908977225
https://doi.org/10.1080/01944366908977225
https://doi.org/10.1017/CBO9780511720444
https://doi.org/10.1017/CBO9780511720444
https://doi.org/10.1016/j.healthpol.2005.05.008
https://doi.org/10.1016/j.healthpol.2005.05.008
https://doi.org/10.1300/J125v15n04_02
https://doi.org/10.36019/9780813553146
https://doi.org/10.36019/9780813553146
https://doi.org/10.1080/13549830500203121
https://doi.org/10.1080/13549830500203121
https://doi.org/10.1111/j.1759-5436.2010.00117.x
https://doi.org/10.1111/j.1759-5436.2010.00117.x
https://cchealth.org/public-health/pdf/community_engagement_in_ph.pdf
https://cchealth.org/public-health/pdf/community_engagement_in_ph.pdf
https://cchealth.org/public-health/pdf/community_engagement_in_ph.pdf
https://doi.org/10.1080/13549839.2015.1038227
https://doi.org/10.1080/13549839.2015.1038227
http://www.nacrp.org


Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



Health Justice: A Framework for
Mitigating the Impacts of HIV and
COVID-19 on Disproportionately
Affected Communities
Sirry Alang, PhD, and Oni Blackstock, MD, MHS

See also Fereidooni et al., p. 228, Ferreira and Buttell, p. 136, and Kapadia, p. 144.

Health crises have a disproportionate impact on communities that are marginalized by systems of

oppression such as racism and capitalism. Benefits of advances such as in the prevention and

treatment of HIV disease are unequally distributed. Intersecting factors including poverty, homophobia,

homelessness, racism, and mass incarceration expose marginalized populations to greater risks while

limiting access to resources that buffer these risks. Similar patterns have emerged with COVID-19.

We identify comparable pitfalls in our responses to HIV and COVID-19. We introduce health justice as a

framework for mitigating the long-term impact of the HIV epidemic and COVID-19 pandemic. The health

justice framework considers the central role of power in the health and liberation of communities hit

hardest by legacies of marginalization.

We provide 5 recommendations grounded in health justice: (1) redistribute resources, (2) enforce

mandates that redistribute power, (3) enact legislation that guarantees support for people with long-

haul COVID-19, (4) center experiences of the most impacted communities in policy development, and

(5) evaluate multidimensional effects of policies across systems. Successful implementation of these

recommendations requires community organizing and collective action. (Am J Public Health. 2023;113(2):

194–201. https://doi.org/10.2105/AJPH.2022.307139)

Communities marginalized by struc-

tural inequities often experience a

disproportionate burden of disease. This

is true for HIV and for COVID-19. About

1.2 million people are living with HIV in

the United States, with almost 35000

new infections each year.1 In 2019, Black

Americans accounted for 44% of new HIV

diagnoses, although they comprise 13%

of the US population. Latino/a/x Ameri-

cans make up 18% of the population but

account for 30% of new cases.1 Rates of

HIV infection are high in communities

harmed by structural racism and other

forms of oppression.2–4 Evidence from a

systematic review of studies worldwide

suggests that people living with HIV

have an elevated risk of contracting

severe acute respiratory syndrome

coronavirus 2 (SARS-CoV-2), the cause

of COVID-19, and that they have a higher

risk of COVID-19 mortality compared

with persons who are not HIV-positive.5

HIV and COVID-19 coinfection is likely

to increase, and communities hit hardest

by systemic oppression such as poverty,

racism, homophobia, transphobia,

misogyny, homelessness, addiction,

residential segregation, food insecurity,

mass incarceration, and so forth will

continue to bear most of the burden of

these public health crises.3,4 Here, we

identify comparable pitfalls in responses

to HIV and COVID-19 in the United States.

We also offer the health justice frame-

work as the central component of our

recommended strategies for mitigating

the long-term impact of the burdens of

the HIV epidemic and COVID-19 pan-

demic on communities marginalized by

structural inequities.

DIFFERENT VIRUSES,
SIMILAR RESPONSE
PITFALLS

Strategies employed to addressCOVID-19

are not new. In a lot of ways, these
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strategies are leading to similar out-

comes that emerged from our national

response to HIV.

Initial Nonresponse

Following the first confirmed case of

COVID-19 in the United States, the Cen-

ters for Disease Control and Prevention

(CDC) stated that they have “been proac-

tively preparing for the introduction of

2019-nCoV in the United States.”6 This

press release was different from CDC’s

first publication about HIV in that there

was no preparation for what later devel-

oped into an epidemic. Reporting the

presence of a rare cancer and a rare

pneumonia-like disease that killed young

gay men, the CDC hypothesized that the

virus was contained in seminal fluid and

that the disease occurred predominantly

among gay men.7

The initial national response was a

nonresponse reflecting attitudes about

those who were being disproportion-

ately affected—gay men. Writing about

how this nonresponse led to a global

humanitarian crisis, Greg Behrman, a

former US State Department official,

stated:

The subpopulations suffering in the

United States were not part of Rea-

gan’s constituency. . . . If the disease

was truly heterosexual, then it was a

bigger problem (at least politically)

than the administration had esti-

mated. They would have to address

it, and they didn’t want to do that

unless they had to.8(p27)

It was not until 4 years after the crisis

began that President Reagan finally ac-

knowledged AIDS in public.8

President Trump’s initial nonresponse

to COVID-19 had a similar effect. On

January 22, 2020, 2 days after the CDC

confirmed the first case in the United

States, President Trump stated: “We

have it totally under control. It’s one

person coming in from China. It’s going

to be just fine.”9 A month later, at differ-

ent occasions, he stated: “Coronavirus

is very much under control in the USA

. . . the Stock Market starting to look

very good to me!” “I think that’s a prob-

lem that’s going to go away. . . . They

have studied it. They know very much.

In fact, we’re very close to a vaccine.”

“The 15 [cases in the United States]

within a couple of days is going to be

down to close to zero.”9 President

Trump’s underestimation of the virus

was different from President Reagan’s

dissociation from HIV, which was fueled

by widespread homophobia and moral

panic around gay male sexuality. How-

ever, both presidents were motivated

by what was best for them politically,

not what was best for public health.

Their nonresponses meant no federal

public health action, thereby exacer-

bating suffering.

Structural Determinants of
Risk Factors Ignored

Public discussions, medical recommen-

dations, and political actions around

HIV did not initially consider the struc-

tural drivers of HIV vulnerability. For

example, lack of structural and material

support such as housing, the absence

of social support, employment and

housing discrimination, and the crimi-

nalization of homosexuality, sex work,

and substance use all increase the risk

of contracting HIV but were not empha-

sized.10 The focus was predominantly

on the social identities of people who

were infected. Indeed, at the beginning

of the epidemic, the CDC referred to

groups being impacted by HIV as the

“Four Hs”—“homosexuals, heroin users,

hemophiliacs, and Haitians.”11 However,

understanding how structural inequities

shape the actions of people with spe-

cific social identities and increase expo-

sure to risk is critical. Unfortunately,

most of the early epidemiological litera-

ture on HIV centered on these groups,

sending a message that only people

with specific identities were vulnerable.

Identities, not structural factors, were

highlighted as risk factors. HIV was not

an “everyone’s disease.”

With COVID-19, early messaging was

that it was indeed everyone’s disease—

that we were all in this together. But epi-

demics highlight and exacerbate existing

structural inequities.3,12 As more data be-

came available, it was evident that Black,

Latino/a/x, and Indigenous communities;

persons living in poverty; people in pre-

dominantly underresourced neighbor-

hoods; and those working in the health

care sector or who lived with essential

workers were disproportionately more

likely to be infected, to be hospitalized,

and to die from COVID-19.3,13 Structural

racism—how our institutions, culture,

ideology, norms, and practices create

and maintain racial dominance and

oppression through the control of

resources, producing adverse and

racially inequitable outcomes—drives

the unjust burden of COVID-19 on racial-

ly minoritized groups.3,4,14 And capital

accumulation limits access to resources

needed to work from home and afford

high-quality masks and regular at-home

tests.3,14 These larger systemic factors

drive inequities in COVID-19 outcomes.

However, our national response focuses

heavily on individual behaviors.

Blaming Victims

Significant blame has been assigned

to groups who contract HIV for whom

there is some level of societal moral dis-

approval of their behaviors. Examples
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include men who have sex with men,

sex workers, and injection drug users.

Similarly, people who have not received

COVID-19 vaccines and those who have

no choice but to continue to go to work

when exposed or sick are usually per-

ceived as responsible for why things are

not “back to normal.” Underrepresenta-

tion of the working class in political pro-

cesses and resistance to policies such

as Medicare for All that are likely to facil-

itate engagement in healthy behaviors

and access to care also increase the

tendency to see risks as products of

individual choices rather than outcomes

of the political contexts.

The ability of the most privileged and

insulated members of society to work

from home or stay at home when ex-

posed, for example, is attributable to

less-privileged members assuming

more risks because of the absence of

social policies and safety-net programs

that protect them.15 Attributing a public

health crisis to individual actions dis-

tracts from the structural issues that

matter more,16,17 causing our policy

responses to unfortunately center indi-

vidual responsibility even when person-

al agency is significantly constrained by

structural factors. Blaming individual

actions that are risky such as going to

social gatherings is both politically con-

venient and driven by capitalism. For

example, government avoids imposing

restrictions on big businesses and

employers. Victim blaming might also

contribute to fear and reluctance to

seek care, leading to further suffering.

Profits Over People

One of the most devasting things about

the HIV epidemic is that it could have

been stopped sooner by making life-

saving antiretroviral therapy (ART) ac-

cessible to sub-Saharan Africa, Central

and South America, and India, where

HIV prevalence rates were highest.8

Driven by capitalism, pharmaceutical

companies in wealthy countries collud-

ed with international organizations

such as the World Trade Organization

and with some leaders of Western coun-

tries to set policies around manufactur-

ing and distribution of ART that kept

these medications out of the reach of

people who needed them the most.

Access to ART motivates people to get

tested, decreases rates of transmission

by reducing viral load, and prevents

progression to AIDS.18 It was only until

after years of HIV activism that generic

drugs were finally allowed to be imported

by countries without previous access to

medications.8 By then, it was too late for

many. The toll was already devastating.

The lack of global access to COVID-19

vaccines mirrors the lack of global access

to ART for HIV. When vaccines first be-

came available, several groups warned

that these vaccines would not be avail-

able to people living in impoverished

countries as pharmaceutical companies

would not share the formula so that

they could maximize profits as wealthy

countries hoarded vaccines. Indeed,

wealthy countries were negotiating ad-

vance purchasing deals before the vac-

cines were even approved.19 Stockpiling

of vaccine doses by wealthy countries

while many in poorer countries remain

unvaccinated increases odds of addi-

tional variants of concern.

Inequities in access to HIV treatment

(ART), preexposure prophylaxis (PrEP),

and COVID-19 vaccines are also preva-

lent in the United States. For example,

Black and Latino men who have sex with

men have less access to PrEP and ART

than their White peers.2,20 And economi-

cally marginalized populations have low-

er COVID-19 vaccination rates compared

with high-income populations.21 Nothing

indicates our prioritization of profits over

people more than the fact that one’s

ability to access lifesaving medications

and vaccinations depends on access to

money, the politics of where they live,

and other flexible resources.

THE HEALTH JUSTICE
FRAMEWORK

We propose the health justice frame-

work as the basis for sustainable, equita-

ble, and ethical responses to HIV and

COVID-19. Drawing from intersectionality

theory,22–24 the framework is premised

on the assumption that all systems (e.g.,

capitalism, racism, homophobia, misogy-

ny, xenophobia), all structures (e.g., race,

gender, class, sexuality), and all institu-

tions (e.g., political, economic, social)

matter for health and well-being. As

shown in Figure 1, these structures,

systems, and institutions intersect to

create and maintain unequal distribution

of power and access to and distribution

of resources that matter for health.

We conceptualize health justice as

the equitable redistribution of power

and resources such that people with

the greatest need are prioritized, and

where the processes of knowledge pro-

duction around need, restructuring,

and redistribution are grounded in the

experiences of populations most im-

pacted by health inequities. Health jus-

tice is a paradigm and collection of

actions that interrogate systems; struc-

tures; social, political, economic, and

cultural institutions; and networks of

relationships that, although normalized,

create and perpetuate inequities in

power and access to resources that

matter for health, including the ability

to engage in healthy behaviors.

It is different from health equity in

that it extends beyond removing obsta-

cles and beyond giving everyone a fair
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opportunity to be healthy.25 It is also

distinct from previous conceptualiza-

tions of health justice that focus on rec-

ognizing the human and civil rights of

everyone.25 Specifically, our conceptu-

alization of health justice considers

how barriers to health occur because

people with more power (ability to con-

trol resources and shape how the soci-

ety is structured, whether that power is

conferred by statuses such as occupa-

tion or by structures such as race) and

access to resources (e.g., social, eco-

nomic, material, political) benefit at the

expense of people with less power and

resources.

Addressing barriers to well-being

from a health justice perspective

requires people and institutions with

the most power to reject the benefits

of their power and to work toward

relinquishing that power altogether—a

feature that distinguishes health justice

from health equity and health as a hu-

man right. For example, the ability of

multibillion-dollar corporations to amass

wealth during a pandemic comes at the

expense of workers who have no choice

but to return to work after a positive co-

ronavirus test. The ability to get grocer-

ies delivered comes at a cost to essential

workers and low-income factory work-

ers. While one’s job might be because

they attended a good school or because

someone “put in a good word” for them,

it all comes at the expense of someone

else who might be just as smart and

hardworking, but who could not attend

a resource-rich school because of struc-

tural factors like residential segregation

or the lack of networks that facilitate de-

sirable employment. The health justice

framework certainly complicates the

idea that none of us is free until all of us

are free. While we agree that intercon-

nectedness of systems and institutions

means that we are deeply implicated in

each other’s lives, we also argue that

some of us are only free because some

of us are oppressed. Therefore, the

health justice framework seeks libera-

tion, restitution, and advancement for

communities hit hardest by legacies of

marginalization.

STRATEGIES FOR THE
PATH FORWARD

Public health policies are more effective

when implemented by federal, state,

and local levels of government.26 While

we identify 5 policy recommendations to

help eliminate health inequities caused

by HIV and COVID-19, we concede that

political forces in the United States (e.g.,

filibuster, gerrymandering, and corpo-

rate lobbying) are significant obstacles

to implementing these. Community

organizing and collaborations between

public–private and nonprofit sectors

are important for public health27–29;

hence, they are necessary for the imple-

mentation of the recommendations we

propose in Figure 1.

Structures
(e.g., race, class)

Power
Resources2 

5 

Redistribute resources to ensure that health needs of people who are negatively impacted by 
oppressive systems are met. 

2.

1.

Redistribute power to increase access to resources and  to disrupt systems, structures, and 
institutions that cause the unequal distribution of power.  

3. Enact legislation that guarantees support for people with long-haul COVID-19 to ensure that
they have access to material, social, and structural resources that matter for their health and
sustenance in the long term.  

4. Center the experiences of the most impacted communities—communities with the worst
outcomes—to ensure that they have power, that they influence the development of institutional
policies, and that these policies will meet their needs.   

5. Evaluate intersecting and multidimensional effects of policies across systems to make sure new 
inequities and new mechanisms of oppression are not produced. 

Health
status, 
needs, 
behaviors, 
and other 
health 
outcomes  

4 

1 

Institutions
(political, 

economic, social) 

Systems
(e.g., racism,
capitalism)

3

FIGURE 1— Policy Recommendations Based on the Health Justice Framework
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Redistribution of Resources

People who are disproportionately af-

fected by HIV and COVID-19 are often

marginalized and oppressed. Hence,

they do not have resources to effect

their own liberation. This is where gov-

ernment should come in. The United

States is taking an approach to ending

the pandemic that still largely relies on

individual choices and resources. In

March of 2022, the White House re-

leased the National COVID-19 Prepared-

ness Plan,30 an updated plan to meet

current challenges. The first goal of the

revised plan was to protect against and

treat COVID-19 by encouraging testing,

wearing masks when risks of transmis-

sion are high, and increasing access to

vaccines, high-quality masks, and life-

saving antiviral pills. To a large degree,

frequent testing, wearing masks, and

getting vaccinated are contingent upon

personal resources and preferences.

One major failure in our response to

the HIV epidemic is we only focused on

behavioral changes while not providing

resources such as universal health care

and needle-exchange programs that

make behavioral modifications possible

and sustainable.3,8 Fortunately, rapid

tests for COVID-19, vaccines, and high-

filtration masks have become more

available. However, accessing them still

relies on individual resources. For ex-

ample, people who are insured have

relatively easier access to free tests

compared with those who are unin-

sured. Similarly, ordering and receiving

free test kits from the government

requires access to the Internet and a

home address. COVID-19 is transmitted

by an airborne virus. Thus, the quality

of ventilation in buildings such as

schools and offices matters. The likeli-

hood of working from home or in build-

ings with good air circulation is partially

dependent on one’s socioeconomic

status.

We call on the Biden administration to

expand the distribution of high-quality

masks, tests, vaccines, and medications,

especially for populations in low-wage,

high-risk essential jobs. Legacies of mar-

ginalization ensure that people most at

risk also have limited resources including

specialized knowledge and time to find

the free home test kits, masks, and medi-

cations that are available. Government

has a responsibility to provide resources,

to develop infrastructure and strategies

that will connect these resources to

people who need them the most, and

to mandate employers to do the same.

Resources to improve ventilation and

air filtration in buildings, including ac-

cess to portable air cleaners, should be

made available.

Redistribute Power

Wemust truly prioritize people over prof-

its. One of the goals of the COVID-19

Preparedness Plan is to prevent eco-

nomic and educational shutdowns by

keeping schools and businesses safely

open.30 Two months before the release

of the revised preparedness plan, the

CDC shortened the isolation period

from 10 days to 5 days for those who

test positive for SARS-CoV-2. However,

the ways by which prioritization of the

economy undermine collective health

and well-being and increase the risk of

community transmission are not con-

sidered. One of the 10 essential public

health services is to utilize legal and reg-

ulatory actions to improve and protect

the health of the public.31 The govern-

ment has power to enforce regulations

for schools and multibillion-dollar in-

dustries alike. People most negatively

impacted do not have the power to re-

structure institutions and policies in

ways that would facilitate their libera-

tion. This requires the Biden administra-

tion to develop and enforce regulations

to protect health.

Government has a history of regulat-

ing all kinds of activities when politically

convenient. Driven by homophobia and

the need to control the sexuality of gay

men, bathhouses and gay bars were

shut down, and gay men were banned

from donating blood as the govern-

ment argued that these were critical in

curbing the spread of HIV.32 Currently,

there are no mandates or enforceable

policies that regulate congregation of

people indoors or on airplanes. Masks

are optional. Masking when indoors or

when in crowds is an individual choice

shaped by politics.33 And people who

might be unvaccinated, immunocom-

promised, or otherwise more suscepti-

ble to the virus are still at greater risks

and remain unprotected.

We recommend workplace safety

standards, mask mandates and capaci-

ty limits for indoor public gatherings,

vaccine mandates for domestic flights,

and paid time off for up to 10 days for

people who have tested positive for

SARS-CoV-2, pay that is supplemented

by the federal government and from a

proportion of profits and net revenues

of large, wealthy employers.

Enact Legislation for People
With Long-Haul COVID-19

Significant funds should be made avail-

able to specifically support the growing

number of people who are unable to

work because of long COVID-19–related

limitations. One of the most significant

national policy responses to HIV was

the enactment of the Ryan White Pro-

gram, which pays for medical and sup-

port services for low-income persons

living with HIV. A similar legislation
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should be enacted for long-term med-

ical and support services that are

needed by people who are navigating

COVID-19–related disabilities, unable

to work, or in precarious employment

situations with no benefits to support

comprehensive rehabilitation services.

At the state level, Medicaid expansion

is also necessary, especially as it is likely

to cover a more comprehensive set of

services for those who, because of the

undue burden of COVID-19, have be-

come eligible for Medicaid. Southern

states that have not expanded Medic-

aid are also states with relatively high

HIV prevalence and greater incidence

of COVID-19.4 Ultimately, universal

health care, Medicare for all, or some

version of a single-payer system is

needed. It is time to restructure our

health care system such that access to

health services for most persons in the

United States is not contingent upon

resources such as employment.

Center Most-Impacted
Communities

Wemust center disproportionately

affected communities in policy develop-

ment and implementation. One suc-

cessful response to HIV is that people

living with HIV are involved in informing,

developing, implementing, and moni-

toring programs and policies.4 For ex-

ample, for organizations to obtain Part

A funds from the Ryan White Program

(funds that support HIV services in ur-

ban areas), there are requirements for

these organizations to demonstrate

mechanisms through which people

living with HIV participate in needs as-

sessment, prioritization of services, and

allocation of funds to these services.

A similar requirement that policy and

program responses to COVID-19

should have a process for community

leadership in planning, implementation,

and monitoring is necessary. The

experiences of patients with long-haul

COVID-19 and their advocates will play

a central role in ensuring people with

long COVID-19 are supported.34

Evaluate Policies Across
Systems

We must consider how benefits of our

responses to COVID-19 might be ineq-

uitably distributed, thus exacerbating

other inequities. With HIV, for example,

the development of ART and PrEP in-

creased viral suppression and reduced

new infections in general but widened

racial inequities in viral suppression

rates and rates of new infections be-

cause, compared with Black and Latino

men who have sex with men, White

men who have sex with men had more

access to these medications.2,3,20

When there is a new development that

prevents disease and death, people

with more resources are usually

those who can take advantage of these

developments. They benefit the most

because resources, whether social,

financial, or technological, are usually

transferable and can be used in many

different situations to ultimately im-

prove health.14

Access to vaccines, high-filtration

masks, and test kits by people with

resources can widen existing inequities

in COVID-19 outcomes. They can also

widen socioeconomic inequities as per-

sons with access to vaccines, masks,

and tests likely have greater odds of

staying healthy, continuing to work, at-

tending classes, and so forth. Similarly,

increase in the use of telemedicine and

the move to virtual work and school

might create new inequities in learning

outcomes and health care utilization.

While these developments and

measures are critical for controlling the

pandemic, we need monitoring sys-

tems in place to understand, mitigate,

and eliminate new inequities.

CONCLUSION

The health justice framework considers

the central role of power and resources

in the liberation and advancement of

communities who are disproportionately

affected by health crises, including those

caused by noncommunicable diseases

and other conditions—power to make

decisions that can affect a broad range

of systems, institutions, structures, and

populations. Power to make decisions

and to control resources needed to sup-

port these decisions can alter the trajec-

tories of crises. Government has power

to enact far-reaching regulations and

mandates and to develop and enforce

policies. Government can also make

resources available and accessible by

regulating and taxing large corporations;

by providing supplements, subsidies,

and tax reliefs to individuals and busi-

nesses; and through the enactment of

policies and programs that enable peo-

ple to save money.

Both HIV and COVID-19 have wrought

significant loss, grief, trauma, and suffer-

ing. Communities hit hardest by legacies

of marginalization are disproportionately

affected and should lead the develop-

ment of long-term solutions. Investing in

community-based participatory research

now is essential so that communities can

begin to direct and work with research-

ers to identify and prioritize their needs,

to develop context-specific approaches

to address these needs, and to work to-

ward liberation and advancement. In

40 years, we have made significant

advances in HIV prevention and treat-

ment. Yet, the benefits of these advances

are not equally distributed. We are
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seeing the same patterns with COVID-19

in which the benefits of advances such

as vaccines, at-home test kits, and medi-

cations are unequally distributed. This is

compounded by the fact that communi-

ties already disproportionately burdened

by the HIV pandemic are also burdened

by COVID-19.

We need an equitable society to pre-

vent disproportionate impact of health

crises. The Coronavirus Tax Relief in the

form of economic impact payments

and the advance child tax credits helped

restore some of the income losses

incurred by individuals and families.

However, broad structural changes are

necessary for the liberation of marginal-

ized populations and for significant

long-term benefits that can finally end

legacies of marginalization. This is an

issue of justice. This is also within our

reach. People, systems, and institutions

that benefit from structural inequalities

at the expense of marginalized commu-

nities have a responsibility to relinquish

these benefits to level the socioeco-

nomic field.

In the end, government has the ut-

most responsibility to act decisively by

investing in policies that address multi-

ple dimensions of inequality. Policies

such as universal health care, guaran-

teed living wage, universal access to

broadband Internet, universal access

to childcare regardless of employment

status and income, and guaranteed

and expanded sick leave will go a long

way toward achieving a more equitable

society. But government will not act

simply because we wish for action.

Community organizing; building grass-

roots movements; advocacy; public, pri-

vate, and nonprofit collaborations; and

grassroots activism are necessary strat-

egies to influence change, even at dif-

ferent levels of government.16,35,36

The abolition movement, for exam-

ple, has been successful in bringing the

idea of abolition into the mainstream.

People are actively talking about police

and prison abolition, and we have seen

a few jurisdictions redistribute funding

away from policing.37 Similarly, collective

power and action have led to changes

in local, state, and federal-level policies

that have improved, even incrementally,

the health of many constituents such as

nonsmokers, persons with disabilities,

and people living with HIV.38 Amid po-

litical resistance to change and in the

absence of governmental action, move-

ment building and community organiz-

ing are critical.
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Medication Abortion “Reversal” Laws:
How Unsound Science Paved the Way
for Dangerous Abortion Policy
Sara K. Redd, PhD, MSPH, Roula AbiSamra, MPH, Sarah C. Blake, PhD, MA, Kelli A. Komro, PhD, MPH, Rachel Neal, MD,
Whitney S. Rice, DrPH, MPH, and Kelli S. Hall, PhD, MS

See also Skuster, p. 138.

Objectives. To longitudinally examine the legal landscape of laws requiring abortion patients be

informed about the possibility of medication abortion (MAB) “reversal” (in quotes as it does not refer

to an evidence-based medical procedure).

Methods.We collected legal data on enacted state MAB-reversal laws across all 50 US states and

Washington, DC, (collectively, states) from 2012 through 2021. We descriptively analyzed these laws to

identify legal variation over time and geography, and conducted a content analysis to identify qualitative

themes and patterns in MAB-reversal laws.

Results. As of 2021, 14 states (27%)—mostly in the midwestern and southern United States—have

enacted MAB-reversal laws. States largely use explicit language to describe reversal, require patients

receive information during preabortion counseling, require physicians or physicians' agents to inform

patients, instruct patients to contact a health care provider or visit “abortion pill reversal” resources for

more information, and require reversal information be posted on state-managed Web sites.

Conclusions. Reversal laws continue a dangerous precedent of using unsound science to justify laws

regulating abortion access, intrude upon the patient–provider relationship, and may negatively affect the

emotional and physical health of patients seeking an MAB. (Am J Public Health. 2023;113(2):202–212.

https://doi.org/10.2105/AJPH.2022.307140)

Medication abortion (MAB)—the

use of medications to induce an

abortion up to the first 10 to 11 weeks

of pregnancy—has rapidly become a

popular abortion care method over the

past 2 decades. While abortions in the

United States have largely decreased

since 2000, MABs have continued to

rise and currently constitute the majori-

ty of all abortions in the United States,

accounting for 54% of all nonhospital

abortions as of 2020.1 In addition, MAB

is highly effective and extraordinarily

safe, with a less-than-1% risk of compli-

cations.1 With its rise in popularity, MAB

has become a frequent target for state

legislatures seeking to restrict abortion

access and provision. One such regula-

tion is MAB “reversal” laws (“reversal”

placed in quotations, as this term does

not refer to an evidence-based medical

procedure), which—like other biased

abortion counseling laws—require that

patients receive medically inaccurate

information about the possibility of re-

versing a MAB.

Fewer than 0.005% of patients who

use mifepristone choose to continue

their pregnancy; the current clinical rec-

ommendation for such patients is

watchful waiting and fetal monitoring.2

MAB reversal is an experimental

procedure involving the administration

of a high dose of progesterone follow-

ing the initial dose of mifepristone

should a patient who is using MAB

choose to continue their pregnancy.

MAB reversal was initially described in a

2012 case series by Delgado and Dav-

enport, which presented cases of 6

patients who received 200 milligrams

of progesterone following mifepristone

ingestion, 4 of whom carried pregnan-

cies to term.3 Based on this 2012 case

series, a 2017 article by Garratt and

Turner detailed cases of 3 patients

treated with progesterone following mi-

fepristone ingestion, 2 of whom carried
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pregnancies to term.4 The following

year, Delgado et al. published a second

case series of 754 patients who under-

went the experimental procedure,

reporting an “overall rate of reversal of

mifepristone [of] 48%.”5

Numerous ethical and scientific pro-

blems highlight the poor quality of

these case series. The lack of evident

oversight by an institutional review

board or ethics committee and appar-

ent failure to obtain patient consent

demonstrate neglect of common ethi-

cal standards and study participant

protection. Scientifically, the data pro-

duced by these studies are of a low

standard because of the failure to em-

ploy standardized scientific protocols,

lack of comparison group, artificial infla-

tion of pregnancy completion rates by

assessing pregnancy viability before re-

versal, and incomplete reporting of pa-

tient outcomes. Together, these studies

fail to provide rigorous scientific evi-

dence supporting MAB reversal.2

One randomized clinical trial

attempted to evaluate safety and effica-

cy of MAB reversal6 but was ceased

prematurely to protect participants be-

cause of 3 instances of severe hemor-

rhage requiring ambulance hospital

transport. Study authors concluded

that MAB reversal is “experimental and

should be offered only in institutional

review board-approved human clinical

trials to ensure proper oversight.”6(p164)

Experts from the medical and public

health communities have denounced

MAB reversal as unsafe, unproven, and

unethical.6–10 However, MAB reversal

swiftly gained the attention of state

legislators, who have subsequently

enacted legislation requiring MAB re-

versal information be included during

the abortion process.

A summary by Bhatti et al. described

state MAB-reversal legislation as of

2018, noting that legislators had intro-

duced MAB-reversal bills in 9 states

and successfully enacted laws in 3 of

those states.9 Given the continued in-

crease in antiabortion legislation—

including MAB-reversal laws—since

2018, we collected data on state MAB-

reversal laws through 2021 to provide

an updated overview of the MAB-

reversal legal landscape in the United

States. We descriptively analyzed these

laws to identify legal variation over time

and geography and conducted a con-

tent analysis11 of legal texts to identify

themes and patterns in MAB-reversal

laws.

METHODS

We collected data on MAB-reversal

laws across all 50 states and

Washington, DC, (collectively, states)

from 2012 to 2021. We gathered state

statutory laws requiring patients be

told about MAB reversal during the

abortion process, including via conver-

sations with clinic providers or staff,

physical signs, discharge materials,

medication guides, or state-managed

Web sites. We included laws currently

in effect and temporarily enjoined

pending litigation and tracked imple-

mentation from January 1, 2012,

through December 31, 2021. We gath-

ered full versions of legal text using

Nexis Uni and validated our data using

LawAtlas’s Medication Abortion

Requirements data set.12 We reported

the number and percentage of states

with enacted MAB-reversal laws for

each year of the study period to exam-

ine their proliferation over the study

period. To visualize these time trends,

we created a map indicating the year

in which each state enacted the first

reversal law.

In addition, we conducted a content

analysis of statutes,11 identifying

themes and patterns in how states pre-

scribe MAB-reversal information be

provided to patients. To conduct the

content analysis, we first created a ten-

tative set of coding categories based on

a preliminary examination of the MAB-

reversal legal data, which we refined

following an in-depth review of the

data. Codes examined the following

domains: language used to describe re-

versal (i.e., explicit vs generic language);

reference to supporting “scientific

research”; when, how, and by whom

patients are informed; what actions

patients should take; penalties for provi-

ders or clinics; and requirements for in-

formation on state-managed Web sites.

We then applied the refined codes to the

data, ensuring objectivity and reliability

through repeated coding of the laws by

the coder. We then summarized coding

findings (e.g., documenting the recur-

rence of themes present in the laws) and

reported them in a systematic manner.

RESULTS

Table 1 displays a list of states with

MAB-reversal laws, corresponding legal

citation, legislation, enactment and ef-

fective dates, and current status of

each law.

Medication Abortion
Reversal Law Variation

As of December 31, 2021, 14 states

(27%) had MAB-reversal laws enacted.

Following publication of Delgado and

Davenport’s 2012 case series,3 the first

reversal laws were enacted in Arizona

and Arkansas in 2015, although Arizo-

na’s 2015 reversal law—which con-

tained explicit references to “reversal”—

was repealed and replaced in 2016 with
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more generic reversal language follow-

ing backlash from constituents. Over

the next 6 years, 12 additional states

enacted MAB-reversal laws. Following

Arizona and Arkansas, South Dakota

enacted its reversal law in 2016, fol-

lowed by Idaho and Utah in 2018.

Following the 2018 publication by

Delgado et al.,5 the number of states

enacting MAB-reversal laws increased

notably. In 2019, Kentucky, Nebraska,

North Dakota, and Oklahoma enacted

reversal laws, and Tennessee enacted

its reversal law in 2020. Lastly, in 2021,

4 additional states—Indiana, Louisiana,

Montana, and West Virginia—enacted

reversal laws. Of the 14 states with

enacted MAB-reversal laws as of

December 31, 2021, 10 of these

states—Arizona, Arkansas, Idaho,

Kentucky, Louisiana, Montana, Nebras-

ka, South Dakota, Utah, and West Vir-

ginia—had laws in effect. The remaining

4 states—Indiana, North Dakota, Okla-

homa, and Tennessee—had laws that

were temporarily enjoined pending lit-

igation. Geographically (Figure 1), 6 of

the 14 states (43%) were located in the

South (Arkansas, Kentucky, Louisiana,

Oklahoma, Tennessee, and West

Virginia), 4 (29%) in the Midwest

(Indiana, Nebraska, North Dakota, and

South Dakota), and 4 (29%) in the West

(Arizona, Idaho, Montana, and Utah).

Content Analysis

Tables 2 and 3 display content analysis

results regarding the following themes:

language describing “reversal”; refer-

ences to supporting “scientific

research”; when, how, and by whom

patients are informed; patient actions;

penalties for providers or clinics; and

state Web site requirements.

TABLE 1— State Medication Abortion–Reversal Laws by Legal Citation, Corresponding Legislation,
Enactment and Effective Dates, and Current Law Status: United States, 2012–2021

State Legal Citation
Corresponding
Legislation Enactment Date Effective Date Current Status

AZ Ariz Rev Stat §36-2153 2015 Ariz SB 1318
2016 Ariz SB 1112

Mar 30, 2015
May 17, 2016

Jul 3, 2015
Aug 6, 2016

Effective

AR Ark Code Ann §20-16-1703
Ark Code Ann §20-16-1704

2015 Ark HB 1578 Apr 6, 2015 Jul 22, 2015 Effective

ID Idaho Code §18-609 2018 Idaho SB 1243 Mar 20, 2018 Jul 1, 2018 Effective

IN Ind Code Ann §1-34-2-1 2021 Ind HEA 1577 Apr 29, 2021 Jul 1, 2021 Enjoined—preliminary
injunction granted Jun
30, 2021

KY Ky Rev Stat §311.725
Ky Rev Stat §311.774

2019 Ky SB 50 Mar 26, 2019 Jun 27, 2019 Effective

LA La Rev Stat §40:1061.11.1 2021 La HB 578 Jun 19, 2021 Aug 1, 2021 Effective

MT Mont Code Ann 50-20-707
Mont Code Ann 50-20-708

2021 Mont HB 171 Apr 26, 2021 Oct 1, 2021 Effective

NE Neb Rev Stat §28-327
Neb Rev Stat §28-327.01

2019 Neb LB 209 Jun 4, 2019 Sep 1, 2019 Effective

ND ND Cent Code, §14-02.1-02
ND Cent Code, §14-02.1-02.1

2019 ND HB 1336 Mar 22, 2019 Aug 1, 2019 Enjoined—preliminary
injunction granted Sep
10, 2019

OK 63 Okla Stat §1-756 2019 Okla SB 614 Apr 25, 2019 Nov 1, 2019 Enjoined—temporary
injunction granted Oct
25, 2019

SD SD Codified Laws §34-23A-10.1
SD Codified Laws §34-23A-10.4

2016 SD HB 1157
2021 SD HB 1130

Mar 16, 2016
Mar 25, 2021

Jul 1, 2016,
Jul 1, 2021

Effective

TN Tenn Code Ann §39-15-218 2019 Tenn HB 2263 Jul 13, 2020 Oct 1, 2020 Enjoined—temporary
restraining order
granted Sep 29, 2020

UT Utah Code Ann §76-7-305
Utah Code Ann §76-7-305.5

Abortion Law
Amendments, 2018
Utah SB 118

Mar 19, 2018 May 8, 2018 Effective

WV W Va Code §16-2I-2
W Va Code §16-2I-3
W Va Code §16-2I-4

2021 W Va HB 2982 Apr 28, 2021 Jul 9, 2021 Effective
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Reversal language. We first categorized

type of language used to describe MAB

reversal as either explicit (e.g., “the effects

of mifepristone can be reversed”) or

generic (e.g., “mifepristone is not always

effective”). Eight states’ laws make explicit

references to reversal, stating that MABs

can be reversed. For instance, Arkansas’s

law states a physician must inform the

patient of “information on reversing the

effects of abortion-inducing drugs.”13 Six

states’ laws do not specifically mention

iterations of the word “reversal,” instead

using generic language to imply that

MABs can be reversed, as in West Virgi-

nia’s law: “it may be possible to counter-

act the intended effects of a mifepristone

chemical abortion.”14

Reference to scientific evidence or re-

search. Although most states refrain

from referencing scientific evidence, 5

include references to research in the laws.

Of note, 4 of the 5 laws referencing

research were enacted after the 2018

Delgado et al. publication.5 Tennessee’s

law states, “recent research has indicated

that mifepristone alone is not always effec-

tive in ending a pregnancy.”15 Indiana’s

law appears to reference the mixed evi-

dence base around reversal, noting,

some [emphasis added] evidence

suggests that the effects of Mifepris-

tone may be avoided, ceased, or

reversed if the second pill, Misopros-

tol, has not been taken.16

2021

2018

2018

2015

2019

2016

2019

2019
2015

2021

2020

2019

2021

2021

No. (%)State AbbreviationsYear
2012–2014 0 (0)-
2015 AZ, AR 2 (4)
2016 3 (6)AZ, AR, SD
2017 3 (6)AZ, AR, SD
2018 AZ, AR, ID, SD, UT 5 (10)
2019 9 (18)AZ, AR, ID, KY, NE, ND, OK, SD, UT
2020 AZ, AR, ID, KY, NE, ND, OK, SD, TN, UT 10 (20)
2021 AZ, AR, ID, IN, KY, LA, MT, NE, ND, OK, SD, TN, UT, WV 14 (27)

FIGURE 1— States With Enacted Medication Abortion–Reversal Laws by Year First Law Enacted and Incidence by
Year: United States, 2012–2021
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TABLE 2— State Medication Abortion–Reversal Law Content Analysis—Language, Research, and When
and How Patients Are Informed: United States, 2012–2021

State Reversal Language References Research
When Are Patients

Informed?
How Are Patients

Informed?

AZ Generic language: “the use of
mifepristone alone to end a
pregnancy is not always
effective.”

No Upon patient contacting clinic Not specified

AR Explicit language: “It may be possible
to reverse [Mifepristone’s]
intended effect.”

No Preabortion counseling
At discharge

Orally, in person (preabortion
counseling)

In writing (discharge
materials)

ID Explicit language: “interventions, if
any, that may affect . . . the
reversal of a chemical abortion.”

No Preabortion counseling In writing

IN Explicit language: “the effects of
Mifepristone may be avoided,
ceased, or reversed.”

Yes: “Some evidence
suggests . . .”

Preabortion counseling
At discharge

Orally, in person (preabortion
counseling)

In writing (discharge
materials)

KY Explicit language: “to reverse the
effects of prescription drugs
intended to induce abortion.”

No Preabortion counseling
Receipt of prescription

Orally, not specified
(preabortion counseling)

In writing (with prescription)

LA Generic language: “the first pill, . . .
mifepristone, is not always
effective in ending a pregnancy.”

Yes: “Research has
indicated . . .”

At discharge
Receipt of prescription

In writing

MT Explicit language: “reversing the
effects of abortion-inducing
drugs.”

No Preabortion counseling In writing

NE Generic language: “mifepristone alone
is not always effective in ending a
pregnancy.”

Yes: “Research indicates . . .” Preabortion counseling Orally, in person or over
telephone

ND Explicit language: “it may be possible
to reverse the effects of an
abortion-inducing drug.”

No Preabortion counseling Not specified

OK Explicit language: “Mifepristone . . .
alone is not always effective in
ending a pregnancy. It may be
possible to reverse its intended
effect.”

No Preabortion counseling
Upon physical visit to clinic

(clinic signs)
At discharge

Orally, in person or over
telephone (preabortion
counseling)

In writing (clinic signs,
discharge materials)

SD Generic language: “it is still possible
to discontinue a drug-induced
abortion.”

No Preabortion counseling
At discharge

In writing

TN Explicit language: “It may be possible
to avoid, cease, or even reverse
the intended effects of a chemical
abortion utilizing mifepristone.”

Yes: “Recent developing
research has indicated . . .”

Preabortion counseling
Upon physical visit to clinic

(clinic signs)
At discharge

Not specified (preabortion
counseling)

In writing (clinic signs,
discharge materials)

UT Generic language: “aborting a
medication-induced abortion.”

Yes: “Research indicates . . .” Preabortion counseling
At discharge

Orally, in-person (preabortion
counseling)

In writing (discharge
materials)

WV Generic language: “it may be possible
to counteract the intended effects
of a mifepristone chemical
abortion.”

No Preabortion counseling
At discharge

Orally, in person or via
telephone (preabortion
counseling)

In writing (discharge
materials)
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When patients are informed. In 12 of

the 14 states with MAB-reversal laws,

patients must be informed about the

possibility of reversal during preabor-

tion counseling. Many states require

providers or staff to counsel patients at

multiple points throughout the abor-

tion care process, such as during

preabortion counseling and at dis-

charge. Seven states require informing

patients during preabortion counseling

and at discharge, and 1 state (Kentucky)

requires informing patients during pre-

abortion counseling and upon receipt

of the prescription. Two states—

Oklahoma and Tennessee—require

clinics to post visible signs in the clinic,

passively informing patients upon clinic

entrance. Both laws are presently

enjoined and, thus, not in effect.

Two states require informing patients

at unique points in the abortion care

process. In Louisiana, providers must

inform patients either at discharge or

TABLE 3— State Medication Abortion–Reversal Law Content Analysis—Who Informs Patients, Patient
Actions, Penalties, and Web Site Requirements: United States, 2012–2021

State Who Informs Patients?
What Actions Should Patients

Take? Penalty for Provider or Clinic?
Web Site

Requirement?

AZ Clinic staff Contact physician None specified Yes

AR Health care professional
(physician or physician’s agent)

Search “abortion pill reversal”
online

None specified Yes

ID Health care professional
(physician or physician’s agent)

Contact health care provider None specified Yes

IN Health care professional
(physician)

Visit “abortion pill reversal” Web
site or call hotline

None specified None specified

KY Health care professional
(physician, licensed nurse, PA,
or social worker)

Contact physician Provider penalty: denial, probation,
suspension, or revocation of
license

None specified

LA Health care professional
(physician or physician’s agent)

Contact physician or health care
provider

None specified None specified

MT Health care professional Visit “abortion pill reversal” Web
site or call hotline

None specified None specified

NE Health care professional
(physician or PA or RN as
physician’s agent)

Visit state Web site None specified Yes

ND Health care professional
(physician or physician’s agent)

Contact health care provider None specified Yes

OK Health care professional
(physician or physician’s agent;
preabortion counseling and
discharge materials)

Clinic (sign in clinic)

Visit “abortion pill reversal” Web
site or call hotline

Financial penalty for clinic or
facility

Yes

SD Health care professional
(physician)

Visit state Web site or contact
health care provider

None specified Yes

TN Health care professional
(physician; preabortion
counseling)

Health care professional
(physician or physician’s agent;
discharge materials)

Clinic (sign in clinic)

Visit state Web site or contact
health care provider

Financial penalty for clinic or
facility

Yes

UT Clinic or hospital staff or health
care professional (physician,
RN, NP, APRN, CNM, genetic
counselor, or PA)

Contact physician Provider penalty: suspension or
revocation of license,
administrative penalties

Yes

WV Health care professional
(physician or physician’s agent;
preabortion counseling and
discharge materials)

Contact physician None specified Yes

Note. APRN5 advanced-practice registered nurse; CNM5 certified nurse midwife; NP5nurse practitioner; PA5physician’s assistant; RN5 registered nurse.
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upon receipt of their prescription, via

the following:

(1) Stapling the disclosure statement

to a bag, envelope, or other pack-

age that contains misoprostol for

the [patient] to self-administer at

home.

(2) Attaching the disclosure state-

ment to a written prescription for

misoprostol provided by the phy-

sician or the person acting under

the physician’s direction.

(3) Attaching the disclosure state-

ment to the patient’s discharge

instructions if the prescription for

misoprostol is sent directly to a

pharmacy.17

In Arizona, patients are informed only

in the specific circumstance in which a

patient who has taken mifepristone,

but not misoprostol, contacts an abor-

tion clinic

questioning her decision to termi-

nate her pregnancy or seeking infor-

mation regarding the health of her

fetus or the efficacy of mifepristone

alone to terminate a pregnancy.18

How patients are informed. Twelve

states specify that patients should be

informed using written or oral commu-

nication. Of those 12 states, 11 states

require patients be informed in writing

during preabortion counseling, at dis-

charge, upon receipt of prescription, or

via clinic signs. Seven states require

that patients receive the information

orally during preabortion counseling,

with 6 states requiring in-person or of-

fering the option of in-person or over

the phone. Although Kentucky specifies

that patients should be informed orally,

the law does not specify whether oral

communication must be in-person or

over the phone. Two states—Arizona

and North Dakota—do not specify the

way patients are to be informed.

Who informs patients. In 13 states,

MAB-reversal laws specify that health

care professionals—namely, a physi-

cian or advanced practice clinician act-

ing as a physician’s agent—inform

patients of the possibility of reversal.

While some states, such as West

Virginia, specify a “physician or physi-

cian’s agent,”14 other states, such as

Kentucky, detail the other medical pro-

fessionals to whom the law may apply:

“a physician, licensed nurse, physician

assistant, or social worker to whom the

responsibility has been delegated by the

physician.”19 Tennessee’s law requires a

physician to inform patients during prea-

bortion counseling, while a physician or

physician’s agent reminds patients when

providing discharge materials.

Two states—Arizona and Utah—

delineate clinic staff as an informing

party; Arizona’s law identifies clinic staff

as the party who informs patients

(i.e., “the abortion clinic staff ”),18 while

Utah’s lists clinic or hospital staff as

1 potential party who might inform

patients, along with a physician or phy-

sician’s agent (i.e., “a staff member of

an abortion clinic or hospital, physician,

registered nurse, nurse practitioner,

advanced practice registered nurse,

certified nurse midwife, genetic

counselor, or physician’s assistant”).20

Lastly, 2 states—Oklahoma and

Tennessee—include clinics as an inform-

ing party via in-clinic signs (both laws

were enjoined at the time of our study).

Oklahoma’s law states,

Any private office, freestanding

outpatient clinic, hospital or other

facility or clinic in which medication

abortions . . . are provided shall con-

spicuously post a sign . . . so as to

be clearly visible to patients.21

What actions patients should take. Nine

states instruct patients to contact a

physician or health care provider for

additional information, sometimes not-

ing to patients that “time is of the

essence.” Three states instruct patients

to visit a state-managed Web site to

gain access to “abortion pill reversal” in-

formation services, including a Web site

(https://www.abortionpillreversal.com)

and telephone hotline run by the Abor-

tion Pill Rescue Network at Heartbeat

International, a large international anti-

abortion organization. For example,

Nebraska’s law states, “information on

finding immediate medical assistance is

available on the web site of the Depart-

ment of Health and Human Services”22;

upon visiting this Web site, visitors are

directed to the “abortion pill reversal”

telephone hotline. An additional 3

states instruct patients to contact

“abortion pill reversal” information ser-

vices and provide the contact informa-

tion directly, such as in Montana’s law,

which states:

Information on the potential ability

of qualified medical practitioners to

reverse the effects of an abortion

obtained through the use of

abortion-inducing drugs is available

at www.abortionpillreversal.com, or

you can contact (877) 558-0333 for

assistance in locating a medical pro-

fessional who can aid in the reversal

of an abortion.23

Finally, 1 state—Arkansas—instructs

patients to “search ‘abortion pill rever-

sal’ online.”13

Provider or clinic penalties. Four states

include specific penalties for providers

or clinics offering abortion services that

do not comply with MAB-reversal laws.

Two states, Kentucky and Utah, detail

penalties for individual providers who
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do not comply with the reversal law, in-

cluding denial, probation, suspension,

or revocation of a provider’s medical li-

cense or administrative penalties. Two

additional states, Oklahoma and

Tennessee, specify financial penalties

for clinics that fail to comply with the

reversal law. In Tennessee, any

facility or clinic that negligently fails

to post a sign . . . [shall receive] a civil

penalty of ten thousand dollars

($10,000). Each day on which an abor-

tion . . . is performed . . . during which

the required sign is not posted is a

separate violation.15

State-managed Web sites. Lastly, 10

states require that state departments

of health develop and maintain public

Web sites providing an online version

of preabortion counseling materials, in-

cluding reversal information. Laws in

the remaining 4 states do not specify a

Web site requirement.

DISCUSSION

Following the initial 2012 publication on

MAB reversal,3 the number of states

with MAB-reversal laws enacted grew

from zero in 2012 to 14 in 2021. The

largest annual changes in laws oc-

curred in 2019 and 2021, following the

2018 publication by Delgado et al.,5

during which 4 states enacted MAB-

reversal laws. Ten of the 14 states with

reversal laws are in the Midwest or

South, regions of the country with the

most restrictive environments toward

abortion.24,25 Content analysis revealed

that state laws often use explicit lan-

guage detailing the possibility of reversal

and require information be provided to

patients orally or in writing during prea-

bortion counseling or at discharge, usu-

ally by a physician or physician’s agent.

State laws largely instruct patients to

contact a health care provider for more

information on reversal or to visit an

“abortion pill reversal” Web site and tele-

phone hotline, and require that a state

agency post information about reversal

on a state-managed Web site.

Public policy scholar Paul Cairney

proffers that policymakers rely on ratio-

nal and irrational solutions to make

policy decisions, balancing the prioriti-

zation of certain sources of information

(“rational solutions”) with emotions, gut

feelings, beliefs, and habits (“irrational

sources”).26 In the case of MAB reversal,

antiabortion legislators employ both

rational and irrational sources when

enacting these policies, combining the

rational source of Delgado’s and others’

work on MAB reversal with their own

“irrational” antiabortion beliefs. In addi-

tion, antiabortion advocates and lobby-

ists have made and will continue to

make concerted efforts to rally policy-

makers to enact reversal legislation.

Groups such as the National Right to

Life Committee, which actively advocate

for restrictive antiabortion legislation,

have named MAB-reversal laws as one

of their key legislative targets. The rela-

tively swift proliferation of MAB-reversal

laws in US states highlights the increas-

ing efforts at the state legislative level

to restrict abortion access and the ten-

dency for policymakers to ground anti-

abortion policy in moral and religious

arguments27 and support from anti-

abortion activists, despite positive

public support for abortion access

remaining steady.27–30

On June 24, 2022, the Supreme Court

of the United States overturned the

constitutional right to an abortion

established in Roe v. Wade in their ruling

on Dobbs v. Jackson Women’s Health Or-

ganization. As of September 30, 2022,

of the 14 states with MAB-reversal laws,

7—Arkansas, Indiana, Kentucky,

Louisiana, Oklahoma, South Dakota,

and Tennessee—have banned all abor-

tions, with very limited exceptions.31

Four additional states—Arizona, North

Dakota, Utah, and West Virginia—have

either pre-Roe bans or trigger bans that

are currently enjoined and, thus, not in

effect.31 Abortion remains legal in the

remaining 3 states—Idaho, Montana,

and Nebraska—although state environ-

ments are changing rapidly and could

shift at any time.

The post-Dobbs landscape has shifted

the importance of MAB-reversal laws

considerably. In states with complete

bans in effect, clinicians are unable to

prescribe mifepristone or misoprostol

for a MAB, thus rendering MAB-reversal

laws moot. Exceptions to these com-

plete bans are extremely limited, with

states typically allowing abortions only

to save the pregnant person’s life31—a

scenario in which an abortion would

likely be procedural rather than medi-

cal. However, in the 4 states with abor-

tion bans that are currently enjoined

and not in effect, or in the 3 states

where abortion remains legal, MAB-

reversal laws remain significant.

Furthermore, in states that have not

yet enacted or do not have the legisla-

tive capacity to enact total bans, or in

states that have begun or are expected

to receive a surge of out-of-state

patients, MAB-reversal laws will likely

become increasingly important

mechanisms for antiabortion policy-

makers. For instance, at least 3 addi-

tional states (Georgia, Iowa, and

Maryland) introduced MAB-reversal

laws during the pre-Dobbs 2022 legisla-

tive session. These trends, along with

the increasing fervor of antiabortion

legislators and advocates to eliminate
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abortion access, suggest that MAB-

reversal laws are an important player in

the antiabortion policymaking agenda

that will continue to appear in future

legislative sessions.

Implications for Patients,
Practice, and Policymaking

Our findings have important implica-

tions for the health of patients, provi-

ders, the patient–provider relationship,

and policymaking, particularly in this

post-Dobbs era. Regarding patients,

MAB-reversal policies have the poten-

tial to increase stigma and shame

around receiving an abortion, decrease

patient empowerment and self-efficacy,

and make patients vulnerable to physi-

cal complications.

First, reversal policies are rooted in

abortion stigma.32 Use of language

referencing the possibility to “reverse,”

“correct,” or “counteract” the effects of

mifepristone conveys the idea that

choosing a MAB is a mistake—although

people seeking abortions have high

degrees of certainty about their deci-

sions33–35—and, therefore, lawmakers

are giving patients an opportunity to

correct their error. Abortion stigma

leads to experiences of stress, shame,

and guilt among abortion patients,

resulting in reduced self-efficacy

around decision-making, decreased

perceptions of social support, and in-

creased psychological distress.36,37

Second, some states instruct patients

interested in reversal to visit the

“abortion pill reversal” Web site run by

the Abortion Pill Rescue Network at

Heartbeat International, an international

antiabortion association that reportedly

supports the largest network of crisis

pregnancy centers—antiabortion orga-

nizations posing as health care clinics

that attempt to dissuade people from

considering abortion38—in the world.

This Web site and its associated hotline

use coercive, antiabortion messaging

(e.g., “Time is precious, and so is your

baby—call us today”; “We are the agile

guardians of that precious moment in

time when a woman chooses to give

her unborn child a chance to fight for

life”) to transmit misinformation about

the possibility and evidence behind re-

versal. Further exposure to misinforma-

tion and stigmatizing messaging may

reduce patient self-efficacy and increase

experiences of shame or guilt around

their decision,39 which may increase a

patient’s drive to pursue reversal.

Third, MAB-reversal laws in 10 states

require publication of information

about MAB reversal, along with other

biased statements about abortion, on

state department of health Web sites.

State departments of health are gener-

ally perceived by the public to be

trusted sources of information for pub-

lic health and health promotion40; thus,

state-sanctioned promotion of abortion

misinformation has great potential to

mislead and endanger the public. Re-

quiring promotion of medically inaccu-

rate information such as MAB reversal

compromises the integrity of entities

with a mission to promote and protect

the public’s health.

Lastly, MAB reversal may result in in-

creased risk of physical complications,

including severe hemorrhage. As Crei-

nin et al. assert,

patients who use mifepristone for a

medical abortion should be advised

that not using misoprostol could

result in severe hemorrhage, even

with progesterone treatment.6(p162)

Poor outcomes following MAB rever-

sal have the potential to negatively af-

fect the health and well-being of

patients seeking a MAB, particularly

those who are Black, other people of

color, or those of lower socioeconomic

status, groups that are disproportion-

ately affected by restrictive

abortion policies and experience the

highest maternal mortality rates.41–44

In addition, this study has important

implications for provider practice and

the patient–provider relationship. MAB-

reversal laws are another example of

legislation requiring clinicians to trans-

mit misinformation to their patients.

Many states require inclusion of other

inaccurate or misleading information in

preabortion counseling, such as inaccu-

rate statements about mental health

effects of having an abortion, fetal pain,

or purported links between receiving

an abortion and breast cancer.45 These

laws are burdensome to providers; in-

terfere with their ability to provide

comprehensive, patient-centered

care46; violate the accepted standards

of informed consent; and negatively

affect the trust and rapport of the

patient–provider relationship.47 Al-

though MAB-reversal laws similarly

intrude on and undermine the patient–

provider relationship, they further jeop-

ardize the role of provider as healer

and violate medical ethics by requiring

providers to impart information about

an experimental procedure that may

cause patients harm.

Finally, study findings have clear

implications for the post-Dobbs policy-

making sphere. MAB-reversal laws re-

flect the general trend for antiabortion

policy to be grounded in unsound sci-

ence and to promote misinformation.

As noted earlier, MAB-reversal laws will

likely become increasingly popular

among antiabortion policymakers and

advocates seeking to restrict abortion

to the greatest extent possible, particu-

larly in states without total abortion

bans. When opposing enactment of
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additional MAB-reversal laws and lead-

ing efforts to repeal existing reversal

laws, policymakers should focus on the

weak scientific evidence behind these

policies, partnering with clinicians and

researchers to debunk the science.

Furthermore, policymakers should col-

laborate with community members,

organizations, advocates, clinicians, and

researchers to promote egalitarian pol-

icymaking grounded in high-quality evi-

dence and person-centered research

around abortion, which centers the

communities traditionally left out of

policymaking.

Limitations

There are some limitations to our analy-

sis. First, the inclusion of enjoined laws

in this analysis may artificially inflate the

prevalence of MAB-reversal regulation

in the United States. However, because

policy implementation is often ambigu-

ous and enjoined laws may influence

patient and provider beliefs and experi-

ences, their inclusion was important to

this analysis. Second, the laws reviewed

here do not reflect the implementation

or enforcement of these policies, which

may vary from how laws are written;

thus, we can only infer how these laws

influence provider practice and patient

experiences. Third, this analysis focused

only on enacted legislation; it does not

capture legislation that was introduced

in but not enacted by a state legislature.

Thus, this analysis does not fully reflect

the frequency with which MAB-reversal

legislation was introduced into state

legislatures.

Conclusions

In this analysis, we critically examined

an understudied and dangerous means

by which state legislators regulate

abortion. We explored the path be-

tween scientific evidence and policy-

making, highlighting a case in which

sensationalized research, denounced

as unsafe and of low quality by experts,

nevertheless quickly inspired state anti-

abortion legislation, requiring the trans-

mission of medically inaccurate infor-

mation to patients. Our findings

highlight the rapid proliferation of MAB-

reversal laws and the various ways in

which states regulate informing

patients about reversal. Findings from

this study can provide evidence for the

concerning relationship between anti-

abortion science and policymaking,

stimulate further rigorous research of

historical legal data, and inform abor-

tion policymaking, including the repeal-

ing of MAB-reversal laws.
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Insurance-Based Discrimination
Reports and Access to Care Among
Nonelderly US Adults, 2011–2019
Kathleen Thiede Call, PhD, Giovann Alarcon-Espinoza, PhD, MPP, Natalie Schwer Mac Arthur, PhD, MAc, and
Rhonda Jones-Webb, DrPH

See also Spencer and Chen, p. 141.

Objectives. To report insurance-based discrimination rates for nonelderly adults with private, public, or

no insurance between 2011 and 2019, a period marked by passage and implementation of the

Affordable Care Act (ACA) and threats to it.

Methods.We used 2011–2019 data from the biennial Minnesota Health Access Survey. Each year,

about 4000 adults aged 18 to 64 years report experiences with insurance-based discrimination. Using

logistic regressions, we examined associations between insurance-based discrimination and (1)

sociodemographic factors and (2) indicators of access.

Results. Insurance-based discrimination was stable over time and consistently related to insurance

type: approximately 4% for adults with private insurance compared with adults with public insurance

(21%) and no insurance (27%). Insurance-based discrimination persistently interfered with confidence in

getting needed care and forgoing care.

Conclusions. Policy changes from 2011 to 2019 affected access to health insurance, but high rates of

insurance-based discrimination among adults with public insurance or no insurance were impervious to

such changes.

Public Health Implications. Stable rates of insurance-based discrimination during a time of increased

access to health insurance via the ACA suggest deeper structural roots of health care inequities. We

recommend several policy and system solutions. (Am J Public Health. 2023;113(2):213–223. https://

doi.org/10.2105/AJPH.2022.307126)

Health insurance is not a universal

right in the United States. Conse-

quently, people lacking health insur-

ance face greater barriers to accessing

primary care and timely sick care.1,2

Furthermore, access to health insur-

ance in the United States is based on

an individual’s or group’s resources.

Private insurance is available to some

through employment or their financial

ability to pay; public insurance is avail-

able to some with low incomes or who

meet categorical eligibility (e.g., elderly,

disabled, children), whereas others

remain uninsured, citing inability to af-

ford coverage and ineligibility for exist-

ing coverage as top barriers.1 Health

insurance systems that are based on

individual resources can lead to inequi-

ties—such as insurance-based discrimi-

nation—and perpetuate the notion

that some people are more deserving

of receiving care than others.

Insurance-based discrimination

refers to unfair treatment that patients

receive from health care providers be-

cause of the type of insurance they

have (or because they do not have

insurance). As is true of all forms of

discrimination, insurance-based dis-

crimination manifests at multiple levels:

individual (e.g., internalized shame for

needing assistance), interpersonal (e.g.,

treated with disrespect, told they are

wasting taxpayer money),3 and institu-

tional (e.g., policies and practices in

organizations that provide differential

access to services).4 Insurance-based

discrimination at the interpersonal level

is rooted and reinforced in policies like

lower physician compensation for Med-

icaid services than for Medicare and

Research Peer Reviewed Call et al. 213

RESEARCH & ANALYSIS
A
JP
H

Feb
ru
ary

2023,Vo
l113,N

o
.2

https://doi.org/10.2105/AJPH.2022.307170
https://doi.org/10.2105/AJPH.2022.307126
https://doi.org/10.2105/AJPH.2022.307126


private insurance, which results in dif-

ferential treatment, such as instruc-

tions to schedulers to prioritize private

over public pay patients, long wait

times, separation of public and private

pay patients in academic medical cen-

ter clinics, and narrow networks where

providers do not accept new Medicaid

patients.5–10

Past research consistently shows dra-

matically higher rates of insurance-

based discrimination among people

with public rather than private insur-

ance.3,11–15 Past research also consis-

tently demonstrates that reports of

insurance-based discrimination are tied

to delayed and forgone care,3,12,13 lack

of confidence in getting needed care,12

reports of poor-quality care,7 and receipt

of suboptimal care.14 Experiences of dis-

crimination are also associated with us-

ing more costly emergency department

services instead of primary care.3

The 2010 passage of the Affordable

Care Act (ACA) represents one of sever-

al federal efforts to address inequities

in access to health insurance, health

care, and, possibly, insurance-based

discrimination. Beginning in 2014,

states that expanded Medicaid re-

ceived a 100% federal match to en-

courage covering a broader group of

people with low incomes. To ensure an

adequate supply of providers, the ACA

also mandated a 2-year increase in

physician payment rates for Medicaid

to the level of Medicare,5 yet this was

not enough to stem the financial pref-

erence for private over public patients.6

The individual mandate (i.e., the re-

quirement to have insurance or face a

penalty) held promise for reducing stig-

ma attached to insurance available

through government interventions be-

cause public insurance was the only af-

fordable option for some people to

meet this requirement.16 However, in

2017, the new presidential administra-

tion set this penalty at zero, marking

the first challenge to the ACA. Other

efforts to dismantle the ACA followed,

along with renewed efforts to tie

notions of deservedness to public in-

surance, such as state attempts to link

work requirements to Medicaid.17

By all measures, the ACA was suc-

cessful in expanding insurance cover-

age and lowering uninsured rates,

mostly through large gains in Medicaid

enrollment.1 Evidence of gains in ac-

cess and quality of care for adults with

public versus private insurance is

mixed. Some studies reported similar

access to outpatient care, affordability,

and quality ratings for adults with both

forms of insurance.2 Other studies

found that adults with private insur-

ance fared better in terms of stability of

coverage, affordability, having a person-

al physician, and obtaining specialist

and dental care.2,18,19 However, adults

with private insurance reported less fi-

nancial protection and were more likely

to report medical debt than Medicaid

beneficiaries.2,18

The controversial nature of the ACA’s

passage, its incremental implementation,

and repeated efforts to repeal it begs

the question of whether ongoing public

and policy debates surrounding this leg-

islation have influenced insurance-based

discrimination and, in turn, access to

health care among those most vulnera-

ble. Extending coverage to a broader

group of people may not eliminate

experiences of insurance-based discrimi-

nation given long-standing negative

views of public insurance in health care

and society. This assumption is sup-

ported by dueling terms surrounding

the ACA—the “woodwork” and “welcome

mat” effects—which indicate polarized

opinions in public and policy circles. The

former term insinuates that people

previously eligible now “crawl out of

the woodwork” to enroll in Medicaid, as

opposed to “welcoming” enrollment

with the latter.20 This important ques-

tion has not been addressed in the

research on insurance-based discrimi-

nation. Past research has provided

single-year snapshots of the presence

and impact of insurance-based dis-

crimination on access to health care,

yet almost all studies precede either

ACA passage3,11,14,15,21–23 or full imple-

mentation.12,24 The exception is the

study by Skopec and Long, who use

data from 2016, which is after full im-

plementation but before the change of

administration and formal efforts to re-

peal.13 This article addresses impor-

tant gaps in current research on

insurance-based discrimination, health

care access, and the ACA.

The specific objectives of this article

are to (1) examine experiences of

insurance-based discrimination in Min-

nesota from 2011 to 2019, (2) describe

the correlates of insurance-based dis-

crimination, and (3) investigate the as-

sociation between insurance-based

discrimination and health care access.

Our study covers the early years of ACA

implementation (which were marked by

challenges to Medicaid expansion17),

through full implementation (marked

by state variation in Medicaid expan-

sion and launch of Marketplace plans),

through a change of administration

(marked by efforts to dismantle the

ACA and create obstacles to Medicaid

enrollment), through a subsequent

change of administration backing ACA

initiatives; the study stops, however, be-

fore the onset of the COVID-19 pan-

demic. Understanding these events

and their impact on public policy and

opinion is an important step in grasping

how broader forces operate in shaping

insurance-based discrimination in our
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health care system, how insurance-

based discrimination relates to health

care access over time, and what can be

done to reduce insurance-based dis-

crimination. Results may be informative

to health care institutions and policy-

makers seeking effective multilevel and

multicomponent strategies to reduce

inequities in health care delivery.

METHODS

Data were from the Minnesota Health

Access Survey (MNHA), a biennial survey

representative of the noninstitutionalized

population in Minnesota. The MNHA

undersamples older adults and oversam-

ples rural populations and areas with

concentrations of individuals who identify

as racial or ethnic minority, and those

with lower incomes. The MNHA collects

information about sociodemographic

characteristics, health insurance cover-

age, and access to care for a randomly

selected household member. We used

data from 2011, 2013, 2015, 2017, and

2019. However, 2 changes in the survey

design in 2019 limit comparability with

previous years. First, the 2019 MNHA

added an address-based sample frame

to the standard dual random digit dialing

frame used in previous years. Second,

the address-based sample frame collect-

ed data primarily through a computer-

assisted Web interview program. This

change in survey administration, from

interacting directly with an interviewer to

answering the questions via self-guided

Web site, could affect respondents’

reports of discrimination in 2019.

Sample

We restricted the population to non-

elderly adults aged 18–64 years because

of the high uptake of Medicare among

adults aged older than 64 years and

enduring differences in narratives of

deservedness between Medicare and

Medicaid.7 We also excluded proxy

reports, such as responding for a child

or a spouse. Limiting the analysis to

adults responding for themselves

about insurance and experiences of

discrimination provides a more consci-

entious examination of the association

between insurance-based discrimina-

tion and insurance type (Table 1).

Consistent with national trends, re-

sponse rates decreased over time from

44% (2011) to 22% (2019).25 Because

of the 2019 change in sampling strate-

gy, we retroactively implemented the

updated weighting approach to all pre-

vious years of data. We weighted data

to adjust for nonresponse bias and to

reflect the general population in

Minnesota.26

Measures

The MNHA asks, “How often do health

care providers treat you unfairly be-

cause of the type of health insurance

you have?” or “because you don’t have

health insurance?” We coded someone

as experiencing insurance-based dis-

crimination if they reported that health

care providers always, usually, or some-

times (vs never) treated them unfairly

because of their health insurance (or

lack thereof). The survey also includes a

measure of race-based discrimination

(“How often do health care providers

treat you unfairly because of your race,

ethnicity, or nationality?”).

We measured insurance type by

providing a list of responses that

we recoded as private insurance (i.e.,

employer-sponsored, self-purchased,

and, starting in 2015, MNsure

[Minnesota’s Marketplace plan])

or public insurance (i.e., Medicare,

Medicaid, MinnesotaCare). We coded

respondents reporting both private

and public insurance as having public

because of our research focus on pub-

lic insurance. Consistent with federal

surveys, we classified adults respond-

ing no to all sources (or who reported

only Indian Health Services) as

uninsured.

We examined 3 indicators of access:

(1) usual source of care (excluding

emergency departments), (2) confi-

dence in getting care when needed

(very or somewhat confident vs a little

or not at all confident), and (3) reports

of forgone care due to cost in the last

12 months (prescribed medications,

dental care, routine care, specialist

care, and mental or behavioral care).

The survey included measures tied to

societal opportunities, power, and

resources such as gender, age,

race/ethnicity, nativity, family income,

education, marital status, employment

status, self-reported health status, and

place of residency (rural or urban).

Analyses

We examined reports of insurance-

based discrimination among nonelderly

adults from 2011 to 2019. We used the

t-test to assess differences in rates over

time (P< .05) and logistic regressions

to assess associations between (1)

insurance-based discrimination and

sociodemographic factors and (2)

insurance-based discrimination and

health care access. Given widespread

evidence of race-based discrimination

in health care, our sensitivity analysis

also adjusted for race-based discrimi-

nation.17,22 We followed current recom-

mendations to select reference groups

in our analysis.27 We clustered regres-

sions to estimate robust standard

errors and report adjusted odds ratios

(AORs).
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TABLE 1— Sociodemographic Characteristics, Health Status, and Health Care Access by Year Among
Adults Aged 18–64 Years: Minnesota, 2011–2019

2011, No. or % 2013, No. or % 2015, No. or % 2017, No. or % 2019, No. or %

Unweighted sample size 4024 4157 3934 4635 4365

Type of health insurance, %

Private 71.1 71.6 73.3 69.6� 70.8

Public 17.4 17.7 23.1� 22.8 22.1

Uninsured 11.5 10.7 3.6� 7.7� 7.1

Gender, %

Male 43.3 46.8 47.6 46.0 41.0�

Female 56.7 53.2 52.4 54.0 59.0�

Race and ethnicity, %

Hispanic 4.3 4.6 4.9 4.9 5.3

White 84.4 83.2 82.2 80.8 81.3

Black 4.5 5.4 5.7 6.0 5.8

Asian 4.7 5.3 5.5 5.4 5.8

American Indian 1.4 1.4 1.5 2.1 1.5

Other —a —a —a 0.8� —a

Country of birth, %

Not US-born 9.9 11.1 12.2 12.1 11.6

US-born 90.1 88.9 87.8 87.9 88.5

Age, y, %

18–25 14.5 17.1 14.4 15.0 14.8

26–34 20.1 18.7 21.6 20.8 21.2

35–54 45.9 43.6 42.7 42.3 41.6

55–64 19.5 20.7 21.3 21.9 22.4

Family income, % of FPG

0–138 15.4 15.9 16.0 13.8 14.7

139–250 16.3 15.5 15.5 16.6 13.7

251–400 24.3 24.7 24.7 20.3� 20.2

> 400 44.0 43.9 43.8 49.4� 51.4

Education, %

No high school diploma 6.0 7.1 6.5 7.3 4.8�

High school diploma or GED 25.6 25.6 22.9 23.8 20.2

Some college 35.2 35.3 35.3 35.3 35.3

Bachelor’s degree 23.4 22.7 24.2 23.6 26.9�

Postgraduate 9.9 9.3 11.2 10.1 12.8�

Marital status, %

Not married 37.8 40.5 39.1 43.3� 39.2�

Married 62.2 59.5 61.0 56.7� 60.8�

Employment status, %

Employed 77.4 81.0 82.1 82.9 81.6

Not employed 22.7 19.0 17.9 17.1 18.4

Place of residence, %

Urban 73.3 73.3 74.7 73.0 73.6

Rural 26.7 26.7 25.3 27.1 26.4

Health status, %

Excellent, very good, or good 90.6 87.8� 88.5 86.5 86.8

Continued
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RESULTS

Table 1 describes the nonelderly adult

sample each year. Full implementation of

the ACA resulted in a significant decrease

in the uninsured rate between 2013 and

2015 (10.7% to 3.6%, respectively) and a

corresponding increase in public insur-

ance enrollment (17.7% to 23.1%). Most

adults were covered by private insurance;

however, the decrease in private insur-

ance for adults between 2015 and 2017

(73.3% to 69.6%) corresponded with an

increase in uninsurance (3.6% to 7.7%).

On average, approximately 10% of

nonelderly adults reported insurance-

based discrimination (Figure 1), although

this increased from 7.7% in 2015 to

11.0% in 2017, the same year that the

uninsured rate doubled and private in-

surance dropped significantly (Table 1).

Reports of insurance-based discrimina-

tion by type of insurance were stable be-

tween 2011 and 2019, ranging from

24.7% to 28.1% for uninsured adults

and 18.4% to 24.0% for publicly insured

adults, compared with 3.0% to 5.4% for

adults with private insurance. In terms

of our access measures, fewer than

20% of adults reported lacking a usual

source of care, fewer than 13% reported

lacking confidence in receiving needed

care, and fewer than 37% reported for-

gone care over the study period.

Correlates of Insurance-
Based Discrimination

Three sociodemographic characteris-

tics were consistently associated with

insurance-based discrimination over

the period of analysis: type of health in-

surance, income, and health status

(Table 2). Being uninsured showed a

consistent association with insurance-

based discrimination in all years (AORs

ranged from 3.63 to 9.40). Having pub-

lic coverage was associated with

insurance-based discrimination in all

years except 2017.

Minnesotan adults with greater family

income relative to the federal poverty

guidelines (https://aspe.hhs.gov/topics/

poverty-economic-mobility/poverty-

guidelines) had consistently lower odds

of experiencing insurance-based dis-

crimination compared with families with

income below 139% of the federal pov-

erty guidelines. Adults reporting “fair” or

“poor” health status had about double

the odds of reporting insurance-based

discrimination as those with better self-

reported health.

We tested the robustness of our

results by adding race-based discrimina-

tion to our model. Reports of race-based

and insurance-based discrimination

were highly associated. However, even

when we adjusted for race-based dis-

crimination, insurance-based discrimina-

tion remained highly associated with

health insurance, income, and health sta-

tus (Appendix A, available as a supple-

ment to the online version of this article

at http://www.ajph.org).

Discrimination and Access
to Health Care

We found that people who experienced

insurance-based discrimination were

TABLE 1— Continued

2011, No. or % 2013, No. or % 2015, No. or % 2017, No. or % 2019, No. or %

Fair or poor 9.4 12.2� 11.5 13.5 13.2

Usual source of care (other than emergency department), %

Had a usual source of care 81.9 80.1 82.3 80.5 81.3

Lacked a usual source of care 18.1 20.0 17.7 19.5 18.7

Confidence in getting needed care, %

Had confidence 88.1 88.9 91.2 87.4� 88.4

Lacked confidence 11.9 11.1 8.8 12.7� 11.6

Any forgone care due to cost in past year, %b

Did not forgo care 65.9 75.1� 74.9 72.1 63.8�

Forgone care 34.1 24.9� 25.1 27.9 36.2�

Note. FPG5 federal poverty guidelines (https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines).
Source. Minnesota Health Access Survey. Data were weighted to represent the state’s population.

aSuppressed, relative standard error > 30.
bAny reports of forgone care due to cost including prescribed medications, dental care, routine care, and specialist care in the last 12 months; beginning
in 2013, mental or behavioral care was added.
�
Indicates a statistically significant change with respect to the previous year (P< .05).
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more likely to report forgoing care be-

cause of costs in all 5 years observed

(AORs ranged from 2.39 to 4.64; Table 3

and online Appendix B). Insurance-

based discrimination was associated

with increased odds of lacking confi-

dence in getting needed care in 4 of 5

years (AORs ranged from 3.03 to 9.16).

Having a usual source of care was not

consistently associated with insurance-

based discrimination. The results were

robust in models including race-based

discrimination (online Appendix C).

DISCUSSION

Although more Minnesota adults

gained public coverage and fewer

adults were uninsured following

ACA implementation, reports of

insurance-based discrimination by type

of insurance remained remarkably sta-

ble between 2011 and 2019. Com-

pared with adults with private insur-

ance (4% on average), insurance-based

discrimination was 5 or 6 times higher

for adults with public insurance (21%

on average) and about 7 times higher

for adults with no insurance (27% on

average). Consistent with past research,

there was little association between

insurance-based discrimination and

having a usual source of care.3 Howev-

er, insurance-based discrimination per-

sistently interfered with confidence in

getting needed care and reports of for-

going care. These access barriers for

adults reporting insurance-based

discrimination hold even when we

account for reports of race-based

discrimination, which is important given

historical and ongoing race-based dis-

crimination in the United States.17,22

This suggests that insurance-based and

race-based discrimination are both im-

portant to address in creating equitable

access to health care. Future analysis

will examine these intersecting forces

of discrimination more deeply.

To our knowledge, this study is the first

to examine rates of insurance-based dis-

crimination over time following passage

and full implementation of the ACA. The

association between insurance-based

discrimination and income was strong

even when we controlled for type of

health insurance (Table 2). This direct

association between income and

insurance-based discrimination suggests

that adults with lower incomes are more

Attempts to

repeal ACA
Full implementation

of ACAPassage of ACA
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e

n
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g
e

3.6%

5.4%

3.0%
3.8%3.6%

21.8%
22.2%

19.6%

18.4%

24.0%

28.1%28.0%
27.1%

26.1%

24.7%

9.4%

11.0%*

7.7%
8.8%
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26.0

31.0

2010 2011 2012 2013 2014 2015

Year

2016 2017 2018 2019 2020

Private coverage Public coverage Uninsured All adults

FIGURE 1— Reports of Insurance-Based Discrimination Among Nonelderly Adults and by Type of Health Insurance
Among Adults (Aged 18–64 Years): Minnesota, 2011–2019

Note. ACA5Affordable Care Act.
Source. Minnesota Health Access Survey. Data were weighted to represent the state’s population.
�Indicates a statistically significant change with respect to the previous year (P< .05).
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likely to experience discrimination re-

gardless of the type of insurance they

have.

Limitations

Our study provides important informa-

tion about persistent reports of

insurance-based discrimination and its

negative association with access to

care, but there are limitations. First, the

data are repeat cross-sections measur-

ing insurance type and access experi-

ences at the time of the survey and

forgone care in the past 12 months,

which unfortunately impeded our

ability to establish causal associations.

Second, we use data from 1 state—

Minnesota, a state with historically high

rates of private insurance, low unin-

sured rates, generous public program

eligibility prior to the ACA, and early

participation in Medicaid expansion.

Nevertheless, our results are consistent

TABLE 2— Association Between Insurance-Based Discrimination and Insurance Type, Participant
Characteristics, and Health Status Among Adults Aged 18–64 Years: Minnesota, 2011–2019

2011, AOR
(95% CI)

2013,a AOR
(95% CI)

2015, AOR
(95% CI)

2017, AOR
(95% CI)

2019, AOR
(95% CI)

Type of health insurance (Ref: private)

Public 5.00 (3.87, 6.46) 2.69 (1.44, 5.04) 3.96 (2.83, 5.54) 1.96 (0.98, 3.92) 3.67 (2.21, 6.08)

Uninsured 5.90 (3.39, 10.25) 5.07 (2.57, 9.99) 9.40 (3.98, 22.19) 3.63 (1.89, 6.98) 5.85 (2.88, 11.91)

Female (Ref: male) 1.42 (1.01, 1.99) 0.86 (0.61, 1.21) 1.48 (1.15, 1.90) 1.27 (0.79, 2.05) 1.30 (0.75, 2.26)

Race and ethnicity (Ref: Hispanic)

White 0.73 (0.26, 2.01) 3.09 (0.43, 22.13) 5.43 (2.05, 14.40) 0.97 (0.31, 3.05) 0.69 (0.31, 1.55)

Black 1.59 (0.88, 2.85) 6.02 (0.67, 53.86) 6.35 (3.54, 11.40) 0.74 (0.27, 2.03) 1.47 (0.23, 9.52)

Asian 1.43 (0.33, 6.21) 2.85 (0.49, 16.66) 7.23 (2.24, 23.36) 0.61 (0.25, 1.51) 0.40 (0.22, 0.72)

American Indian 1.37 (0.44, 4.29) 4.72 (0.74, 30.02) 6.77 (1.10, 41.58) 2.51 (0.65, 9.68) 1.43 (0.38, 5.36)

Other 0.88 (0.20, 3.91) . . . 2.91 (0.99, 8.59) 2.17 (0.64, 7.33) 4.59 (2.40, 8.77)

US-born (Ref: not US-born) 1.68 (1.12, 2.53) 0.59 (0.20, 1.75) 0.25 (0.12, 0.51) 0.71 (0.22, 2.35) 0.85 (0.54, 1.34)

Age, y (Ref: 18–25)

26–34 1.38 (0.70, 2.72) 2.97 (0.82, 10.77) 1.03 (0.54, 1.95) 1.37 (0.56, 3.36) 0.77 (0.40, 1.51)

35–54 1.09 (0.35, 3.42) 1.46 (0.44, 4.85) 0.93 (0.45, 1.92) 2.18 (0.88, 5.41) 0.94 (0.48, 1.82)

55–64 0.75 (0.34, 1.67) 0.85 (0.22, 3.21) 0.89 (0.43, 1.83) 1.42 (0.71, 2.81) 0.87 (0.55, 1.37)

Family income, % of FPG (Ref: 0–138)

139–250 1.33 (0.60, 2.91) 0.88 (0.51, 1.49) 0.75 (0.50, 1.12) 0.98 (0.51, 1.87) 0.95 (0.65, 1.37)

251–400 1.04 (0.42, 2.58) 0.37 (0.15, 0.88) 0.37 (0.21, 0.63) 0.58 (0.26, 1.30) 0.34 (0.20, 0.56)

> 400 0.89 (0.55, 1.45) 0.32 (0.11, 0.90) 0.21 (0.12, 0.35) 0.36 (0.17, 0.76) 0.30 (0.18, 0.48)

Education (Ref: no high school diploma)

High school diploma 0.66 (0.21, 2.10) 3.08 (0.91, 10.38) 0.87 (0.44, 1.72) 0.61 (0.36, 1.05) 1.12 (0.34, 3.66)

Some college 0.70 (0.20, 2.45) 2.94 (1.35, 6.39) 1.40 (0.77, 2.54) 0.59 (0.33, 1.04) 2.82 (0.80, 9.96)

Bachelor’s degree 0.65 (0.17, 2.52) 2.17 (0.75, 6.31) 0.75 (0.40, 1.40) 0.45 (0.25, 0.80) 2.27 (0.56, 9.29)

Postgraduate studies 0.51 (0.07, 3.68) 1.94 (0.39, 9.64) 0.96 (0.50, 1.85) 0.26 (0.10, 0.67) 1.64 (0.29, 9.28)

Married (Ref: not married) 0.60 (0.34, 1.05) 0.82 (0.50, 1.34) 1.01 (0.71, 1.45) 0.52 (0.27, 1.01) 0.53 (0.35, 0.81)

Employed (Ref: not employed) 1.06 (0.81, 1.39) 1.01 (0.59, 1.75) 0.85 (0.46, 1.56) 1.23 (0.75, 2.00) 0.59 (0.42, 0.83)

Rural (Ref: urban) 0.92 (0.46, 1.83) 1.20 (0.56, 2.61) 1.10 (0.58, 2.08) 1.20 (0.72, 2.03) 0.80 (0.48, 1.34)

Fair/poor health status (Ref:
excellent, very good, or good)

2.88 (1.85, 4.49) 2.36 (1.64, 3.40) 2.45 (1.38, 4.33) 1.44 (0.94, 2.20) 1.80 (0.91, 3.57)

Sample size 3958 4022 3763 4467 4245

Note. AOR5 adjusted odds ratio; CI5 confidence interval; FPG5 federal poverty guidelines (https://aspe.hhs.gov/topics/poverty-economic-mobility/
poverty-guidelines).
Source. Minnesota Health Access Survey. Data were weighted to represent the state’s population.

aIn 2013, results for other race were suppressed because of small sample size, which produced a lack of convergence in the model.
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with past single-year studies in other

states3,14,15,23 and at the national lev-

el.13,22,24 Third, our single-itemmeasure

of insurance-based discrimination is

straightforward and easy to administer,

yet it admittedly lacks a specific time ref-

erence. Thus, people who recently chan-

ged coverage (e.g., public to private) may

be reporting their experiences with pro-

viders based on their prior insurance.

However, the associations we report be-

tween insurance-based discrimination

and type of insurance are consistent

with other studies using measures with

no time referent,3,14,21,22 studies that ref-

erence a specific hospitalization,24 and

studies that reference the past 6

months23 or the past 12 months.13,15

Fourth, we cannot confidently identify

nonelderly people who have Medicaid

and Medicare (because of health chal-

lenges and disability); their experience

with insurance-based discrimination is

likely to be more nuanced than that of

someone with only Medicaid and in rel-

atively better health. Finally, our mea-

sure refers to “health care providers”

generally rather than specific roles or

provider types (staff, nurse, physician,

etc.). This is both consistent with all

insurance-based discrimination mea-

sures we reviewed and pragmatic,

because each clinical encounter

involves interactions with a variety of

people who shape the experience. For

instance, negative stereotypes about

uninsured, low-income, and publicly in-

sured patients held by physicians can

set the tone for clinic staff.8

Public Health Implications

High rates of insurance-based discrimi-

nation among nonelderly adults with

public insurance and those who lack

health insurance were impervious to

political and policy shifts between 2011

and 2019, suggesting that this inequity

has deeper structural roots. Although

insurance-based discrimination is expe-

rienced at individual and interpersonal

levels, these instances are intertwined

with structural and institutional policies

such that structural solutions are

needed.

Policy solutions. Implementing a single-

payer system of coverage that priori-

tizes our multiracial working class may

be a possible solution to addressing

insurance-based discrimination. As of

2020, 63% of US adults agreed that “it

is the federal government’s responsibili-

ty to make sure all Americans have

health care coverage,” with 36% favor-

ing a single national government pro-

gram.28 Additionally, beginning in 2016,

just over 50% of persons in the United

States supported “a national health

plan, sometimes called Medicare-for-all,

in which all Americans would get their

insurance from a single government

plan.”29 Although not a panacea, assign-

ing everyone the same insurance

removes 1 layer of structural discrimi-

nation inherent in a system where peo-

ple with more resources have private

insurance and people with fewer

resources have public insurance or

no insurance.

Even with a single-payer system, soci-

etal perspectives of worth based on in-

come may persist and take the place of

insurance-based discrimination. Given

the pervasiveness of insurance-based

and other forms of discrimination, we

also encourage greater structural com-

petency at all levels of government,

health care systems, and society. Quali-

tative research indicates that lower-

income patients feel disrespected,

ignored, and devalued by health care

professionals compared with middle-

income patients.30 Some reported that

providers downplayed their health

concerns and involved them less in

TABLE 3— Association Between 3 Access Measures and Insurance-Based Discrimination Among Adults
Aged 18–64 Years: Minnesota, 2011–2019

2011, AOR (95% CI) 2013, AOR (95% CI) 2015, AOR (95% CI) 2017, AOR (95% CI) 2019, AOR (95% CI)

Lack of usual source
of care

2.07 (1.31, 3.27) 1.69 (0.86, 3.33) 1.26 (0.80, 1.97) 1.38 (0.92, 2.09) 0.77 (0.46, 1.31)

Lack of confidence in
getting needed care

3.03 (1.92, 4.76) 1.74 (0.68, 4.43) 5.28 (2.95, 9.47) 4.77 (2.45, 9.31) 9.16 (5.99, 13.99)

Forgone care due to
cost in past yeara

2.39 (1.53, 3.74) 4.64 (2.87, 7.51) 4.24 (2.91, 6.16) 2.48 (1.45, 4.22) 3.26 (2.55, 4.17)

Note. AOR5 adjusted odds ratio; CI5 confidence interval. All models were adjusted for health insurance, gender, race/ethnicity, nativity, age, poverty,
education, marital status, employment status, place of residence, and health status.
Source. Minnesota Health Access Survey. Data were weighted to represent the state’s population.

aAny reports of forgone care due to cost, including prescribed medications, dental care, routine care, and specialist care in the last 12 months; beginning
in 2013, mental or behavioral care was added.
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decisions when on public insurance

compared with their experience when

covered by private insurance.30 Metzl

and Hansen argue for structural com-

petency training for health profes-

sionals to overcome the stereotype

that people in poverty are more difficult

to treat and to instead recognize the

complexity of circumstances—social,

economic, and political—that make

achieving good health extremely chal-

lenging for people with low incomes.31

Shifting blame from people to the

structural barriers to power and

resources among poor and marginal-

ized people holds promise for reducing

insurance-based discrimination.

A second policy solution focuses on

altering reimbursement rates for public

insurance programs. In the current

health care system, it is rational for

providers to treat patients with private

insurance better than patients with pub-

lic insurance, whether intentional or not;

they are literally paid to do so. States

are already exploring ways to structure

Medicaid payments and incentives for

providers and managed care organiza-

tions to define and meet health equity

priorities, and some are engaging the

community in setting these goals.32

However, it is critical to monitor whether

financing changes translates into im-

proved patient experiences or into

greater burden for providers, which, in

turn, may increase reports of unfair

treatment by Medicaid enrollees. Fur-

thermore, changing incentives is not the

same as altogether removing the profit

motive from health care.

Institutional and systems solutions. Im-

proved monitoring of insurance-based

discrimination in health care is both

necessary and possible, as evidenced

by inclusion in the supplemental

Cultural Competence Item Set of the

Consumer Assessment of Healthcare

Providers & Systems, a national survey

of patients’ experiences with health

care administered by the Agency for

Healthcare Research and Quality.33 We

endorse the call for direct measures of

discrimination (e.g., insurance-based

discrimination, race-based discrimina-

tion) rather than only proxy measures

(e.g., insurance type, race, ethnicity) in

these monitoring efforts.34 The Centers

for Medicare and Medicaid Services

could mandate their use and reward

systems with low and improved rates of

discrimination. The ACA set out to

strengthen nondiscrimination policies.

Reporting acts of discrimination was ini-

tially required; however, notification

expectations were relaxed in 2019.17

Regardless of this revision, few people

file complaints.13 This may be through

lack of awareness about reporting

requirements, lack of knowledge about

how to file a report, or lack of confi-

dence that anything will come of a com-

plaint, among other things. Including

discrimination measures in ongoing

quality assessments removes the bur-

den of reporting from people experi-

encing discrimination.

Embedding community health work-

ers (CHWs) in health care teams is a

promising systems solution to promot-

ing both trust in health care and com-

fort in reporting suboptimal care.

CHWs are trusted and trained mem-

bers of the historically marginalized

communities they represent and serve;

they contribute to reducing health

inequities through education and advo-

cacy, thus creating a bridge between

providers and their patients, who oth-

erwise have little power and voice.35

CHWs increase the comfort level of

patients with whom they share life

experiences, which increases their trust

and ability to navigate and use health

care services.35 CHWs potentially in-

crease patients’ knowledge of their

rights, which may foster the reporting

of discriminatory encounters.

Monitoring insurance-based discrimi-

nation and enforcing antidiscrimination

policies are important because even

though we found reports of insurance-

based discrimination to be stable over

time, exposure to insurance-based dis-

crimination is growing at the rate of

public program enrollment growth. As

shown in the current study and past re-

search, insurance-based discrimination

consistently results in delayed and for-

gone care.3,12,23

SUMMARY

We examined insurance-based discrim-

ination and access to health care dur-

ing the creation and implementation

of—as well as challenge to—the ACA.

We found that during this period,

insurance-based discrimination per-

sisted despite increased access to

health insurance, especially public

health insurance. We suggest several

strategies at the policy and institutional

levels to ensure a more equitable

health care system that all persons in

the United States deserve.
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Rural–Urban Disparities in Adverse
Maternal Outcomes in the United
States, 2016–2019
Katharine A. Harrington, MPH, Natalie A. Cameron, MD, Kasen Culler, MD, William A. Grobman, MD, MBA, and
Sadiya S. Khan, MD, MSc

Objectives. To describe differences in maternal admissions to the intensive care unit (ICU) and mortality

in rural versus urban areas in the United States.

Methods.We performed a nationwide analysis and calculated age-standardized rates and rate ratios

(RRs) of maternal ICU admission and mortality per 100000 live births between 2016 and 2019 in rural

versus urban areas.

Results. From 2016 to 2019, there was no significant increase in age-standardized rates of maternal

ICU admissions in rural (170.6–192.3) or urban (161.7–172.4) areas, with a significantly higher rate,

albeit a relatively small difference, in rural versus urban areas (2019 RR51.14; 95% confidence interval

[CI]51.04, 1.20). Maternal mortality increased in both rural (66.9–81.7 deaths per 100000 live births) and

urban (38.1–42.3) areas and was nearly 2 times higher in rural areas (2019 RR51.93; 95% CI51.71, 2.17).

Conclusions. Pregnant individuals in rural areas are at higher risk for ICU admission and mortality than are

their urban counterparts. Significant increases in maternal mortality occurred in rural and urban areas.

Public Health Implications. Public health efforts need to focus on resource-limited rural areas to

mitigate geographic disparities in maternal morbidity and mortality. (Am J Public Health. 2023;113(2):

224–227. https://doi.org/10.2105/AJPH.2022.307134)

A lthough maternal mortality rates

have decreased globally, those in

the United States have increased signif-

icantly and now are the highest among

developed countries.1 In the United

States, there are substantial place-

based disparities in maternal morbidity

and mortality. Data from the National

Inpatient Sample from 2007 to 2015

demonstrated that rural residents had a

9% higher probability of severe maternal

morbidity and mortality than did urban

residents, even after controlling for

socioeconomic factors and clinical

conditions.2 These data, however, do not

capture individuals with out-of-hospital

births, which was 1 of every 62 births in

2017 and disproportionately occurred in

rural areas. Thus the differences

for the overall birthing population

may not be understood.3 Additionally,

those admitted to an intensive care

unit (ICU) during delivery have among

the most severe delivery complica-

tions, and these instances are associat-

ed with a 4 times higher increase in

health care costs.4,5 To inform strate-

gies to mitigate this growing public

health crisis, we aimed to describe

contemporary rates of maternal ICU

admissions and maternal mortality

among pregnant individuals residing in

rural compared with urban areas in the

United States.

METHODS

We performed a serial cross-sectional

analysis comparing rural and urban

areas in the United States from 2016 to

2019 using the Centers for Disease Con-

trol and Prevention (CDC) Wide-Ranging

Online Data for Epidemiologic Research

(WONDER). Maternal ICU admissions

were indicated on the birth certificate

after delivery, and we determined mater-

nal deaths by using International Classifi-

cation of Diseases, 10th Revision (Geneva,

Switzerland: World Health Organization;

1992) codes for pregnancy, childbirth,

and the puerperium (O00-O99) as un-

derlying or contributing cause of death.
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Our analysis began with 2016, which

was the first year ICU admissions were

publicly available and implementation

of the pregnancy-associated mortality

checkbox became near universal across

the United States. For each of the study

years, we obtained counts of maternal

ICU admissions and deaths for indivi-

duals aged 15 to 44 years in 5-year age

groups stratified by rural and urban res-

idence. We classified areas as rural or

urban using the 2013 National Center

for Health Statistics Classification.6 We

calculated age-standardized rates per

100000 live births and rate ratios (RRs)

using the age distribution of pregnant

individuals who had a live birth in 2016,

the first year of the study, by 5-year age

groups.

We analyzed trends between 2016

and 2019 by estimating the average

annual percentage change (AAPC) using

the Joinpoint Regression Program

(National Cancer Institute, Bethesda,

MD). We performed all other analyses

in SAS Enterprise Guide version 7.1 (SAS

Institute, Cary, NC) and Stata version 14

(StataCorp LP, College Station, TX).

RESULTS

From 2016 to 2019, there were

15295384 live births to individuals

aged 15 to 44 years. Of these births,

13.5% were to individuals residing in

rural areas and 86.5% in urban areas.

Self-reported race and ethnicity were

as follows: 52.7% non-Hispanic White,

15.2% non-Hispanic Black, 23.4% His-

panic, and 7.0% Asian/Pacific Islander.

Compared with urban areas, rural areas

had a higher proportion of pregnant

individuals who were younger than

25 years (66.5% vs 51.6%), were non-

Hispanic White (73.3% vs 49.4%), and

had a high school education or less

(47.6% vs 38.2%). The timing of prenatal

care initiation was similar in both rural

and urban areas, with the majority of

pregnant individuals receiving care with-

in the first 5 months.

From 2016 to 2019, there were 25541

maternal ICU admissions during the

delivery hospitalization, of which 13.9%

occurred among individuals residing in

rural areas (n5 3562) and 86.1% in

urban areas (n521979). Rates increased

nonsignificantly from 170.6 (158.8–182.7)

to 192.3 (179.5–205.0) ICU admissions

per 100000 live births for pregnant indivi-

duals in rural areas (AAPC13.3%/year5

–5.3%, 12.7%) and from 161.7 (157.4–

165.9) to 172.4 (167.9–176.9) ICU admis-

sions per 100000 live births in urban

areas (AAPC12.1%/year5 –3.9%, 8.5%)

from 2016 to 2019 (Table 1). Rural rates

in each year of the study period were be-

tween 10% and 20% significantly higher

than were those in urban rates (Table 1;

pooled 2016–2019 RR51.14; 95% confi-

dence intervals [CI]51.09, 1.18).

Of the 6758 pregnancy-related

deaths from 2016 to 2019, 20.4%

(n51378) were in rural areas and

79.5% (n55380) in urban areas. Rates

of maternal mortality per 100000 live

births increased from 2016 to 2019 in

rural (from 66.9; 95% CI5 59.1, 74.6 to

81.7; CI573.2, 90.1; AAPC5 7.0%/year;

range52.2%–12.1%) and urban (from

38.1; 95% CI536.0, 40.2 to 42.3; 95%

CI540.1, 44.5; AAPC53.5%/year;

range5 2.2%–12.1%) areas (Table 1).

Maternal mortality rates were persis-

tently higher among individuals in rural

than in urban areas (Table 1; e.g., 2019

RR51.93; 95% CI51.71, 2.17).

DISCUSSION

In this nationwide, population-based

study of adverse maternal outcomes,

we found significantly higher rates of

maternal ICU admissions and maternal

mortality in rural than in urban areas.

TABLE 1— Comparison of Maternal Mortality and Maternal
Intensive Care Unit Admissions in Rural Versus Urban Areas:
United States, 2016–2019

Year
Rural, ASR (95% CI)
or AAPC (Range)

Urban, ASR (95% CI)
or AAPC (Range) RR (95% CI)

Maternal ICU admission

2016 170.6 (158.8, 182.7) 161.7 (157.4, 165.9) 1.06 (0.98, 1.14)

2017 192.2 (179.3, 205.1) 158.7 (154.5, 163.0) 1.21 (1.13, 1.30)

2018 187.4 (174.7, 200.1) 160.7 (156.4, 165.0) 1.17 (1.08, 1.25)

2019 192.3 (179.5, 205.0) 172.4 (167.9, 176.9) 1.12 (1.04, 1.20)

Pooled 2016–2019 185.5 (179.3, 191.9) 163.3 (161.2, 165.5) 1.14 (1.09, 1.18)

AAPC 2016–2019 13.3 (–5.3 to 12.7) 12.1% (–3.9 to 8.5) NA

Maternal mortality

2016 66.9 (59.1, 74.6) 38.1 (36.0, 40.2) 1.75 (1.54, 1.99)

2017 69.1 (61.4, 76.8) 39.7 (37.6, 41.9) 1.74 (1.53, 1.97)

2018 73.9 (65.8, 82.0) 40.9 (38.7, 43.1) 1.81 (1.59, 2.04)

2019 81.7 (73.2, 90.1) 42.3 (40.1, 44.5) 1.93 (1.71, 2.17)

Pooled 2016–2019 72.9 (68.9, 77.0) 40.2 (39.2, 41.3) 1.81 (1.70, 1.93)

AAPC 2016–2019 17.0 (2.2 to 12.1) 13.5 (2.2 to 12.1) NA

Note. AAPC5 annual average percentage change; ASR5 age-standardized rate (per 100000 live
births); CI5 confidence interval; ICU5 intensive care unit; NA5not applicable; RR5 rate ratio.
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Specifically, pregnant individuals resid-

ing in rural areas experienced maternal

mortality rates of up to almost twice the

rate of individuals in urban areas, with

persistent differences between 2016

and 2019. Moreover, in both rural and

urban areas, maternal mortality rates

have steadily increased.

Our findings extend those of previous

studies, as we used more contemporary

data using all births and pregnancy-

associated deaths between 2016 and

2019. Also, previous studies analyzed

rural–urban disparities in maternal

morbidity and mortality as a composite

measure or selected a small, subna-

tional region for their study focus.2,7,8

We newly provide data specifically on

maternal ICU admissions from all live

births as an indicator that individuals

needed the highest acuity of care. Of

note, the frequency of ICU admission

was relatively flat and the rural–urban

disparity was relatively narrow. By con-

trast, we demonstrated significant

increases in maternal mortality rates

in all geographic locales and persistent

differences in the rates for rural versus

urban areas.2,7

Although the reasons for the higher

rates of adverse maternal outcomes

in rural areas are likely multifactorial,

substantial declines in hospital-based

obstetric services between 2014 and

2018 in rural counties highlight the im-

portance of policy efforts to ensure

access to high-quality and high-acuity

care.9 Previous work has also demon-

strated rural–urban differences in individ-

ual cardiovascular health factors that

may contribute to adverse maternal out-

comes, such as obesity, diabetes, and

hypertension, as well as adverse preg-

nancy outcomes, such as hypertensive

disorders of pregnancy.10,11

Limitations of this study include po-

tential miscoding of adverse maternal

outcomes on birth and death certificates

as well as the potential for variation in

the threshold for ICU admission between

hospitals. As maternal mortality review

committees are not universally avail-

able in each jurisdiction to adjudicate

deaths, a more advanced understand-

ing of causes of death is not possible

with the current data set. However, the

CDC WONDER Natality and Mortality

Databases provide comprehensive and

robust data on total maternal mortality

and ICU admissions in the United States.

PUBLIC HEALTH
IMPLICATIONS

Our results demonstrate higher mater-

nal ICU admission and mortality rates

in rural than in urban areas, with statis-

tically significant increases in maternal

mortality in all areas between 2016 and

2019. The disproportionate burden of

maternal risk in rural areas is especially

concerning given the decline of health

care facilities and obstetric care in these

areas. These data reflect the pervasive-

ness of poor maternal outcomes across

the United States, and future research

should incorporate the intersection of

place with other important social deter-

minants of health.12

Lack of access or additional barriers

to abortion care are associated with

adverse maternal outcomes, which

suggests that future trends in maternal

ICU admission and mortality rates will

likely accelerate following the US Su-

preme Court’s revocation of the consti-

tutional right to abortion. It remains to

be determined how this will differential-

ly affect rural and urban areas and

should be an area of future research.

The persistent outcome gap between

rural and urban areas demonstrates

the added burden in resource-limited

rural areas that warrant targeted public

health interventions.
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The COVID-19 Pandemic, Socioeconomic
Effects, and Intimate Partner Violence
Against Women: A Population-Based
Cohort Study in 2020, Iran
Reza Fereidooni, MD, Jennifer Mootz, PhD, Rasoul Sabaei, MS, Kaveh Khoshnood, PhD, MPH, Seyed Taghi Heydari, PhD,
Mohammad Javad Moradian, MD, PhD, MPH, Erfan Taherifard, MD, Maryam Nasirian, PhD, and
Hossein Molavi Vardanjani, PhD, MPH

See also Alang and Blackstock, p. 194, Ferreira and Buttell, p. 136, and Kapadia, p. 144.

Objectives. To investigate the prevalence, pattern, and socioeconomic risk factors of intimate partner

violence (IPV) before and 6 months after the pandemic onset among a cohort of Iranian women.

Methods.We conducted a population-based IPV survey among 2502 partnered Iranian women aged

18 to 60 years before (n52502) and 6 months after (n52116) the pandemic’s onset. We estimated

prevalence and incidence of psychological, physical, and sexual IPV, and the odds of different forms of

IPV associated with main exposure variables, adjusted for participant relationship factors.

Results. Pandemic prevalence of IPV (65.4%; 95% confidence interval [CI]563.4%, 67.4%) was higher

than prepandemic prevalence (54.2%; 95% CI552.2%, 56.3%). At follow-up, the incidence of IPV was

25.5% (95% CI522.9%, 28.4%). The highest incidence was in cases of physical and sexual IPV. Women

whose partners lost their employment were at significant risk of new exposure to IPV. Highest

socioeconomic status (SES) was associated with less physical IPV (odds ratio50.03; 95% CI50.01, 0.14).

Conclusions. IPV prevalence has risen since the COVID-19 epidemic began with many women who had

never experienced IPV now facing it. Unemployment of women or their partners and prepandemic lower

socioeconomic status are risk factors of IPV. Monitoring programs should target these populations. (Am J

Public Health. 2023;113(2):228–237. https://doi.org/10.2105/AJPH.2022.306839)

Intimate partner violence (IPV)

against women is a challenging and

preventable global health concern.1 IPV

can cause a wide range of negative out-

comes, including acute traumatic inju-

ries, mental illnesses, decreased quality

of life, and even premature death.2,3

According to reports published

worldwide, IPV against women has

sharply increased in the era of the

COVID-19 pandemic.4,5 Porter et al.

performed a telephone survey in Peru,

questioning a cohort about their expe-

riences with physical IPV throughout

the lockdown period. Comparing the

newly collected data with those from

their last round of data collection in

2016, they found an 8.3% increase in

reported physical violence within

households.6 In a cross-sectional study

in Ethiopia, the prevalence of IPV during

COVID-19 pandemic restrictions was

22.4%, which is close to the national

prepandemic figures.7 A cross-sectional

survey conducted by Hamadani et al. in

Bangladesh revealed a significant

decrease in the economic and psycho-

social well-being of women since the

lockdown, with over half of participants

reporting “more frequent” IPV than in

the prelockdown era.8 Several other

reports have also demonstrated a

surge in IPV.9 Furthermore, the number

of calls to hotlines has decreased in

some contexts where IPV victims were

unable to call because they had been

confined with their abusive partner

during the stay-at-home order.5 These

reports highlight the urgency of con-

ducting systematic studies that actively

survey women to investigate the effects

of the COVID-19 pandemic on IPV
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instead of merely relying on hotline call

data.

Although the most significant risk

factors of IPV are well established, it is

less clear who is at increased risk of

experiencing IPV during a social and pub-

lic health crisis, such as the COVID-19

pandemic.10 During the first months of

the epidemic, a large number of people

lost their jobs and some fell into poverty

for the first time.11,12 This newfound

position could be stressful and result in a

higher likelihood of violent behaviors.13

The pandemic could also act through its

effects on mental health. High levels of

psychological distress—which have a

mutual relationship with IPV—were

reported during the pandemic.14 Eco-

nomically, COVID-19 has hit low- and

middle-income countries particularly

hard.15 In low- and middle-income coun-

tries, a considerable portion of jobs could

be lost and many people could experi-

ence poverty early during a lockdown or

social-distancing situation.16,17 Iran, a

middle-income country, has experienced

an extensive spread of COVID-19. Prior

to the start of COVID-19, Iran was sub-

jected to harsh unilateral economic sanc-

tions imposed by the United States,

which resulted in a dire economic situa-

tion, high inflation, and a high unemploy-

ment rate.18 According to official reports,

about 1 million jobs were lost in the first

year of the pandemic, and the labor

force participation rate has dropped

frommore than 44% to 41.3%.19 Before

the onset of COVID-19, the rate of IPV

against Iranian women was more than

50%, with the most prevalent types being

psychological and physical.20,21

No study has yet transpired to inves-

tigate the impact of the COVID-19 pan-

demic on different types of IPV and to

determine its risk factors in a cohort

group. We conducted a population-

based survey on the prevalence and

patterns of IPV against women soon

before the start of the COVID-19 pan-

demic, using a standard IPV question-

naire; we were thus uniquely positioned

to build a cohort of women to follow 6

months into the pandemic. We chose

this time range because we could not

foresee how long the epidemic would

last, and 6 months is plenty of time for

the pattern of IPV to have its full effect

as families’ finances deplete and the

mental effects of the new living condi-

tion set in. Following these women

allowed us to ascertain exposure rates

to psychological, physical, and sexual

IPV before and during the COVID-19

pandemic. To our knowledge, this is the

first study to analyze rates of new expo-

sures to different forms of IPV during

COVID-19 and to use longitudinal data

to identify women at higher risk of being

newly exposed to IPV during the pan-

demic. Our study aimed to estimate the

prevalence of IPV against women who

stayed with the same partner 6 months

into the beginning of the pandemic (here-

after, “pandemic phase”), estimate the

portion who have been newly exposed

to IPV (incidence) in the era of the pan-

demic, and investigate the effects of job

loss and socioeconomic status (SES) on

the prevalence and incidence of IPV

against women.

METHODS

This population-based cohort study

was conducted in the city of Isfahan in

2020. COVID-19 was first confirmed

in Iran in February 2020, after which

restrictions and mandates on closing

some businesses were implemented.

The employment rate in Isfahan prov-

ince dropped from 41.2% in spring

2019 to 36.3% in spring 2020.11 More

information about the COVID-19 situa-

tion in the city of Isfahan can be found

in the Appendix (available as a supple-

ment to the online version of this article

at http://www.ajph.org).

Study Design and
Participants

We collected baseline data in a

population-based survey primarily

designed to estimate the prevalence

of IPV in a cross-sectional study design.

We collected the baseline data from

January 14 to February 15, 2020, 4 days

before the first cases of COVID-19 were

officially confirmed in Iran. The inclusion

criteria for this phase were as follows:

women were 18 to 60 years old, had

lived in Isfahan for at least 1 recent year,

could speak Persian, and expressed

informed consent to participate in the

study. Considering the COVID-19 pan-

demic as a natural exposure, we

designed a new data collection phase

to be conducted 6 months after the

onset of the pandemic. Women who

were interviewed in our baseline phase

were eligible to participate. This phase

was completed from August 15 to Sep-

tember 14, 2020. We excluded partici-

pants who were divorced or widowed

at the baseline measurement phase or

during the follow-up period, as well as

those who were not partnered with the

same person or not interested in partic-

ipating in the follow-up.

We obtained a list of all active female-

owned cellphones with a residential

address located in each of the different

urban districts of the Isfahan metropo-

lis. More information about cellphone

number acquisition is available in the

Appendix. We defined each urban dis-

trict of Isfahan as a sampling stratum,

and we conducted proportional-to-size

sampling. We selected participants by

applying a random-digit-number dialing

procedure for the study’s first phase;
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participants were then contacted by 2

female social workers for a telephone

interview. The same interviewers fol-

lowed up the participants with a phone

interview 6 months later.

Although extramarital relationships

are already widespread and increasing

in Iranian society (especially among

the younger generation), they are still

socioculturally unacceptable and even

punishable by law.22 For these sociocul-

tural reasons, we were obliged to

exclude women who had intimate part-

ner relationships outside of marriage.

We calculated the sample size for our

prevalence survey (prepandemic). In

the prepandemic phase, 3250 calls

were made. A total of 2502 women

completed the prepandemic survey

(response rate589%). Of these 2502

women, 188 were divorced or widowed

before the pandemic and 14 termi-

nated their relationship during the pan-

demic and thus were not eligible for

follow-up. Additionally, 184 women did

not participate in the follow-up survey.

The final number of women who com-

pleted the pandemic phase was 2116

(Appendix, Figure A).

Data Collection

The primary outcome was the self-

reported experience of IPV during the

last 6 months. We measured physical

(6 items), psychological (11 items), and

sexual (3 items) IPV using the validated

Persian version of the World Health

Organization multicountry study ques-

tionnaire on women’s health and

domestic violence.23,24 The questions

about physical IPV assessed severe (hit-

ting repeatedly, kicking, dragging, chok-

ing, intentional burning, and threatening

with a weapon or actual use of a weapon)

and moderate (slapping, pushing, and

throwing objects) forms of violence. We

asked participants if they had been

exposed to different forms of IPV during

their lifetime, the past 12 months, and

the past 6 months. In this study, we

analyzed data from the past 6 months.

We defined severity of experience as

the number of IPV types a woman was

exposed to in the pandemic phase.

We obtained demographic variables

for women and their partners in the pre-

pandemic phase. These included current

age, age at the beginning of the relation-

ship, duration of the intimate relation-

ship, cohabitation status (together or

separate), education level, employment

(participant5housewife, employed;

partner5 full-time, part-time, unem-

ployed, other), number of children, SES,

and housing occupancy status (owner,

tenant, other). At follow-up, we readmi-

nistered the questions on the employ-

ment status of the participant and her

partner and all IPV items, and we cre-

ated new variables.

We established SES level by collecting

asset data using the SES questionnaire

developed for the PERSIAN Cohort

(Prospective Epidemiological Research

Studies in IrAN).25 More information

about the SES and employment data

are provided in the online Appendix.

Experienced female social workers

trained to collect data in this study via a

lecture, a standard interview, and 2

role-playing scenarios performed the

phone interviews. In the prepandemic

phase of the study, we assessed inter-

viewers’ agreement in a pilot study

(n525; k coefficient50.89). The same

interviewers conducted the follow-up

interviews of the pandemic phase. To

improve the representativeness of our

sample, 3 additional calls to reach par-

ticipants who did not answer the first

call were scheduled at different times.

At the beginning of each interview, par-

ticipants were informed of the study’s

purpose and provided informed verbal

consent in both study phases. The par-

ticipants were given time to complete

any urgent tasks they were doing at the

moment, then to go to a private place

to answer the questions safely and

calmly. They were told they could end

the conversation anytime they wanted,

and were assured that their answers to

the questions were fully confidential.

Interviews lasted for an average of 10

to 15 minutes. Further conversations

with women who asked for counseling

were made. At the end of each inter-

view, the social workers provided their

phone numbers and an IPV hotline

number to the participants.

Statistical Analysis

We estimated prevalence and its 95%

confidence interval (CI) for each type of

IPV. We estimated cumulative incidence

proportion of IPV (hereafter, “incidence”)

and its 95% CI among women with no

previous exposure to IPV. We calculated

relative increase as follows: [absolute

excess prevalence/(prepandemic preva-

lence3 100)]. We applied the x2 test to

compare IPV incidence in different sub-

populations during the pandemic. We

used 2 independent sample t tests to

compare the mean of different continu-

ous variables between those exposed to

IPV during the pandemic and those not

exposed. Because SES data comprised

discrete variables and many qualitative

variables with different assigned scales,

we used multiple correspondence analy-

sis to categorize SES (Appendix, “SES

Determination and Categorization”). We

applied binary logistic regression model-

ing to identify the independent associa-

tion of main exposure variables (job loss,

partner’s job loss, and prepandemic SES)

with the study outcomes (incidence of

different forms of IPV) when adjusted
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for confounding variables (i.e., age, age

at the beginning of the relationship,

duration of the intimate relationship,

cohabitation status, education level, and

number of children). None of these vari-

ables were collinear, and no variable

selection technique was applied. A cutoff

P value of less than .05 indicated signifi-

cance. We performed data analysis using

Stata software (Release 11; StataCorp

LP, College Station, TX).

RESULTS

A total of 2300 women participated in

the prepandemic phase, with a follow-up

rate of 92% (n52116; online Figure A).

Participants’ average age was 37.4 years.

The prevalence of all types of IPV was

54.2% (95% CI552.2%, 56.3%) at base-

line (prepandemic) and 65.4% (95%

CI563.4%, 67.4%) 6 months into the

pandemic. Employment status did not

improve for any of the participants or

their spouses during the pandemic. All

women who had lost their job in the

pandemic reported exposure to violence

(Table 1).

To demonstrate which factors made

women susceptible to experiencing IPV

in the pandemic, we compared the

mean of continuous variables between

women who experienced IPV for the first

time in the first 6 months of the pan-

demic and those who did not (Table 2).

Women who experienced IPV in the pan-

demic were married longer and had

more children.

Of women reporting no experience

of IPV before the pandemic, 25.5%

(95% CI522.9%, 28.4%) revealed that

they were exposed to at least 1 episode

of IPV during the first 6 months of the

pandemic. Incidents accounted for

17.9% of all pandemic cases of IPV.

Table 3 presents the prevalence and

incidence of different types of IPV by

the time of measurement.

We used multivariable logistic regres-

sion modeling to evaluate the impact

of COVID-19–related fallout in different

groups. We considered an exposure

to each type of IPV in women not previ-

ously exposed to that type of IPV (i.e.,

at-risk population) to be an outcome.

This model showed that the loss of

employment for a woman or her spouse

increased her chances of being exposed

to IPV (for women, adjusted odds ratio

[AOR]5355.35; 95% CI5127.2, 993; for

spouses, AOR5342.44; 95% CI5 33.19,

3533.51). This increase is especially dis-

cernible in the case of psychological IPV

(AOR523.72; 95% CI513.36, 42.12).

On the other hand, physical IPV is a

major issue in women with low SES

(OR532.94; 95% CI57.07, 153.49).

Table 4 presents associated factors

of experiencing different types of IPV

among women who were not exposed

before the pandemic.

DISCUSSION

To our knowledge, this is one of the first

longitudinal studies globally to investi-

gate the prevalence and severity of IPV

against women before and during the

COVID-19 pandemic. Our study of 2116

women in Isfahan, Iran showed that the

prevalence of IPV increased to more

than 65% (relative increase521%).

We also demonstrated that 25.5% of

women with no previous experience of

IPV before the pandemic were newly

exposed to IPV during the first 6 months

of the pandemic. Having a low to moder-

ate SES at baseline, loss of the woman’s

job, and negative changes in the employ-

ment status of the woman’s partner (job

loss or demotion) were associated with

being newly exposed to IPV.

Hamadani et al.8 reported a similar

increase in IPV incidence during the

first month of the pandemic in a rural

area in Bangladesh; they had to rely on

participants retrospectively reporting

their IPV experiences. Most available

evidence is not population-based but

generated from surveillance data from

IPV hotlines. Major metropolitan areas

in the United States, for instance, have

observed an increase in IPV hotline

calls since the onset of the COVID-19

outbreak, whereas a decrease in the

number of calls has occurred in other

US cities.5,26 Such decreases are likely

because of a rise in underreporting IPV

due to having to quarantine with violent

partners and not having private loca-

tions to call for help. Our study differs

from studies based on the hotline data

in that we actively reached women and,

by doing a telephone survey, we re-

ached those who may not have been

informed about the existence of a hot-

line or those who would not want to

call a hotline as they believed it would

not be of use.

We also found significant associa-

tions between SES and employment

loss and the risk of exposure to IPV.

Women with a low or middle SES were

at higher risk of more exposure to IPV

during the pandemic. Many middle-

and low-SES families were rental ten-

ants who might have experienced

greater housing insecurity in addition

to other stressors. In Iran, the cost of

living and rent during the pandemic

has increased markedly.27 Conse-

quently, it can be deduced that a por-

tion of families have been forced to

live in smaller houses and relocate to

lower-income urban neighborhoods.

Middle- and low-SES families may have

had less savings to buffer the effects of

the slowing economy.28 Furthermore,

women who had partners who lost
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employment were at higher risk of

being newly exposed to IPV.

None of the women whose husbands

or themselves lost their jobs reported

prepandemic IPV. Even though it is

unlikely that these groups had indeed

never been exposed to violence, one

can rationalize that these groups

stayed away from significant violence

until unemployment—a major risk fac-

tor—was introduced. Also, because we

do not see this zero prepandemic vio-

lence in the larger subgroups, we can

assume that sparse data bias may have

contributed to this finding. Moreover,

all women who were employed before

the pandemic but lost their employ-

ment during the pandemic reported

that they experienced IPV; this may be

because these women were not accus-

tomed to staying at home, and the

extra time they spent with their partner

resulted in conflict. Tension resulting

from spending extra time with a newly

unemployed partner may be one of the

reasons violence increased among

women whose partners or themselves

lost employment. A fascinating finding

is that the spouses’ job loss was more

influential than women’s job status

change, which can be explained by

men in Iranian households being the

primary breadwinners.

The pattern of IPV varies in different

SES groups. As shown in Table 4,

although chances of experiencing psy-

chological violence vary only slightly in

the different SES subgroups, lower SES

was associated with a significantly

higher chance of sexual and physical

violence. This may stem from the

lower-class culture, where some tradi-

tional or oppressive beliefs regarding

women still exist that entitle men to

perpetuate and compel women to

accept physical and sexual violence. It is

also possible that women from higher
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SES were more reluctant to admit to

receiving physical or sexual violence

because it is more taboo and harder

to accept in their general milieu.

Women newly exposed to IPV may be

unaware of how to access and utilize

available services, a situation that puts

them at a higher risk for repeated IPV

exposures.29 The recent exposure to

economic stressors and employment

loss could strain communication and

interactions in intimate relationships

when both partners are at home

together without social or vocational

social support.4,30 Accordingly, more

focused IPV screening should target

families in which one or both partners

have lost their jobs.

Nationwide or multination studies

can further prove the impact of the

COVID-19 pandemic on domestic vio-

lence in lower-income settings. How-

ever, Isfahan can act as a standard

metropolis with similar features to

most other metropolises in Iran, as it

has a similar male-to-female ratio, age,

religion, and income composition.31

Furthermore, given that in our sampling

method women from different social

backgrounds were included, we believe

these reports are generalizable to

women residing in Iranian urban areas,

especially metropolises, and by exten-

sion to other countries with similar

income brackets and similar sociocul-

tural values—for example, low-income

and middle-low-income countries with

traditional Middle Eastern or Islamic

culture.

Recently, strategies have been pro-

posed to address the so-called hidden

crisis of IPV embedded within the

COVID-19 pandemic.5,32–34 Many rec-

ommendations come from high-

income settings. These strategies may

not translate well to low-resource coun-

tries with less infrastructure to provide
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TABLE 3— Prevalence, Incidence, and Pattern of Intimate Partner Violence (IPV) During the COVID-19
Pandemic: Isfahan, Iran, 2020

Prevalence During First
6 Months of Pandemic
(n=2116), % (95% CI)

Relative Increase (%
of Prepandemic

Prevalence)

At-Risk Participants
(n=2116), No. (%) of

Completed Follow-Ups

Incidence During First
6 Months of Pandemic,

% (95% CI)

Type of IPV

Any 65.4 (63.3, 67.4) 21 972 (45.9) 25.5 (22.9, 28.4)

Physical 21.1 (19.5, 22.9) 33 1774 (83.8) 7.0 (5.9, 8.3)

Moderate physical 17.7 (16.1, 19.4) 34 1995 (94.3) 5.4 (4.5, 6.5)

Severe physical 3.6 (2.9, 4.5) 33 2060 (97.4) 1.2 (0.8, 1.8)

Psychological 56.2 (54.1, 58.3) 12.2 1079 (51.0) 14.7 (12.7, 17.0)

Sexual 23.5 (21.7, 25.3) 34 1746 (82.5) 8.3 (7.1, 9.7)

Severity of experiencea

1 type 37.6 (35.5, 39.7) 16.1 972 (45.9) 22.3 (19.8, 25.1)

2 types 20.2 (18.5, 21.9) 33.4 972 (45.9) 2.8 (2.0, 4.1)

3 types 7.6 (6.5, 8.8) 13.6 972 (45.9) 0.2 (0.05, 0.8)

Note. CI5 confidence interval.
aSeverity of experience is defined as number of IPV types women were exposed to in the pandemic phase.

TABLE 4— Factors Associated With Incidence of Each Type of Intimate Partner Violence (IPV) During the
Pandemic: Isfahan, Iran, 2020

Factor
IPV (n=972),a

AOR (95% CI)
Physical IPV (n=1774),a

AOR (95% CI)
Psychological IPV

(n=1079),a AOR (95% CI)
Sexual IPV (n=1746),a

AOR (95% CI)

SES

Low 5.28 (1.93, 14.42) 32.94 (7.07, 153.49) 1.83 (0.76, 4.39) 5.03 (2.09, 12.09)

Low-middle 1.87 (0.78, 4.51) 13.76 (3.09, 61.28) 0.58 (0.27, 1.22) 4.19 (1.91, 9.19)

Middle-high 2.32 (0.98, 5.47) 9.37 (2.10, 41.87) 1.12 (0.56, 2.28) 1.87 (0.84, 4.14)

High (Ref) 1 1 1 1

Change in woman’s job status

Remained employed (Ref) 1 1 1 1

Became unemployed 342.44 (33.19, 3533.51) 1.03 (0.25, 4.17) 3.22 (1.21, 8.58) 3.50 (1.34, 9.4)

Remained housewife 3.03 (1.44, 6.43) 1.48 (0.83, 2.63) 1.15 (0.64, 2.07) 1.41 (0.84, 2.92)

Change in spouse’s job status

Full-time remained full-time (Ref) 1 1 1 1

Full-time became part-time or
unemployed

355.35 (127.2, 993) 5.82 (3.12, 10.84) 23.72 (13.36, 42.12) 8.10 (4.63, 14.15)

Part-time remained part-time 2.25 (1.2, 5.8) 1.37 (0.80, 2.34) 3.06 (1.54, 6.05) 1.76 (1.05, 2.96)

Part-time became unemployed 28.62 (11.27, 72.67) 2.22 (0.89, 5.53) 19.48 (8.45, 44.92) 4.36 (1.85, 10.27)

Unemployed remained
unemployed

1.42 (0.42, 4.84) 1.62 (0.62, 4.24) 1.00 (0.2, 5.06) 3.70 (1.56, 8.46)

Other 2.55 (1.11, 5.84) 1.08 (0.83, 2.63) 2.24 (0.87, 5.06) 2.08 (0.97, 4.48)

Note. AOR5 adjusted odds ratio; CI5 confidence interval; SES5 socioeconomic status. Adjusted for participant and her partner’s age, age difference
between participant and her partner, participant’s age at current marriage or beginning of relationship, duration of marriage or relationship, their
cohabitation status, participant’s educational level, and her partner’s educational level.
aThe sample sizes represent the at-risk population for incidence (new exposure) of IPV (i.e., those who had not experienced IPV at the start of the
pandemic).
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shelter and resources for women who

choose to separate from abusive part-

ners. Integrating national IPV guidelines

into COVID-19 public health response

strategies is imperative. Considering

how to leverage available health care

services to include IPV screening and

service linkage will be instrumental.

Although daily life today has changed

since the pandemic’s early days, the

pandemic is still around, with multiple

new mutations and disease peaks

bringing different countries under

newly imposed restrictions. Results

from this study can help target the lim-

ited resources in such settings to the

most vulnerable groups for screening

and intervention programs to tackle

domestic violence in similar health or

economic crises.

Limitations

There are some limitations to this

study. As in any other study using sur-

veys, the results could be due to

changes in reporting or response bias.

Random digit dialing could have missed

women without an active phone num-

ber. Employed or otherwise occupied

women may be less likely to answer

calls from unknown numbers and par-

ticipate in survey interviews. IPV vic-

tims with controlling partners may

have less access to their phones or pri-

vate spaces. However, there was no

other choice for sampling and data col-

lection in the era of social isolation.

This study focused on the incidence

of different types of IPV in women who

were not exposed to IPV at baseline;

however, women with persistent or

worsening IPV are also relevant. The

study was designed in this manner

because our pilot study proved that

asking women about the frequency of

their experiences would result in inac-

curate answers. This may be because

an extended call duration puts women

at risk or makes them uninterested in

answering.

Conclusion

This study showed increased preva-

lence, incidence, and severity of IPV

against women across different subpo-

pulations in an urban setting in Iran

from before COVID-19 and 6 months

into the pandemic. Women at risk for

being newly exposed to IPV were those

who became unemployed or had part-

ners who became unemployed or those

from prepandemic middle- or low-SES

households. Screening programs should

target such populations in low-resource

settings. Guidelines for IPV should be

adapted for low- and middle-income

countries and integrated into COVID-19

response plans.
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