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AJPH

A Redesigned AJPH for the
Times That Are “A-Changin’"”

I n 2020, the COVID-19 pandemic shattered the
universe of AIPH, and we decided to adapt to a
new normal. The number of submissions in-
creased, from a typical 280 per month to 480 per
month, and we expect articles on the A/PH Web
site to be read or downloaded close to seven
million times in 2020 (up from five million in 2019
and 1.1 million in 2015). Our podcast listens are
up from 3200 in 2016 to more than 30000 in
2020 (https://am.ajph.link/POD_January2020).

Despite the substantially higher volume of
submissions to A/PH in 2020, we read all of
them and provided a list of alternative jour-
nals for those submissions that could have
been relevant for A/PH but that we did not
prioritize, and therefore declined to send out
for external peer review. The time from
submission to publication remained typically
at around four months.

One third of the submissions were articles
about the pandemic, many of which were
opinion pieces that the single editorial format
of AIPH was not ready to accommodate. We
needed more flexibility. We also needed to
clearly separate opinions, ideas, and practice
from research. We have therefore implemented
two major simplifications in the journal design
starting with this January issue.

The Table of Contents now has two major
subdivisions. The first, titled “Opinions, Ideas and
Practice,” groups Editorials and Notes From the
Field pieces, which are not necessarily externally
peer reviewed. The second major subdivision is
titled “Research and Analysis” and groups Re-
search Articles, Analytic Essays, and Systematic
Reviews, which are always externally peer
reviewed. The Contents Sections remain what they
were: Climate Change and Environmental Justice;
History; Law and Ethics; Methods; Open-Themed
Research; Perspectives From the Social Sciences;
Policy; and Surveys and Surveillance. Please check
the new set of Instructions for Authors here:
https://am.ajph.link/IfAs.

We also took this opportunity to refresh the
look of the print version. The best way to see the
changes is to peruse a 2019 issue and compare it

Editor's Choice  Morabia

with this one. Our objectives were to simplify the
layout and to make the text and tables more
legible. In particular, we have opted for a single
sans serif font and one color, royal blue; eliminated
text backgrounds; and redesigned the table layout
of the research articles. Overall, back to back, every
page of the Journal has been refreshed.

We also have been working on the e-reader
and Kindle versions of AIPH (https://am.ajph.link/
ajph). These have been provided in full open
access for the last few months, as an experi-
ment. We hope to be able to finalize them soon.

AJPHS role is not only providing the history and the
recent evidence to determine the public health we
need but also the forum for diverse opinions about
how to best construct the public health we need. We
believe we connect those who implement public
health at all levels and everywhere with policy makers
and researchers. Last spring we wrote about COVID-
19:“The problem is not the virus. The problem is all of
the policies that let the virus prey on us so easily’
(https://am.ajphlink/PHWeNeed). And indeed, our
authors in 2020 have stressed that the current health
system is unfair and biased in its foundations; favors
clinical care against prevention, which is inequitable
(https://am.ajph.link/uly2020); its access depends
on socioeconomic standing (https://am.ajph.link/
August2020); and rural areas are neglected (https://
am.ajph.link/September2020). Moreover the system
is unfit for preparedness against natural disasters
(https://am.ajph.link/October2020), and wastes at
least a trillion dollars every year (https://am.ajph.
link/December2020). A foundational reinvention
of our health systems is long overdue (https://am.
ajph.link/November2020).

This modernized and refreshed AJPH reflects how
the Journal will continue to play its part in and
through this unsettling pandemic period, which can
be expected to be transformational for public
health—"for the times they are a-changin.” AJPH

Alfredo Morabia
AJPH Editor-in-Chief
@Alfredo Morabia

DOI: https://doi.org/10.2105/APH.2020.306052

8 Years Ago

Intersectionality as an

Important Framework

for Public Health

Intersectionality is critical to public health be-
cause it "embraces rather than avoids the com-
plexities that are essential to understanding social
inequities, which in turn manifest in health ineg-
uities.” . . . [Plublic health's commitment, as the
American Public Health Association’s mission state-
ment affirms, [to] “working to improve the public's
health and to achieve equity in health status for all” is
an ideal mesh with intersectionality’s social justice
bent. Complex multidimensional issues such as
entrenched health disparities and social inequality
among people from multiple historically oppressed
and marginalized populations beg novel and com-
plex multidimensional approaches. Intersectionality
is the critical, unifying, and long overdue theoretical
framework for which public health has been waiting.

From AJPH, July 2012, p. 1272.

13 vears g0

Intersectionality in Provider
Advice Regarding Reproductive
Health
Compared with middle class White women, low-
income women of color reported greater odds of
being advised to limit their childbearing. Moreover,
low-income Latinas reported greater odds of being
discouraged from having children during their
pregnancy than did middle-class White women, as
did women with more children and women who were
not married. ... Given well-documented gender, race,
and class bias in health care, it is not surprising that
reproductive care would vary according to inter-
sections of ethnicity and social class. . . . Although our
study does not provide direct support for this as-
sertion [about a kind of eugenic practice], it does
raise questions about the treatment of low-income
patients and how attitudes towards welfare recipi-
ents influence reproductive advice.
From AJPH, October 2007, p. 1806.
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Barriers
Understandi
and Using Foo
Labels, Mexico

Mental Health of People
Living With HIV/AIDS

People living with HIV/AIDS in
resource-limited settings have a
high prevalence of mood disorders,
which can affect medication ad-
herence and risk-reduction be-
haviors. Between 2012 and 2013,
Siril et al. studied the perceptions
of the Swahili words for stress
(msongo) and depression (sonona)
using focus group discussions, in-
depth interviews, and surveys
among 86 people with HIV/AIDS in
Dar es Salam. Those without mood
disorders thought msongo meant
normal thoughts that do not need
medical attention, but they did not
recognize the word sonona. Both
people living with HIV/AIDS and
health providers had limited under-
standing of the words msongo and
sonoma.

Citation. Siril HN, Fawzi MCS, Todd J,

et al. Patients' and providers' perceptions
of the Swahili words of msongo (stress)
and sonona (depression): implications for
treating mood disorders among people
living with HIV/AIDS, Dar es Salaam,
Tanzania. East Afr | Public Health. 2019;
14(1):6-18.

Predictors of Self-Medft
=i With Tranquilizers and
Sleeping Pills, Serbia

Impact of COVID-19 on
Domestic Violence

In Pakistan, where more than 90%
of married women experience
domestic violence, increases in
domestic violence have been ob-
served during epidemics such as
cholera. COVID-19 lockdown re-
strictions have forced women to
choose between the risk of infec-
tion and the risk of confining
themselves in an abusive home. As
resources in Pakistan's health sys-
tem are reallocated to respond to
COVID-19, support services such as
domestic violence helplines have
been scaled back. Baig et al. em-
phasize the need to increase
awareness of domestic violence,
support for those abused, and
funding for hotlines and shelters.

Citation. Baig MAM, Ali S, Tunio NA.
Domestic violence amid COVID-19
pandemic: Pakistan's perspective. Asia
Pac | Public Health. 2020; Epub ahead
of print. doi: https://doi.org/10.1177/
1010539520962965

]
ental Health of People
Living With HIV/AIDS,
Dar es Salam, Tanzania

Barriers to Understanding
and Using Food Labels in
Mexico

In Mexico, several types of food
labels exist to help consumers
make healthier food choices.
However, their utility and compre-
hension by the consumer is un-
clear. Nieto et al. conducted a
qualitative study with 12 focus
groups in four cities of Mexico to
explore perceptions of use and
comprehension of food labels
among 78 participants with differ-
ent socioeconomic statuses. The
use of technical language, label
format, and general mistrust were
barriers to use and understand
food labels. Participants with high
socioeconomic status thought food
label claims were marketing strat-
egies. Those with low socioeco-
nomic status reported difficulty in
understanding food labels, high-
lighting the need for a better and
simpler food-labeling system.

Citation. Nieto C, Castillo A, Alcalde-
RabanalJ, Mena C, Carriedo A, Barquera
S. Perception of the use and under-
standing of nutrition labels among dif-
ferent socioeconomic groups in Mexico:
a qualitative study. Salud Publica Mex.
2020;62(3):288-297. https://doi.org/10.
21149/10793

Prepared by Vrinda Kalia, Mati Mugore, and Luis E. Segura, Columbia University, New York, NY.
Correspondence should be sent to the AIPH Global News team at les2196@cumc.columbia.edu.

DOI: https://doi.org/10.2105/AIPH.2020.306013

GLOBAL NEWS A}p“

News

Predictors of Self-Medication
With Tranquilizers and
Sleeping Pills in Serbian Males
Versus Females

According to a national Serbian
survey, at least 23% of adults aged
18 years or older use tranquilizers
or sleeping pills and 13% of stu-
dents self-medicate with sedatives,
but gender differences in the pre-
dictors of self-medication remain
unknown. Tripkovic et al. analyzed
data from the 14 623 individuals
aged 15 years and older from

the Serbian National Health Sur-
vey to identify predictors of self-
medication with tranquilizers and
sleeping pills. Females reported
higher self-medication with tran-
quilizers and sleeping pills than did
males (5.6% vs 2.2%). Chronic dis-
eases, stress, and pain were asso-
ciated with increased likelihood of
self-medication for both sexes. Age
(55-65 years) was the most signif-
icant predictor of self-medication
among females, whereas unem-
ployment was for males. These
results could inform the creation of
gender-specific interventions to
reduce selfmedication with tran-
quilizers and sleeping pills among
Serbians.

Citation. Tripkovi¢ K, Milicevic MS,
Odalovi¢ M. Gender differences in pre-
dictors of self-medication with tranquil-
lizers and sleeping pills: results of the
population-based study in Serbia. Zdr
Varst. 2019:59(1):47-56. doi: https://doi.
0rg/10.2478/ajph-2020-0007

Global News
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With Tranquilizers and
Sleeping Pills in Serbian Males
Versus Females

According to a national Serbian
survey, at least 23% of adults aged
18 years or older use tranquilizers
or sleeping pills and 13% of stu-
dents self-medicate with sedatives,
but gender differences in the pre-
dictors of self-medication remain
unknown. Tripkovic et al. analyzed
data from the 14 623 individuals
aged 15 years and older from

the Serbian National Health Sur-
vey to identify predictors of self-
medication with tranquilizers and
sleeping pills. Females reported
higher self-medication with tran-
quilizers and sleeping pills than did
males (5.6% vs 2.2%). Chronic dis-
eases, stress, and pain were asso-
ciated with increased likelihood of
self-medication for both sexes. Age
(55-65 years) was the most signif-
icant predictor of self-medication
among females, whereas unem-
ployment was for males. These
results could inform the creation of
gender-specific interventions to
reduce selfmedication with tran-
quilizers and sleeping pills among
Serbians.
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Mental Health of People
Living With HIV/AIDS

People living with HIV/AIDS in
resource-limited settings have a
high prevalence of mood disorders,
which can affect medication ad-
herence and risk-reduction be-
haviors. Between 2012 and 2013,
Siril et al. studied the perceptions
of the Swahili words for stress
(msongo) and depression (sonona)
using focus group discussions, in-
depth interviews, and surveys
among 86 people with HIV/AIDS in
Dar es Salam. Those without mood
disorders thought msongo meant
normal thoughts that do not need
medical attention, but they did not
recognize the word sonona. Both
people living with HIV/AIDS and
health providers had limited under-
standing of the words msongo and
sonoma.

Citation. Siril HN, Fawzi MCS, Todd J,

et al. Patients' and providers' perceptions
of the Swahili words of msongo (stress)
and sonona (depression): implications for
treating mood disorders among people
living with HIV/AIDS, Dar es Salaam,
Tanzania. East Afr | Public Health. 2019;
14(1):6-18.

Predictors of Self-Medft
=i With Tranquilizers and
Sleeping Pills, Serbia

Impact of COVID-19 on
Domestic Violence

In Pakistan, where more than 90%
of married women experience
domestic violence, increases in
domestic violence have been ob-
served during epidemics such as
cholera. COVID-19 lockdown re-
strictions have forced women to
choose between the risk of infec-
tion and the risk of confining
themselves in an abusive home. As
resources in Pakistan's health sys-
tem are reallocated to respond to
COVID-19, support services such as
domestic violence helplines have
been scaled back. Baig et al. em-
phasize the need to increase
awareness of domestic violence,
support for those abused, and
funding for hotlines and shelters.
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Calendar year 2020 was a year of
tremendous turbulence for the
public's health. Prolonged heat waves
across the nation fueled numerous
wildfires that destroyed thousands of
acres of forest, hundreds of properties,
and many lives. We experienced 28
named severe storms, including 12
hurricanes. Climate change contributed
greatly to the severity of all of these
significant weather events. Politically, the
fight to mitigate climate change was
undermined by regulatory rollbacks that
will accelerate climate change by con-
tinuing the widespread use of fossil fuels
while not reducing the toxic gases that
fuel climate change and the particulate
matter known to harm our health.

The COVID-19 pandemic that has in-
fected more than 11 million Americans
and caused more than 240000 deaths'
is a catastrophe. It is the most de-
structive infectious disease we have
seen in more than 100 years and has
been the cause of the greatest eco-
nomic and social upheaval since the
Great Depression. More than 2.4 million
people have become unemployed
across a wide range of the economic
stratum, but like most detrimental eco-
nomic impacts, the poorer you were, the
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more likely you were to lose your job. In
addition, women have been more se-
verely impacted by these job losses than
men. From a health perspective, the
pandemic exposed for all to see the
health inequities that still plague our
society. Communities of color and those

|u

working in “essential” occupations have
borne the brunt of the most severe
health impacts, including higher COVID-
19 morbidity and mortality rates.

Trust was assaulted in the most brutal
ways with the undermining of our sci-
entific processes and the politicization of
many our most trusted health agencies.

We live in a globalized world where
health is dependent on planetary events
beyond our borders. Both the COVID-19
pandemic and climate change are
prominent examples of this fact. Yet, the
United States formally left the Paris Cli-
mate Accords on November 4, 2020,
becoming the only major world power to
not participate. The administration also
notified the United Nations Secretary
General of our intention to withdraw
membership in the World Health Or-
ganization (WHO). Prominent legal ex-
perts question the legality of this act
without the express consent of Con-
gress since the initial entry into WHO

was by a joint resolution of Congress
and withdrawal would be in violation of
Congressional intent. Fortunately, actual
withdrawal would not officially occur
until July 2021, and President-elect
Biden has stated that he will reverse
this decision on the first day of his
administration.

Meanwhile the nation’s other epi-
demics of obesity, opioid addiction, and
firearm violence continue unabated, and
new ones have emerged like the epi-
demic of sexually transmitted infections.

By contrast, progress has been made
in several areas of health as measured
by the Healthy People 2020 indicators.
Fourteen of the 26 indicators are
showing improvement, with four of
them meeting or exceeded their targets.
These four were (1) air quality index
exceeding 100 (number of billion person
days), (2) children exposed to second-
hand smoke, (3) adults meeting aerobic
physical activity and muscle strength-
ening, and (4) reduced homicides.” The
combined impact of all of these health
issues has allowed a modest increase in
life expectancy over the last year.

Health insurance coverage has di-
minished for about 1 million people®
because of the administration’s efforts
to undermine the Affordable Care Act. In
addition, it is estimated that 1.3% of
people may have lost their health in-
surance coverage because of the
pandemic.

THE WAY FORWARD

The 2021 health policy agenda starts by
restoring trust in our health agencies by
first appointing our most qualified pro-
fessionals. Policymakers must lead using
science and the best evidence available.
We must restore our place in the world
in scientific prominence by investing in
research.



Aggressive efforts to control the
COVID-19 pandemic means

« National leadership to ensure a well-
reasoned response plan to scale up
testing, contact tracing, and supply
line management.

* Finalizing the scientific review and
distribution plans for a new SARS-
CoV-2 vaccine and competently
distributing and administrating it.

o Depoliticalizing the pandemic re-
sponse to rebuild trust in our health
agencies and enhance mask wearing
and social distancing.

e Leading by example.

These are first steps to rebuilding our
public health systems to respond to
health threats for the 21st century.

We must roll back the many anti-
environmental executive regulatory ac-
tions of the past administration and renew
the regulatory processes where needed. A
clean energy revolution will achieve car-
bon neutrality by 2050 through a just
transition that creates jobs and addresses
environmental justice concerns.

The Affordable Care Act is the vehicle
to enhancing health insurance coverage
to achieve a system where nobody is left
out by strengthening its basis and
adding a public option as an option for
all. Reducing health costs and control-
ling the growth of health insurance over
time is another urgent goal. Allowing
Medicare to negotiate for prescription
drug prices is essential.

It is urgent to address the epidemic
of gun violence, the disproportionate
number of women of color who die
during pregnancy, and the persistent
disparities in chronic disease incidence
and deaths. Structural racism, criminal
justice reforms that impact health, and
other social determinates of health are
upstream solutions requiring persistent
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and definitive actions. Ensuring repro-

ductive rights and expanding access to
mental health services are high on the

agenda.

In 2021, we have the opportunity for a
restart, but we need to act fast. Let’s

jump out of the starting blocks because
time is of the essence. The time is now to

end the pandemic, restore our trust in

science, and start building a green econ-

omy that generates jobs and realizes and
builds the robust and accessible health

foundations that will once and for all allow

our nation to achieve the goal of the

American Public Health Association to be
the healthiest nation. AJPH
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Although climate change is a public
health emergency—a situation

that requires urgent attention—it might
be more aptly described as a crisis, a
crucial moment when a decision needs
to be made. Although climate change
can be described as both an emergency
and a crisis, we are at a critical point in
how we will respond as a society. Many
may balk at using the term “crisis” to
describe how climate change is affecting
the world; we still have government offi-
cials and the media posing questions and
arguing on whether they “believe”
in climate change (e.g, see the 2020
presidential and vice-presidential debates).
There is no doubt that climate change
is real and human caused, and we are in
a real crisis when it comes to our re-
sponse. This year alone in the United
States, there have been record-breaking
heat waves in the West and Southwest,
wildfires from Washington to California
with hazardous levels of smoke blanketing
the nation, and a very active Atlantic
hurricane season bringing numerous
storms to the Gulf and East coasts'—all
while under pandemic conditions, with
COVID-19 spreading rapidly across the
country. During these disasters, our public
health systems were tested and shown
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to be a “colossal failure,”

allowing our
communities to become vulnerable and
suffer health consequences related to
climate disasters and COVID-19, with
COVID-19 killing more than 240000
people in the United States.

In 2019, the Lancet Countdown on
health and climate change stated that
a child born today would experience
a warmer world, with climate-related
health consequences felt frominfancy to
old age. Children are acutely susceptible
to climate change events, particularly
those that increase food and water in-
security, vector-borne diseases, and air
pollutants. Additional events, such as
heat waves, extreme storms, flooding,
and wildfires, affect humans at all life
stages, causing both acute and long-
term health effects.® Climate events
happen with or without warning and
require comprehensive planning to
build resilience in our communities.

The way our current health care sys-
tems are set up allows them to be
compromised by damage from events
such as floods and extreme storms
or inundated with patients affected by
heat waves or disease outbreaks. Addi-
tionally, climate events compound
societal and health disparities already

found throughout the United States
and around the globe. Poverty, home-
lessness, underlying health conditions,
racism, and other disparities exacerbate
how climate events affect populations.
Local and national planning activities are
needed to improve community and in-
dividual adaptation and resiliency and to
institute equitable and just reforms as
we respond to climate change.

The immediate health effects of cli-
mate change are well known and
documented. Physical trauma from ex-
treme storms, diarrheal illness attribut-
able to waterborne pathogens, and
heatstroke from extreme temperatures
are notable examples. Researchers and
public officials have also been gather-
ing evidence on the long-term conse-
quences of climate change. These have
focused mainly on the mental health
consequences from events such as
drought and sea level rise as these events
change our livelihoods and landscapes.
Climate change affects every part of our
lives: our health, our economy and jobs,
and even how we enjoy recreation. The
better we understand the impacts, the
better we will be able to reduce or adapt
to the effects of climate change.

LASTING PHYSICAL
TRAUMA

In this issue of AIPH, Zacher et al. (p. 127)
contribute to the field by examining the
long-term physical effects of climate
events. The authors surveyed low-
income mothers living in New Orleans,
Louisiana, before and during Hurricane
Katrina, with survey follow-ups over a
15-year period after the storm. They
point out that although there is a large
body of work assessing the mental
health consequences, there are few
studies on the physical health symptoms
of individuals affected by climate



disasters. Many physical health issues
that stem from climate events, such as
hurricanes, may be owing to physical
trauma sustained during the event itself,
but physical symptoms may also result
from the psychosocial trauma or stress
sustained during the event, as the au-
thors point out.

In brief, the authors examine three
physical health symptoms—headaches
or migraines, back problems, and di-
gestive problems—owing to the impact
of Hurricane Katrina on the study pop-
ulation. They found that these physical
health symptoms increased between
26% and 30% from after Hurricane
Katrina to the latest survey results in
2018. The authors emphasize that those
who experience more hurricane-related
trauma are more likely to develop
physical health issues, which may be
particularly pertinent to those who ex-
perience these underlying health issues
before a climate-related disaster.

This research demonstrates what was
stated in the 2014 Intergovernmental
Panel on Climate Change synthesis re-
port: those who are socially, economi-
cally, or otherwise marginalized will be
most vulnerable to the effects of climate
change, and this vulnerability is rarely
attributable to a single cause.* The
population in the study by Zacher
et al.—low-income people of color,
mostly women—are potentially at a
higher risk for other social and health
disparities that were likely compounded
by Hurricane Katrina. The authors
identify the need to assess multiple
pathways that may cause lasting phy-
sical symptoms related to climate
disasters.

Another key feature of this research
is the importance of gathering data
to track the long-term health conse-
guences of climate change. Expansive
reports from the Lancet and the

Intergovernmental Panel on Climate
Change have made projections and
identified theories on how climate
change will exacerbate current ineg-
uities, but the authors demonstrate how
this is already happening, especially
when it comes to physical health. Pop-
ulation health surveillance along with
individual health data over time are key
to identifying and describing key factors
related to the long-term health vulner-
abilities associated with climate change.

PUBLIC HEALTH RESPONSE

Recently, the 10 essential public health
services were updated, and they en-
capsulate perfectly how we need to re-
spond to the climate crisis.® In their
article, Zacher et al. demonstrate the
use of longitudinal data to determine
the root causes of health disparities and
inequities as they relate to long-term
physical health symptoms caused by
Hurricane Katrina. This is part of the
“assessment” category in the essential
public health services, which helps to
inform us of the health issues that may
be related to climate change. These
assessments drive policy developments
to ensure that effective solutions are
implemented. To succeed, the public
health service that identifies building
and maintaining a strong organizational
infrastructure for public health is one of
the most important components. This
requires our leaders to support a strong
national public health program and al-
locate needed resources to our local
public health departments that are on
the ground working with individuals and
communities to educate, strengthen,
and build resilience in our populations.

We are at a critical juncture in our
response to the climate crisis. We have
the tools to respond and prepare, but
we lack the financial, political, and
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collective will to prepare for and re-
spond to our changing climate. This
failure to act has had devastating con-
sequences during the COVID-19 pan-
demic and should be a wake-up call
showing us what climate change is ca-
pable of inflicting on our health and our
society. AJPH
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The important and timely article
“Optimal Allocation of Societal HIV-
Prevention Resources to Reduce HIV
Incidence in the United States” by Sansom
et al. (p. 150) models different federal and
private HIV-prevention resource allocation
strategies to prioritize HIV funding through
2027. Modeling exercises are useful
starting points for decision making yet may
not fully incorporate real-world complex-
ities because of model assumptions and
limited quantifiable inputs. Models pro-
vided exclude multilevel interventions,
policy and structural-level initiatives, and
within-group cost differentiation, all key
considerations for affecting communities
at highest risk for HIV infection.
Sansom et al. punctuate the mis-
alignment between epidemic burden

Friedman et al.

and resource allocation. Current allo-
cations for HIV screening among low-risk
heterosexuals constitute 25.3% of the
total prevention budget and are 22
times greater than funds earmarked for
high-risk men who have sex with men
(MSM). MSM accounted for 69% of in-
cident HIV diagnoses in 2018, more than
seven times the number of new HIV
diagnoses of heterosexual sex." Within
MSM, Black or Latinx MSM account for
67% and MSM younger than 35 years
account for 65% of new diagnoses. New
infections are concentrated in the
South. The Ending the HIV Epidemic
strategy is an important step forward in
directing HIV-prevention resources to
jurisdictions experiencing the highest
HIV burdens.? Although the most likely

(limited reach) scenario modeled by
Sansom et al. begins this process of
resource realignment, we advocate
more intentional rectification of these
misalignments by redistributing HIV-
prevention resources so they reach the
populations most at risk: young Black
and Latinx MSM and transgender
women (transwomen).

The Pareto principle applies to the
current HIV epidemic in the United
States: a small proportion of people—
Black and Latinx MSM and transwomen
younger than 35 years, accounting for
less than 1% of the US population—
experience a large proportion (>30%) of
new cases.' Populations with the highest
HIV burden in the United States face
intersecting social-structural stigma
(intersectional stigma), including racism
and homo-, bi-, and transphobia, cre-
ating a cycle in which stigma increases
risk and disease burden exacerbates
stigma. Structural inequities, including
poverty, health insurance deficits,
homelessness, unemployment, dis-
crimination, and incarceration are im-
plicated in worse HIV-prevention and
care outcomes. Social stigma inhibits
provision and uptake of HIV prevention
and care; experiences and anticipation
of stigma in health care settings are
associated with lower rates of HIV test-
ing, preexposure prophylaxis uptake,
retention in care, and antiretroviral
therapy adherence. Thus, relying
solely on biomedical HIV prevention for
young Black and Latinx gay and bisexual
men and transwomen will not constitute
a sufficient response to their needs.

Historically, allocative misalignments
result in underservice on the ground.
For example, a statewide review of
Pennsylvania HIV-prevention monitoring
data from 2007 through 2010 uncov-
ered a critical gap in service: young Black
MSM and transwomen received 0.8% of
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state-funded HIV-prevention interven-
tions while accounting for more than
20% of total cases during that period.
In response, local researchers collabo-
rated with local sexual and gender mi-
nority youths of color to develop,
implement, and evaluate a multilevel
HIV-prevention and care intervention.?

The Pennsylvania Department of
Health and the state’s HIV Planning
Group, whose composition has robustly
included most-at-risk populations
empowered to identify priority pop-
ulations and recommend resource al-
locations, supported and promoted the
project for statewide scale-up. However,
historical underservice created imple-
mentation capacity deficiencies that
persisted even when allocations were
realigned to reflect underserved com-
munities’ epidemic burden. Citing their
lack of capacity to engage with “hard-to-
reach” populations, few organizations
applied for pilot funding to diffuse this
model. One health services organization
director wrote:

There are several core components
of the intervention that we do not
meet, particularly related to asset-
based youth development, agency
buy-in and support, and competency

in programming designed specifi-
cally for Black and Latino populations.
(personal e-mail communication, June
14, 2016)

A Ryan White Coalition director wrote,
“| have not been able to identify a pro-
vider who wants to consider this” (per-
sonal e-mail communication, June 17,
2016). Populations are only hard to
reach if no one tries to reach them.

Coordinated, combination interven-
tions that include biomedical compo-
nents and address multiple social
ecological levels continue to be essen-
tial: preexposure prophylaxis is not
housing, antiretroviral therapy is not a
job, and linkage to care interventions do
not supplant the need for sustained
social capital. Emerging research incor-
porating wraparound clinical harm re-
duction* and intersectional stigma
reduction® into biomedical HIV preven-
tion shows promise. Because of their
complexity, such interventions are diffi-
cult to operationalize, field, and con-
solidate into cost-per-person metrics;
for these reasons, multilevel, social
determinants-based interventions are
excluded from allocation models pro-
vided. Models disregarding larger social

and structural determinants, such as
economic inequality, retain biomedical
concision at the cost of epidemiological
myopia.

We advocate the development, re-
finement, and adoption of a new
framework for combating infectious
diseases: an Equity in Epidemic Alloca-
tions (EQEA) prototype. The EQEA pro-
totype framework acknowledges that
infectious disease epidemics (1) become
rapidly concentrated in the most
oppressed places and populations; (2)
require allocations from private and
public sources to places and pop-
ulations proportional to their epidemic
burden; (3) necessitate additional infra-
structural development and capacity
building so that service provision is
aligned with both epidemic burden and
allocations; and (4) compel continuous
surveillance along epidemiological, allo-
cation, service provision, and cost
domains.

EQEA (Figure 1) is an allocations-level
corollary to Meaningful Involvement of
People Living With HIV/AIDS principles.
EqEA acknowledges that infectious dis-
ease prevention must happen first,
continually, and sustainably among
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populations experiencing the highest
disease burden, especially when such
populations are historically oppressed
and underserved. Manifesting an EQEA
response impels such supportive ac-
tions as recognizing, using, and re-
specting existing community-based
wisdom by ensuring that indigenous
experts are meaningfully included in
allocation-prioritization bodies and
epidemic-response planning and staff-
ing; investing in the infrastructure of
organizations with established ties to
most-at-risk populations but potentially
lacking fiscal stability and scientific ex-
pertise because of structural inequality;
and designing larger structural innova-
tions built to remediate underlying causes
of disproportionate disease burden.

Relying solely on cost-effectiveness
metrics in allocation modeling leads to
overreliance on interventions that are
the most efficiently deployed, thereby
ignoring underserved populations who
may require greater cost-per-person
investments; in such cases, researchers
have argued for a balance between ef-
ficiency and equity.® Although Sansom
et al. are unable to differentiate within-
group cost-per-person metrics, it is likely
that effectively reaching racial/ethnic
minorities requires higher upfront costs.
We communicate four suggestions for
inclusion into the optimal allocations
models promoted: (1) nesting analyses
so that race/ethnicity, age, gender, and
region are used to make allocation de-
cisions; (2) analyzing risk group inter-
sections (e.g., bisexually behaving men,
MSM who inject drugs); (3) accounting
for the effects of injectable preexposure
prophylaxis on HIV-prevention success;
and (4) design, refinement, and adoption
of an EqQEA framework.

The field of HIV prevention and care
has never been more advanced or
poised for success, yet we cannot

Friedman et al.

succeed if we are myopic to viable,
multilevel solutions. Resource allocation
models must account for the historic,
intersectional mechanisms that main-
tain HIV inequities among racial/ethnic
and sexual and gender minorities. The
proposed EqEA framework may help
achieve Ending the HIV Epidemic end-
points and offers insights for other in-
fectious diseases, such as directing
COVID-19 prevention resources to
minority communities wherein SARS-
CoV-2 is exacting a disproportionately
lethal toll and federal aid formulas

for hospitals have large-scale racial
biases.” Adopting equitable allocation
strategies will ensure that resources do
not remain woefully misaligned and our
systems do not exacerbate the well-
defined shortcomings of decades of
efforts. AJPH

CORRESPONDENCE

Correspondence should be sent to M. Reuel
Friedman, PhD, PO Box 7319, Pittsburgh, PA 15213
(e-mail: mrfo@pitt.edu). Reprints can be ordered at
http://www.ajph.org by clicking the “Reprints” link.

PUBLICATION INFORMATION

Full Citation: Friedman MR, Chandler CJ, Adams BJ,
et al. Toward a new framework for equity in epi-
demic allocations: implications of HIV-prevention-
allocation misalignment. Am J Public Health. 2021;
111(1):12-14.

Acceptance Date: October 16, 2020.

DOI: https://doi.org/10.2105/AJPH.2020.306032

CONTRIBUTORS

José A. Bauermeister and Lisa Bowleg are co-senior
authors. All authors contributed to the writing of
this editorial.

ACKNOWLEDGMENTS

C.J. Chandler was supported by the National Insti-
tutes of Health (grant NIH 5T32MH094174).

We acknowledge Anthony J. Silvestre, PhD, for
his support, guidance, and groundbreaking work
in pursuing health equity over his distinguished
career. We are thankful to the Pennsylvania HIV
Planning Group and the Pennsylvania Depart-
ment of Health, Division of HIV Disease for their
structural commitment to parity, inclusion,
representation, and health equity in HIV prevention
and care.

CONFLICT OF INTERESTS

The authors have no potential conflicts of interest
to disclose.

REFERENCES

1. Centers for Disease Control and Prevention. HIV
surveillance report, 2018. Vol. 31. 2020. Available
at: http://www.cdc.gov/hiv/library/reports/hiv-
surveillance.html. Accessed October 31, 2020.

2. Fauci AS, Redfield RR, Sigounas G, Weahkee MD,
Giroir BP. Ending the HIV epidemic: a plan for the
United States. JAMA. 2019;321(9):844-845. https://
doi.org/10.1001/jama.2019.1343

3. Adams B, Krier S, Netto J, Feliz N, Friedman MR. “All
we had were the streets”: lessons learned from a
recreation-based community health space for young
Black MSM and trans women across the HIV
prevention and care continuum. AIDS Educ Prev.
2018;30(4):309-321. https://doi.org/10.1521/aeap.
2018.30.4.309

4. Hawk M, Coulter RWS, Egan JE, et al. Harm reduction
principles for healthcare settings. Harm Reduct J.
2017;14(1):70. https://doi.org/10.1186/512954-017-
0196-4

5. Bauermeister JA, Muessig KE, LeGrand S, et al.
HIV and sexuality stigma reduction through
engagement in online forums: results from the
HealthMPowerment intervention. A/DS Behav.
2019;23(3):742-752. https://doi.org/10.1007/
s10461-018-2256-5

6. Kaplan EH, Merson MH. Allocating HIV-prevention
resources: balancing efficiency and equity. Am J
Public Health. 2002;92(12):1905-1907. https://doi.
org/10.2105/AJPH.92.12.1905

7. Kakani P, Chandra A, Mullainathan S, Obermeyer Z.
Allocation of COVID-19 relief funding to dispro-
portionately Black counties. JAMA. 2020;324(10):
1000-1003. https://doi.org/10.1001/jama.2020.
14978



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



The Time Is Ripe for
Addressing Gender
Inequalities in the
Authorship of Scientific

Papers

Ana-Catarina Pinho-Gomes, MD, MSc, MPH, DPhil

ABOUT THE AUTHOR

Ana-Catarina Pinho-Gomes is with the School of Population Health & Environmental
Sciences, Faculty of Life Sciences & Medicine, King’s College London, United Kingdom.

$ 3 See also Bell and Fong, p. 159.

COVID—19 has brought about dra-
matic changes to the way we live as
individuals, families, and societies. The
response to the pandemic across the
world, and particularly in Western countries,
has been unprecedented. When lockdown
was implemented in many European
countries and some US states, academic
institutions closed their doors, and staff,
other than those directly involved in the
response to the pandemic, were asked to
work from home. However, schools, busi-
nesses, and day care centers also closed
down. For most researchers, this required
conciliating home schooling and caring
responsibilities with working remotely in
unfamiliar and often challenging circum-
stances. Public health researchers and
practitioners are not immune to this, and
many, if not most, have been working from
home since the beginning of the pandemic.
In this scenario, Bell and Fong (p. 159;
published in this issue of APH) investi-
gated the effect of the pandemic and the
drastic changes associated with it on the
number of articles submitted to AIPH by
men versus by women.

Overall, the authors showed that there
was a 25% increase in the daily number of
articles submitted during the pandemic
period. However, the pattern of article
submissions differed by gender. The rate of
submissions (articles/day) for corresponding
authors increased by 11% for women and
by 42% for men. The gender imbalance was
even more striking for countries other than
the United States, with a 113% increase for
men and a 27% increase for women. As
expected, the gender gap was higher for
corresponding author than for first author
(36% Vs 12% increase for men and women,
respectively), as it is not uncommon for the
corresponding author to be the last (i.e, the
most senior) rather than the first author of
an article. This is in keeping with previous
research suggesting that the underrepre-
sentation of women is more marked in
senior than in junior authorship positions."?

Although this study lends further sup-
port to the detrimental impact of COVID-
19 gender inequalities, its findings need to
be interpreted in light of some method-
ological limitations. First, the authors used
country-specific dates to define the

OPINIONS, IDEAS, & PRACTICE AIDI—I

pandemic period, thus accounting for the
different evolution of the pandemic in
each country. However, there was sub-
stantial heterogeneity even within coun-
tries, particularly where policies, such as
school closures and stay-at-home orders,
were enforced at local and regional rather
than national levels.

Second, generalizability to countries
other than the United States, which
accounted for nearly 70% of all submissions
during the study period, is questionable.
Indeed, the small number of studies sub-
mitted from countries outside North
America and Europe precluded subgroup
analysis by country or region. Considering
how gender roles and women's participa-
tion in society and research vary across
countries, the findings of this study are
unlikely to be applicable to low-income
countries, where gender inegualities have
been shown to be staggeringly worse than
in high-income countries.?

Third, this study was unable to explore
whether there was a generational effect
on gender inequalities. Although women
have made progress toward greater
equality in the workplace, a gendered
distribution of housework prevails in most
countries, and, even in the workplace,
gender inequalities persist in reward,
recognition, and pay.* To what extent this
is transferrable to academia and research
is unclear. However, studies have shown
that there has been hardly any progress
toward gender parity in authorship, par-
ticularly for senior positions.”

In addition, this article provides criti-
cal insight into gender inequalities in
COVID-19-related research. The finding
that more than a third of the articles
submitted during the pandemic period
were related to COVID-19 compellingly
demonstrates how COVID-19 reframed
and reshaped priorities in public health
research and practice across the world,
and the worrisome implications of this for
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noncommunicable diseases and other
infectious diseases are starting to emerge.
It would have been interesting to under-
stand what proportion of the increase in
journal submissions was accounted for by
COVID-19-related articles. This would
have illustrated whether COVID-19 re-
search was simply added to the research
that was already being carried out or it
actually replaced research in other areas.
In fact, specialized journals in areas di-
rectly linked to health care provision re-
ported a marginal increase in submissions
from men and a decrease in submissions
from women.® It is uncertain to what ex-
tent the increase in submissions observed
in this study reflects greater gender parity
in public health or the fact that public
health was more involved in generating
evidence than specialties at the forefront
of the response to COVID-19.

On the other hand, for COVID-19 articles,
only about a third of the corresponding
authors were women, whereas 52% of all
articles had a female corresponding author
before the pandemic. This secondary result
of the study is arguably one of the most
relevant findings. First, the proportion of
authors of COVID-19 articles confirms that
women are not contributing equally to the
COVID-19 pandemic response. Ensuring
that women's voices are heard is crucial for
improving our understanding of the far-
reaching and gendered effects of COVID-
19, which will benefit women and men
alike.”

Second, the fact that there was gender
parity in journal submissions before the
pandemic raises the question of whether
parity was also observed in actual publi-
cations. Indeed, this study provides a novel
insight into gender inequalities related to
research article authorship. Previous
studies focused on published articles,
whereas this study looked at submissions,
irrespective of the outcome. If there are
gender imbalances in published but not

Pinho-Gomes

submitted articles, this suggests that men
are more likely to get articles published
than women. This hypothesis, if confirmed,
is puzzling, considering that gender is not
disclosed at any point during the sub-
mission and peer-review process. How-
ever, unconscious bias may still play a part
if reviewers or editors infer the gender of
the author from the name, when peer
review is not blinded, as is often the case.
This hypothesis deserves a thorough in-
vestigation, as currently available evidence
iS sparse.

It is high time that the scientific
community, in general, and scientific
journals and publishers, in particular,
adopt transparent practices regarding
gender equality, for instance by making
publicly available the proportion of
submitted versus accepted articles by
age, gender, race, and country of origin
of the first or last authors. This would be
a major cultural shift in journal publi-
cations, and it would obviously require
authors to voluntary disclosure those
sensitive data. However, it would be a
valuable addition to the citation-based
impact factors that remain key for
assessing the credibility and reputation
of scientific journals. Demonstrating
commitment to equality and diversity
should be compulsory for any journal
that claims or aspires to be world
leading in science, medicine, and, es-
pecially, public health.

This interesting study adds to the pool
of evidence supporting the fact that
COVID-19 has exacerbated preexisting
inequalities between women and men in
academia and research. It is another call
for individuals, institutions, and society
at large to take the necessary steps to
promote gender equality in all spheres
of life, as this is an essential requisite for
enabling women to achieve their full
potential. As we emerge from the pan-
demic, our key priority should be to

rebuild a world where all human
beings are truly equal and fairness
trumps inequity, discrimination, and
prejudice. AJPH
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H as there ever been a more im-
portant time to focus on preven-
tion? The United States remains in the
middle of the COVID-19 pandemic,
which at this writing has resulted in the
loss of more than 222 000 lives. The
COVID-19 pandemic, which transformed
the world in 2020, has been funda-
mentally a problem of prevention. From
the first diagnoses of the virus in Wuhan,
China, through massive lockdown and
mitigation efforts all over the world,
through global efforts to accelerate
vaccine development, the pandemic
has reminded us and elevated the
visibility of the need for prevention.

Although there has appropriately
been an investment in therapeutic ap-
proaches, the core of the global re-
sponse to COVID-19 has been an effort
to prevent viral transmission, recogniz-
ing that absent limits on transmission,
health care systems would quickly be-
come overwhelmed and no amount of
effective therapeutics would help us
cope with the burden of SARS-CoV-2
infections.

This focus on prevention has been
heartening, important, and appropriate.
Indeed, the pandemic quickly made

&3 See also Privett and Guerrier, p. 145, and Sansom et al., p. 150.

clear that despite our overwhelming
global and national investment in health
care and medicine, when the world faces
an unprecedented surge in a novel
disease, health care systems are simply
not up to the challenge and our only viable
approach to protect health is preventing
the health problem to begin with.

LEVERS FOR PREVENTION

It is, of course, odd that it took a global
pandemic to remind us that prevention
of disease is a far preferable approach to
promoting the public's health than is
treatment once we are already sick. At
an intuitive level, we all recognize that we
would rather not get a disease to begin
with than receive treatment, even if ef-
fective. Ask yourself: would you rather
not develop Alzheimer's dementia or
develop dementia and then receive
treatment for it? When faced with that
question, the answer is blindingly obvi-
ous to all of us: we do not want to de-
velop the disease, recognizing quite
simply the cost, in terms of time, money,
and lingering consequences, of devel-
oping a disease and being treated for it.

OPINIONS, IDEAS, & PRACTICE AIDI—I

And yet, despite the intuitive appeal of
prevention, the US health system re-
mains overwhelmingly, almost prohibi-
tively, weighted toward treatment
versus prevention. Although a precise
quantification is difficult, most analyses
agree that less than 5% of US health care
spending is devoted to prevention, a
drop in the bucket of what we spend on
treatment and cure." Why is this? We
suggest that there are three central
reasons for this challenge, well illus-
trated by two articles in this issue of
AIPH. Although these observations are
not new, the COVID-19 pandemic is
perhaps an apposite moment to focus,
yet again, on prevention in the hope of
changing the public conversation.

REASONS WHY

First, prevention simply is not a priority
for US health, and consequently our
health systems are not structured to
lead with prevention. The article in this
issue of AIPH by Privett and Guerrier (p.
145) illustrates this point elegantly. The
authors assessed the time required to
provide the US Preventive Services Task
Force recommended preventive ser-
vices using data from a nationally rep-
resentative adult patient panel. They
found that delivering the recommended
preventive services required 131% of
available physician time, which is clearly
infeasible. Privett and Guerrier correctly
note that this is a “systems problem, not
a time management problem” (p. 145).
We argue that it is a problem that
fundamentally rests in the structure of
our health care system, which is ori-
ented toward treatment and cure and, in
particular, toward highly specialized and
fragmented approaches to the provision
of such treatments. A focus on preven-
tion in our health care system would
have a range of implications, potentially
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including the prioritization of primary
care and changing incentive structures
and payment models to make sure that
health care providers elevate prevention
as a core, rather than an incidental, goal.
There seems to be little doubt that
health care providers' underengagement
in prevention contributes to the burden
of preventable iliness in the United
States; in the coming months, we suspect
this will continue to challenge our
capacity to respond in a timely fashion
to current and emerging threats.?
Second, and perhaps just as funda-
mentally, we as a country have not been
thinking about how to create the infra-
structure on which we can create a co-
herent and comprehensive suite of
prevention activities. This has been a
sentinel failure of the COVID-19 era;
decades of underinvestment in public
health structures and the attendant
fragmentation and poorly resourced
public health systems have hampered
the national response to the pandemic.?
In this issue of AIPH, Sansom et al. (p.
150) offer a compelling illustration of the
power of appropriately structured
health systems and how they can have a
dramatic influence on our prevention
efforts. Studying the optimal allocation
of HIV-prevention resources to reduce
HIV incidence, the authors used a na-
tional HIV model to estimate new in-
fections from 2018 to 2027. They
showed that efficient funding allocations
were associated with timely diagnosis
and sustained viral suppression through
the improved screening of high-risk
persons and treatment adherence
support for those infected. This
achieved reductions of more than 90%
over current approaches, showing
quite effectively that appropriately
structured systems of prevention can
achieve dramatic gains. Important to
underline here is that promoting health
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requires systems built with the explicit
goal of prevention.

Third, and perhaps underlying the first
and second reasons, is that prevention
simply is not at the heart of the US
health conversation. Decades of invest-
ment in curative care, resulting in the
most expensive health care system in
the world, has resulted in a US system
that privileges treatment, and, perhaps
more importantly, treatment is seen as
the fundamental purpose of the health
system. This is reflected in the visibility of
doctors and nurses, for example in our
health imagination in books, movies,
and, in recent months, at the frontline of
telling the COVID-19 story; this further
cements the role of providers whose
fundamental job is treatment and cure,
even though we are dealing with a
pandemic for which our fundamental
priority should be prevention. Changing
this attitude requires a reinvention of
our national health narrative with a new
health vocabulary in which we triumph
in the absence of the disease over the
important, but arguably secondary,
contribution of treatment once the
disease has already occurred.

For decades now the evolving US
health conversation has drifted away
from putting prevention at its core.
Returning to prevention at the center
requires a rethinking of our foundational
approach to health. Doing so calls on
us to address all three challenges: to
structure health systems to prioritize
prevention, to invest in a prevention in-
frastructure outside these systems, and
to change the conversation on health.
We can perhaps be forgiven for thinking
this too tall a mountain to climb. But the
COVID-19 pandemic should serve to re-
mind us that there can simply be no
health without prevention at its core, and
the extra effort to reinvigorate the pre-
vention conversation is indeed worth it.

A RETURN TO A PUBLIC
HEALTH OF CONSEQUENCE

We note, in closing, that this editorial
marks our return to monthly com-
mentaries under the public health of
consequence label after a year's ab-
sence. When we wrote our last edito-
rial in December 2019,* we noted,
“We end our regular engagement
with the section out of an appreciation
for the fact that a changing world
benefits from insights from different
voices."P1529 |n the intervening year,
AJPH has made tremendous strides
toward including a range of voices in
its pages, colleagues from whom we
have learned and continue to learn
much. The intervening year also

saw the arrival of COVID-19,
upending much of what had

become settled in public health and
challenging us to rethink what each
of us can do to promote the health
of the public.

So with gratitude to the A/PH editor-
in-chief, Alfredo Morabia, for his invi-
tation, we resume these editorials,
aiming, as we noted in January 2016,
“to develop a more robust intellectual
architecture that informs how we
think about the very idea of a public
health of consequence”'" in this
rapidly changing world. We look for-
ward to engaging with many of you in
discussion and debate on these ideas
as we emerge from the COVID-19
moment with the health of the public
front and center in our national and
global conversations—perhaps as
never before. AJPH
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I mmigrant communities with limited
English proficiency have not

been spared from the coronavirus
disease 2019 (COVID-19) pandemic.
To control disease transmission, ef-
fective contact tracing is imperative.
As a multidisciplinary team composed
of bilingual, bicultural stakeholders
from language services, public health,
and immigrant health, we provide
recommendations to support effec-
tive contact tracing for agencies and
health departments and share ex-
amples of strategies of local, state,
and national organizations ad-
vancing contact tracing and case in-
vestigation with limited English
proficiency communities. COVID-19
inequities in immigrant communities
with limited English proficiency are
likely to worsen without reflection

on and adoption of such strategies

and recommendations.

Maleki et al.

LIMITED ENGLISH
PROFICIENCY
POPULATION NEEDS

More than 9 million cases of COVID-19
and more than 220000 deaths have
been confirmed in the United States.” In
some regions, immigrants and new
Americans have experienced a dispro-
portionate burden of COVID-19 infec-
tion because of exposures in essential
industries, including food processing
and health care. Risk of COVID-19 may
be further compounded by limited ac-
cess to preferred-language public health
and occupational safety information,
congregate living, and fear or mistrust of
health and public health systems.?

To control the pandemic, high-volume
COVID-19 testing, case investigation,
and contact tracing are imperative.
Contact tracing is a technical skill, re-
quiring an understanding of the disease
and the process of infection. Contact
tracers also must have empathy,

maintain confidentiality, and rapidly
build trust, because the role of atracer is
not only to interview and search for
contacts but also to share crucial re-
sources and perform crisis counseling.
The ultimate goal of contact tracing is to
quickly reduce and stop the transmis-
sion of the virus.

Contact tracers often reach individ-
uals who are unaware of potential ex-
posure; therefore, their approach must
include sensitivity and patience to ex-
plain the benefits of contact tracing for
themselves and their community. For
immigrant communities with limited
English proficiency, this includes having
cultural sensitivity> and addressing fear
and stigma when individuals have ten-
uous immigration statuses. Contact
tracing must be conducted in commu-
nities' preferred languages. This means
that contact tracers require training in
effective “triadic communication,” the
technical term for communication me-
diated by an interpreter.

CONTACT TRACING:
BOTH SOLUTION AND
CHALLENGE

As partnerships between schools of
public health and medicine, agencies,
cities, and states evolve to bolster the
contact tracing workforce, several insti-
tutions have developed free online
contact tracing courses. These courses
include varied content related to cultural
humility, recommendations on working
with interpreters, and understanding
about how experiences can affect will-
ingness to work with health systems and
authorities. Online content can supple-
ment training by agencies employing
contact tracers to maximize training
capacdity.

However, the complexity of expanding
the contact tracing workforce should not



be overlooked. One workforce estimator
tool determined that approximately
135000 contact tracers are needed for
the United States.* This may be an un-
derestimate. In Wuhan, China, tracing
efforts included one contact tracer
per 1200 people. Extrapolating to the
United States, effective contact tracing
could require a workforce of up to
300000 people.® Furthermore, this work-
force will need to be prepared to reach the
8.3% of Americans who speak English less
than well (the definition of limited English
proficiency).” The National Association of
City and County Health Officials estimates
that $7.6 billion are needed to scale up
contact tracing to 100 000 contact tracers
in the United States.®

The National Academy for State Health
Policy describes how states are scaling up
their contact tracing capacity—through a
combination of in-house workforce ex-
pansion, contracting part of their work-
force to a third party, and formal
partnering to build training and capacity.®
The funding to increase contact tracing
varies from state funding of local health
jurisdictions to use of federal funding (i.e.,
Coronavirus Aid, Relief, and Economic
Security Act funding is supporting local
health jurisdictions in Montana).® Given
the chronic underfunding of public
health,® the need for foundations to
provide funding support is increasing.
Foundations are uniquely poised to bring
together grantees, partners, and com-
munity leaders in coalition building” and
may play a key role in funding effective
public health interventions in the setting
of insufficient state and federal funding.

RECOMMENDATIONS AND
AREAS OF OPPORTUNITY

On the local, state, and national level,
governmental and nongovernmental
bodies have rapidly mobilized to

support case investigation and contact
tracing with limited English proficiency
communities (Table 1), and we encour-
age institutions to mirror effective and
ongoing efforts. We recommend build-
ing on the strengths of online contact
tracing courses and suggest augmenting
internal training and resources to in-
clude our recommendations for public
health departments and other agencies
tasked with hiring and training contact
tracers (Appendix A, available as a sup-
plement to the online version of this
article at http://www.ajph.org). These
resources can ensure that contact
tracers have the knowledge, skills, and
tools necessary to provide equitable
care and information to communities
with limited English proficiency.

We acknowledge that national and
state budgets may place limitations on
contact tracing recruitment and training,
and we encourage recognition of im-
migrant community assets and the
employment of multilingual community
representatives and professional inter-
preters as contact tracers themselves as
our most cost-effective and therefore
top-recommended strategies.

Our four recommendations include

1 Recognize community assets.

2 Ensure that contract tracers can
communicate effectively in commu-
nities' preferred languages.

3  Work with professional medical
interpreters.

4 Ensure that interpreting and tech-
nology modalities are matched to
programmatic needs.

Recognize Community
Assets

Public health authorities should partner
with visible community members and

OPINIONS, IDEAS, & PRACTICE

leaders who can share guidance on best
practices for building trust and main-
taining relationships with individuals
who may be understandably suspicious
of outsiders. As critical partners for
public health authorities, community
leaders can share input on culturally
appropriate and linguistically accessible
community resources (e.g., food, mental
health, and health programs) and virtual
or distanced outreach and education
(i.e., WhatsApp chat groups, Facebook
livestreaming, and YouTube videos).

Communicate in Preferred
Languages

Public health departments and other
agencies should create a toolkit for
communication across language bar-
riers and implement interactive training,
inclusive of modules on (1) best prac-
tices for working with medical inter-
preters (shown in Appendix A, Table A),
(2) the significance of language access,
(3) resources on efficient health com-
munication with limited English profi-
ciency contacts, and (4) cultural humility
or cross-cultural engagement. Profes-
sional medical interpreters, as well as
other multilingual community members
(who can undergo bilingual proficiency
testing), should be recruited to become
contact tracers themselves to ensure a
multilingual workforce reflective of the
community served.

Work With Professional
Medical Interpreters

Well-qualified, professional medical in-
terpreters who can increase rapport
and act as cultural brokers should be
hired or contracted. Agencies can
maintain internally constructed rosters
or consult national registries of
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TABLE 1— Examples of Local, State, and National Activities to Support Case Investigation and Contact
Tracing With Immigrant and Limited English Proficiency Communities: United States

Level | Activity | Funding | URL
Local
Denver Health and Hospital Authority |Created a video compilation of City of Denver's Immigrant and https://www.denverhealth.org/blog/
(Denver, CO) community leaders sharing COVID-19 | Refugee Commission, New American | 2020/04/stopping-the-spread-of-covid-
information and messaging in 12 Neighbors, Denver Public Schools, | 19-in-any-language
languages (each speaking in native |EDUCA radio
language)
Bhutanese Society of Kentucky Shared COVID-19 updates via Unknown https://mww.facebook.com/watch/live/?
(Louisville) Facebook livestreaming to ensure v=643501296484850&ref=watch_permalink

that community questions were
answered and that individuals were
receiving up-to-date information on
stay-at-home orders and case

numbers.
Somali Health Board COVID-19 Hub Developed a compilation of Web COVID-19 grant funding from https://www.covidshb.org
(King County, WA) resources about COVID-19 Washington Department of Health

maintained on the Somali Health
Board Web site in Somali, including
health guidelines, Webinars, news,
and resources. Held weekly
Community-COVID Conversations on
Facebook Live to connect with the
Somali-speaking community and
eliminate the potential for literacy
gaps.

State

Minnesota Department of Health Funded community-based Minnesota https://www.health.state.mn.us/
organizations to increase their communities/equity/funding/
respective community’s covidoutreach.html
understanding of and participation in
COVID-19 testing, case interviews,
and contact tracing, specifically in
residents of Minnesota and the 11
Tribal Nations that are communities
of color; American Indian residents;
lesbian, gay, bisexual, transgender,
and questioning residents; and
residents with limited English
proficiency.

Hawaii Department of Health Built a partnership between the Hawaii https://www.hawaii.edu/news/2020/05/
University of Hawaii and Hawaii 13/uh-doh-covid-19-contact-tracing-
Department of Health to train training

contact tracers and scale up
community health workers’
engagement in contact tracing.

New York State Assembly Senate Bill S8362A passed by the New | Not applicable https://www.nysenate.gov/legislation/
York State Senate requiring that bills/2019/58362

contact tracers be representative of
the linguistic and cultural diversity
communities served within the state.

National

National Resource Center for COVID-19 | Created a multidisciplinary center to | US Centers for Disease Control and | https://nrcrim.umn.edu

Prevention and Mitigation Among support state and local health Prevention and the International
Refugee, Immigrant and Migrant departments working with refugee, | Organization for Migration
Communities based at the University of | immigrant, and migrant

Minnesota communities that have been

disproportionately affected by
COVID-19 through best and
promising practices, linguistically
and culturally appropriate health
communications and health

Continued
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Level

Activity Funding

URL

education resources, online training
for public health professionals, pilot
projects between health
departments and community-based
organizations, and national
dissemination of resources.

Contact tracing resources at the
Centers for Disease Control and
Prevention

Compiled a communication toolkit
for public health professionals,
departments, and health systems
working with migrants, refugees, and
other limited English proficiency
populations containing translated
materials in various languages, as
well as guidance and resources for
public health response.

Developed a community
engagement checklist for health
departments to internally assess
communication, competency, and
partnership with limited English
proficiency communities.

Prevention

US Centers for Disease Control and

https://www.cdc.gov/coronavirus/2019-
ncov/need-extra-precautions/
communication-toolkit.html

https://www.cdc.gov/coronavirus/2019-
ncov/downloads/php/open-america/
Contact-Tracing-Community-
Engagement-Checklist.pdf

Refugee Health Initiative - International | Built an online platform to connect
refugee and immigrant health care
professionals trained outside the
United States to collaborations to
support the COVID-19 response.

Rescue Committee (IRC)

IRC internal funding

https://www.rescue.org/press-release/
irc-launches-online-platform-refugees-
and-immigrants-united-states-seeking-
obtain

https://refugees.rescue.org

professional medical interpreters to
have available for the contact tracing
team.

Ensure That Modalities Are
Matched to Needs

Contact tracers must have access to the
equipment and resources needed to
provide language services, such as
strong cell phone networks for tracers
making home visits to ensure connec-
tion to interpreters or training for op-
erators to communicate effectively via
telephonic interpreter if returned calls
are anticipated to a switchboard
number.

A MOVE TOWARD EQUITY

Ensuring the continued growth in both
numbers and skills of contact tracers
is critical to equitably addressing the
COVID-19 pandemic. Contact tracers

play a vital role in providing equitable
services to each case and contact, re-
gardless of English proficiency or pre-
ferred language. The work of agencies
and health departments will be
strengthened by adequate funding and
preparation of the contract tracing
workforce to communicate across
language barriers, consistent and con-
tinued availability of language access
resources, and continued partnership
with immigrant and limited English
proficiency communities. AJPH
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I n the current COVID-19 pandemic,
people living on the street or in tem-
porary accommodations may be at
higher risk for infection because of close
contact with others and a lack of hy-
gienic conditions." Vulnerable people
experiencing prolonged homelessness
suffer frequently from tuberculosis,
asthma, bronchitis, and HIV infection,
and they are therefore at high risk for
COVID-19 complications. This pop-
ulation has an all-cause mortality that is
five to 10 times higher than that of the
general population, with up to 17.5 years
lower life expectancy. Most causes of
death among people experiencing
chronic homelessness are related to lack
of timely and effective health care, which
will increase even further during the
COVID-19 pandemic. In the United States,
550000 people are experiencing home-
lessness on any given night and, despite
differences in definitions, Germany,
France, Canada, Australia, and Brazil all
report having more than 100 000 indi-
viduals experiencing homelessness (the
Appendix [available as a supplement to
the online version of this article at http:/
www.ajph.org] lists further references).
Substance use is one of the main
problems affecting people who

experience homelessness, as are drug-
related infectious diseases. Homeless-
ness was a key contributing factor in
recent HIV outbreaks among people
who inject drugs across Europe and
the United States.? In this unprece-
dented COVID-19 emergency, home-
lessness is expected to worsen the
health crisis among people who use
drugs, for example through drug re-
lapse, overdose, or difficulty accessing
drugs and sterile equipment. There are
already alarming signs of interruptions
of essential drug services, such as
opioid substitution treatment or safe
injection services.

Immediate solutions have been
implemented: COVID-19 testing has
been initiated in mobile stations, shel-
ters, and harm-reduction services. Many
cities have started housing individuals
experiencing homelessness in empty
hotels and temporary shelters. How-
ever, they may not be able to adhere to
ground rules, may be evicted, or leave
voluntarily. Other potential problems
are overcrowding (making it impossible
to adhere to physical distancing), lack of
spaces to isolate the sick, and no re-
sources to properly screen and assess
people with symptoms.

OPINIONS, IDEAS, & PRACTICE AIDI—I

THE HOUSING FIRST
APPROACH TO
HOMELESSNESS

We argue that permanent solutions, not
short-term results, must be found.
Housing First methods treat affordable
housing as a human right and provide
people who remain chronically home-
less with an immediate, permanent, and
independent place to live, combined
with support and treatment services.
Although traditional approaches defend
the necessity to enhance “housing
readiness,” Housing First offers people
who experience homelessness a place
of their own without requiring compli-
ance to psychiatric treatment or sobri-
ety. Housing First takes a consumer-
driven and recovery-oriented approach
and promotes an individualized inter-
vention based on a harm-reduction
philosophy. People are provided with
their own apartment on the open rental
market, supported by a team of spe-
cialists, and connected to social and
health services in the community with
the aim of social integration. This sup-
port team is committed to work with
each person as long as needed. Tenants
need to meet a staff member during
scheduled home visits and contribute
with 30% of their income to housing
expenses.? This goes a long way in
solving other social and health prob-
lems, promoting community integration
and engagement with drug or infectious
diseases treatment. It is a more efficient
allocation of resources from an eco-
nomic, social, and health standpoint.*>
Housing First ends homelessness in at
least eight out of every 10 people, with
better long-term outcomes than tradi-
tional approaches: number of days spent
stably housed per year in independent
accommodation (housing sustainment
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rates are > 80%), stabilization of drug and
alcohol consumption and health status,
with improvements reported in some
cases, fewer psychiatric symptoms, and
increased community integration.*®
Housing First costs need not be higher
than those spent on temporary accom-
modation, and significant further cost
offsets are achieved in health and legal
services, including spending on hospitals
and prisons, coupled with benefits in
housing stability.> By combining reduced
risk exposure with health care, Housing
First provides important protection to
this vulnerable population, with likely
significant reductions in mortality from
drug and alcohol use, injury, accident,
and homicide.

Housing First programs were started
in North America to offer people who
experienced homelessness rapid access
to a settled home in the community in
combination with mobile support ser-
vices. They have further spread more
widely in Europe using local and national
governmental bodies to provide training
in recovery-oriented care.” A major
barrier to scaling-up Housing First pro-
grams is affordable housing, especially
in markets with low vacancy rates and
high prices. In Finland, a successful in-
tegrated program with more than 7290
homes was critical to decrease home-
lessness in the past 10 years.” All pos-
sible channels and funding agencies,
such as the Ministry of Environment,
were used: private market, social hous-
ing, and new or renovated supported
housing units.

Housing First services can effectively
house most people who have experi-
enced chronic homelessness; how-
ever, a small percentage of participants
(15%-20%) still have difficulty achieving
housing stability. This proportion ap-
pears to be consistent through the lit-
erature and related to mental illness (in

Wiessing et al.

particular time spent in psychiatric
hospitals), time spent in prison, and a
good perceived control for mastering
circumstances. However, it appears to
be impossible to predict with confidence
the individual characteristics associated
with housing instability. Therefore,
Housing First should be tried with all
eligible people. For people who have
needs that are not fully met by Housing
First programs and who keep experi-
encing ongoing housing instability, al-
ternatives should be considered.

FINAL CONSIDERATIONS

The COVID-19 crisis has upended many
beliefs in the immutability of society.
Now is the time to eradicate chronic
homelessness through political com-
mitment to a global rollout of Housing
First action. This should be combined
with strong community-wide prevention
of homelessness and its drivers, such as
poverty and incarceration, through leg-
islation, as well as social security and
health insurance systems that provide
income support for basic needs, such as
food and affordable rent, as are already
in place in many countries. In Lisbon,
Portugal, plans to provide permanent
housing to all people who experience
chronic homelessness were fast-tracked
because of COVID-19, and 300 inde-
pendent apartments have been added
to the 80 previously available.

Housing First approaches are likely to
reduce the risks of COVID-19 transmis-
sion by promoting health among resi-
dents. Societal change will be required
to efficiently counteract the widespread
inequality exacerbated by the new
economic crisis. Housing First should be
one key element in a package of solu-
tions to reduce the social misery and
public health risks of people living in
often inhumane circumstances. AJPH
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Supplemental Nutrition Assistance
Program (SNAP) enrollment has in-
creased dramatically during the COVID-
19 economic crisis. Currently, one in
three households with children experi-
ences food insecurity, the greatest
prevalence in modern times." SNAP ef-
fectively reduces poverty and improves
food insecurity,” and the current re-
cession has increased many US house-
holds' reliance on federal nutrition
programs. These new developments
have intensified ongoing public debate
about the most effective program de-
signs for promoting food security and
dietary quality.

SNAP fruit and vegetable (FV) incen-
tives aim to improve diet quality for
participants by providing matching
funds for FVs purchased with electronic
benefit transfer (EBT). SNAP incentives
encourage healthy eating behaviors by
subsidizing FV purchase and consump-
tion. FV incentives have been piloted
nationwide, providing important evi-
dence than can inform optimal program
design. However, incentives are not
uniformly available to all SNAP par-
ticipants, and there are currently

insufficient federal resources appro-
priated to expand incentives nation-
wide. We review the scientific evidence
base for FV incentives and their corre-
lation with healthy eating behaviors,
highlight potential challenges for scaling
FV incentive programs, and explain the
public health opportunity associated
with nationwide expansion of evidence-
based FV incentives.

EVIDENCE BASE

SNAP provides more than 37 million
Americans monetary benefits for food.
Given widespread SNAP participation,
incremental program changes have the
potential to have large, positive impacts
on US food security and nutrition, fur-
ther aligning SNAP with agency mission.
The 2008 Farm Bill's Healthy Incentives
Pilot (HIP) offered a $0.30 rebate per
every $1.00 of SNAP benefits spent on
targeted FVs. This program was associ-
ated with a reduction in the gap be-
tween actual and recommended FV
intake by 20%; SNAP households ran-
domly assigned to receive FV incentives
increased daily consumption of FVs by

OPINIONS, IDEAS, & PRACTICE AIDI—I

26% (% cup equivalent) and monthly
household purchases increased 11%
($6.15).2

Subsequently, the 2014 Farm Bill au-
thorized the Food Insecurity Nutrition
Incentives (FINI) Program to fund com-
munity FV incentives for SNAP partici-
pants. The 2018 Farm Bill increased
funding and renamed FINI the Gus
Schumacher Nutrition Incentive Pro-
gram (GusNIP). The FINI Interim Report
evaluating 2015-2017 grantees showed
that FINI increased monthly FV pur-
chases for SNAP participants living near
a participating retailer by up to 16%
($15.32) but did not translate to de-
tectable increases in FV consumption.*
However, the consumption finding
should be interpreted with caution. The
wide array of FV incentive program de-
signs and limited uptake across the
2600 FINI-participating retailers compli-
cated the evaluation of FINI outcomes.
Some programs designed to measure
more discrete measurable outcomes
demonstrated large improvements in FV
consumption; for example, the FINI-
funded Rhode Island Public Health In-
stitute’'s Food on the Move program, a
mobile produce market offering a 50%
discount on all EBT purchases, found
that SNAP customers spent $10.54
more on FVs per transaction per month
compared to non-SNAP customers and
was associated with increases in FV
consumption (Reece Lyerly, written
communication, September 1, 2020).

CHALLENGES AND
OPPORTUNITIES

While growing evidence shows that FV
incentives improve healthy eating be-
haviors, successful incentive programs
face challenges as consumer demand
for incentives outpaces program
budgets. For example, in 2018, the
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Massachusetts Healthy Incentives Pro-
gram spent its entire three-year budget
of $1.3 million in less than one year,
followed by program suspensions in
2019 and 2020. Similarly, Food on the
Move sales skyrocketed when consumer
demand quadrupled with program ex-
pansion. While this growth was laudable,
it jeopardized the sustainability of both
programs and prompted contractions in
program scope. Forced contractions
confuse customers and likely limit con-
tinuity in healthy eating behaviors, the
intended outcome of FV incentives.

A compounding challenge is that FINI
and GusNIP require applicants to solicit
dollar-for-dollar nonfederal financial
matching contributions. Ultimately,
onerous matching requirements are
unrealistic for many state and nonprofit
institutions that operate programs, lim-
iting the scope of FV incentives. With the
current GusNIP funding structure, grant
funds are often insufficient to cover the
full cost of incentives and provide in-
adequate resources for administering
programs across retail settings. Dis-
pensing with nonfederal match re-
quirements would expand program

scope and contribute to continuity in
service.

RECOMMENDATIONS FOR
SCALING INCENTIVES

Successful FV incentive programs' im-
pact and growth provide evidence for
scaling incentives. The decentralized
FINI model of smaller-scale grants cul-
minated in a wide array of incentive
program designs, providing critical in-
sight for scaling FV incentives into a
cohesive, nationwide program that
maximizes impact. Table 1 highlights
important program design consider-
ations and evidence-based recommen-
dations for a national FV incentive
program. We propose the following for
a national FV incentive:

Use 100% Match Rate and
No Match Cap

Debate has been ongoing about the
appropriate match rates and match
caps and how best to optimize and
simplify FV incentive structures. Match
rates refer to the incentive provided to

the customer relative to the customer’s
EBT expenditure. Match caps refer to
imposed incentive maximums. HIP and
farmers’ markets historically used lower
match rates, but most FINI retailers
(84%) provide a 100% match rate,* with
anticipated larger increases in FV
spending relative to HIP.> We recom-
mend a 100% (dollar-for-dollar) match
rate; this approach maximizes impact
and is easy to communicate.* Although
most FINI grantees impose match caps
to contain costs,* such restrictions can
unnecessarily complicate programs,

as few HIP households reached match
caps.?

Use Instant Electronic
Incentive Mechanisms

There is differing opinion on how best to
administer FV incentives. Some pro-
grams distribute incentives for re-
demption on future purchases to
motivate customer return, but many
redemption models culminate in in-
complete incentive redemption (Reece
Lyerly, written communication, Sep-
tember 1, 2020).* While token or coupon

TABLE 1— Recommendations for Maximizing Impact When Scaling Up Fruit and Vegetable Incentive Programs:
Evidence From the Healthy Incentives Pilot and Food Insecurity Nutrition Incentive Program

Program Element

Program Design Choices ‘

Recommendation

Match
Rate 100%, 40%, 30% Use 100% match rate and no match cap for a clear,
Cap Transaction-based, household-based, none compelling program.
Mechanism
Economic Instant, rebate, voucher Use an instant electronic incentive mechanism for
Delivery Electronic, physical streamlined administration and high redemption.
Targets
Fruits and vegetables Fresh, frozen, canned, local . -
g Allow all forms of fruits and vegetables to earn additional
Population SNAP, lower-income SNAP benefit across all authorized retailers, focusing
Retailer Farmers' markets, grocery stores, mobile markets, CSA expansion to grocery stores.

Note. CSA=community-supported agriculture; SNAP =Supplemental Nutrition Assistance Program.
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incentives have lower start-up costs,
they can be operationally cumbersome
and difficult to monitor.* Most impor-
tantly, electronic instant incentives op-
timize redemption rates (Reece Lyerly,
written communication, September 1,
2020) and increase capacity for moni-
toring and evaluation, which is critical in
evaluating the impacts of the proposed
national incentive model. We endorse
using existing SNAP technology to pro-
vide immediate redemption of incen-
tives through EBT cards; these models
optimize redemption and reduce stigma
through discrete redemption of
incentives.

Expand Target Foods,
Population, and Retailers

A final set of incentive program con-
siderations revolve around target foods,
population, and retailers. Half of FINI-
funded projects target only local, fresh
FVs to support local agriculture.* How-
ever, we recommend incentives apply to
fresh, canned, and frozen FVs to maxi-
mize consumption of FVs year-round
given smaller effect size in programs
that place restrictions on FV form.°
Moreover, most SNAP benefits are
redeemed in grocery stores and su-
permarkets; FV incentives should
therefore be designed for large retail
settings where they are likely to have the
greatest public health impact. Wide-
spread implementation will further am-
plify impact through promotional effects
(https://bit.ly/35X0y;}Y).

CALL TO ACTION

FINI and GusNIP established FV incen-
tive programs that varied in design and
implementation that collectively con-
tributed to important changes in healthy
food access and enhanced healthy

eating behaviors among SNAP partici-
pants. However, only a small fraction of
SNAP participants currently has access
to FV incentive programs. Recent in-
creases in SNAP participation also rep-
resent an opportunity to improve the
health of millions of Americans and to
stimulate economic activity through in-
creased purchasing power. Scaling FV
incentives to all SNAP participants has
been associated with health benefits
that could culminate in more than $1
billion in health care savings related

to nutrition-driven chronic disease.’
During this time of economic crisis and
rising food insecurity, we call on the
federal government to institutionalize
evidence-based FV incentives for all
SNAP participants. AJPH
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Public health education must con-
tinually adapt as it trains practi-
tioners to address the dynamic public
health landscape. New criteria from the
Council on Education for Public Health
underscore the importance of public
health practice in public health educa-
tion, requiring candidates in some de-
gree programs to work with practice
partners to graduate." Tenure-track
faculty, often focused on obtaining grant
funding and publishing, are generally
not well positioned to teach practice-
based concepts. Clinical-track faculty,
often focused on practice-oriented work
and held to different expectations for
scholarly productivity than tenure-track
faculty, have the potential to fill practice-
oriented curricular gaps. To optimize
clinical faculty contributions to the
public health curriculum, we need to
better understand their presence and
roles. A deeper understanding of the
clinical track will illuminate the value
those faculty bring to their institutions
and, in institutions without clinical fac-
ulty, whether it is worth starting a
clinical-track line.

At our own institution, the University
of Michigan School of Public Health, the

Anderson et al.

number of clinical faculty hired in the
past five years grew substantially. In our
setting, clinical faculty work in each of
our six academic departments hold
leadership roles in creating new aca-
demic programs, drive accreditation
efforts, participate in teaching, work with
community practice partners, and con-
duct research. Yet the extent to which
other schools of public health employ
clinical faculty and the duties of clinical
faculty in these environments are not
well documented. To begin to under-
stand the presence of clinical faculty in
public health education, including their
roles and potential value to the field, we
must first document basic information
about these faculty in schools of public
health.

ENUMERATION OF
CLINICAL FACULTY

Currently, the Association of Schools &
Programs of Public Health (ASPPH) does
not enumerate clinical faculty in a sep-
arate category in their annual reports of
faculty.? In an attempt to bridge this

knowledge gap, our team conducted a
Web site review of all accredited US

schools of public health for faculty with
“clinical” in their title, excluding clinical
instructors and lecturers; visiting,
emeritus, and adjunct clinical faculty;
and clinical faculty with joint appoint-
ments in which their primary appoint-
ment was nonclinical or outside public
health.

Our review demonstrates that clinical
faculty have a significant presence in US
schools of public health. Just over half
(33 of 60) of schools had at least one
clinical faculty member. In total, there
were 3217 clinical faculty members
across these schools. Collectively,
among schools of public health with
clinical faculty, 10% of faculty members
were clinical (327 clinical faculty/[321
clinical faculty + 2743 other faculty]). The
clinical faculty count is from our Web
review; the other faculty count is from
ASPPH, which includes tenure- plus
research-track faculty who teach. As the
denominator does not include research
faculty who do not teach, the percent-
age of clinical faculty may be an over-
estimation. Conversely, we may have
missed faculty who serve in roles similar
to clinical faculty but whose titles reflect
only rank. At individual institutions, the
percentage of clinical faculty ranged
from 1% to 77%. Clinical faculty were
especially prominent at research-
intensive institutions; nearly two thirds
of research-intensive institutions with a
Carnegie Basic Classification of R1 (very
high research activity) and R2 (high re-
search activity) included clinical faculty,
whereas institutions without a focus on
research had far fewer clinical faculty.

EXPLAINING PATTERNS
OF APPOINTMENTS

Why are we seeing this pattern? We can
speculate. Tenure-track faculty at
research-focused institutions must



prioritize research, as most are merited
on research dollars and activities rather
than practice activities. Clinical faculty
may have been hired at these types of
institutions to provide a connection to
practice, or they may have been hired to
teach core and competency-focused
courses, as teaching has been a tradi-
tional role of clinical faculty.® The need
for additional faculty to teach in new and
expanding programs may also drive
clinical faculty hires. Data published by
the de Beaumont Foundation in part-
nership with ASPPH show a 300% in-
crease in the number of graduate public
health degrees conferred between 1992
and 2016.* Data from this same report
show that, during this same period,
the number of academic institutions
awarding public health degrees qua-
drupled. Similarly, the number of grad-
uates and degree programs offering a
bachelor's of public health swelled in the
past three decades.® Faculty are needed
for nontraditional public health educa-
tion, including online education, and
clinical faculty may play an outsized role
in schools and programs of public health
to meet this demand.

QUESTIONS THAT NEED
ASKING AND ANSWERING

The absence of data on the role of
clinical faculty prompts a number of
questions on how this track functions
across academic public health institu-
tions. There is a large disparity between
clinical- and tenure-track faculty in rank,
with many more clinical faculty at lower
ranks than tenure-track faculty. In our
sample, more than half (53%) of clinical
faculty were at the assistant level and
only 16% were full professors; tenure-
track faculty were much more balanced
(Figure 1). Reasons for this differential in
rank distribution should be studied, with
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FIGURE 1— bpistribution of Ranks for Clinical Faculty and Tenure-Track
Faculty in US Schools of Public Health: 2019

specific attention to differences in hiring
practices, contract lengths, promotion
criteria, and other factors that might
lead to a disproportion of assistant-level
clinical faculty.

This disparity in rank could also be
attributable in part to the credentials of
clinical faculty and how they relate to
their ability to succeed. Most (88%)
clinical faculty in our sample had a
doctoral degree, but for about 10% their
highest degree was at the master’s level.
Without a doctoral degree, it may not be
possible to advance through the ranks.
Additionally, 14% of clinical faculty in
schools of public health were physicians.
Physicians and other clinicians may be
more likely to see patients in addition to
their academic activities, precluding the
focus that may be required to advance
in an academic institution.®” Exploring
this disparity, and how it may affect the
sustainability and ultimate quality of the
clinical line, is imperative.

The very name of the clinical track
should be reevaluated: whether and
how it serves faculty and whether it
should be revised. The word “clinical”
has been used appropriately for other
applied health professions, such as

medicine and nursing, but has little
connection to public health and may not
serve our clinical faculty well. Because
we do not know what types of activities
clinical public health faculty engage in, it
is not clear what the most appropriate
title would be.

Appraising teaching, service, research,
and practice activities among clinical
faculty across institutions is critical. Are
there standard expectations for teach-
ing and practice activities? How do for-
mal expectations align with actual
activities? What are the expectations for
promotion? Another important question
is how clinical-track activities align with
or are shaped by funding sources. If
clinical faculty are hired to teach heavy
loads, they will probably be paid with
“hard” (institution) funds. But at some
institutions, tenure-track and clinical
faculty may be expected to cover a
portion of their salary. If this is the case
for clinical faculty, they will be beholden
to their own funding sources. If they are
participating in public health practice
through funded activities, what do these
entail?

Clinical faculty work in the majority of
US schools of public health, playing
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important roles in meeting the educa-
tional and practice missions of our ac-
ademic institutions. We hope the
questions we raised lead to more in-
vestigation, planning, and strategic
thinking about clinical faculty contribu-
tions to academic public health. 4JPH
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O n June 29, 2020, the US Supreme
Court issued an opinion in Jjune

Medlical Services, L.L.C. v. Russo that ruled
Louisiana's admitting privileges law un-
constitutional, thereby blocking it from
taking effect and allowing Louisiana
abortion clinics to remain open. The
Supreme Court reached this decision
after it examined research showing that
admitting privilege requirements have
no medical benefit and instead place
unnecessary burdens on clinics, pre-
venting many people from accessing
needed reproductive health care.’

Although evidence carried the day in
June Medical Services, admitting privileges
are hardly the only barrier to abortion
care access—in Louisiana or elsewhere.
Categories of abortion restrictions in-
clude, but are not limited to, public and
private payer prohibitions (e.g., denial of
abortion coverage and claims), unnec-
essary but mandated services (e.g., ul-
trasound viewing, compulsory 24-hour
waiting periods, counseling with inac-
curate information about the sequelae
of abortion), mandated parental

involvement in minors' decisions to have
abortions, prohibition of terminations
after certain gestational ages, and re-
strictions on the use of telemedicine or
advanced practice professionals in
abortion care provision.? These restric-
tions buck the recommendations of the
American Public Health Association® and
the American Medical Association.* They
also work synergistically to create a
landscape in which abortion can be
difficult if not impossible to access, es-
pecially for those with the fewest social
and economic resources—including
Black and Indigenous people and other
people of color.

Moreover, June Medical Services's Su-
preme Court ruling does nothing to
change abortion access or laws in other
states. In fact, the wording of the Su-
preme Court's decision leaves the door
wide open for future lawsuits regarding
state-based regulations. Along these
lines, although popular media outlets
focus overwhelmingly on the potential
reversal of Roe v. Wade, especially in light
of the current Supreme Court vacancy,

OPINIONS, IDEAS, & PRACTICE AIDI—I

reproductive health experts underscore
the importance of state-level abortion
policies, even with Roe v. Wade in the
balance.® Existing passed and signed
state laws would become enforceable
immediately if Roe v. Wade is overturned,
criminalizing abortion in the majority of
US states and territories, including our
home state of Wisconsin. Even with Roe
v. Wade in place, many state regulations
significantly curtail abortion access, and
the Louisiana law is one of more than
450 state policies restricting access that
have passed in the past decade alone.

UNDEREXAMINED ROLE OF
PHYSICIAN CONCERNS

Physicians both provide abortion health
care and hold the public's trust, ranking
above teachers, police officers, and
clergy in terms of their perceived hon-
esty and ethics.® However, physician
attitudes about abortion health care
policy's impacts on patients and the
larger practice of medicine and public
health are surprisingly underresearched
and underused.

Multiple studies document physician
attitudes toward other state and federal
laws and programs, including the Af-
fordable Care Act, Medicare, and the
federally mandated Physicians Quality
Reporting Initiative.” Medical and public
health leaders have argued against
legislative interference with doctor-
patient relationships and have under-
scored physicians' critical role in shaping
health care policy.?2 But abortion, a
health care procedure involved in 25%
of all US pregnancies,” is often omitted
from studies of physician attitudes
and their potential policy influence.

Voters trust the integrity of physicians,
and physicians' potential role in shaping
abortion-related policy and attitudes
has significant implications for abortion
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care availability and legality at the local
and state levels and beyond. We illus-
trate some of these implications with
results from a survey of clinicians at
Wisconsin's largest medical school.

WISCONSIN AS A CASE
STUDY

Wisconsin is a political battleground
state. In 2010, a sea change election
shifted the governorship, state house,
and state senate to Republican control.
This transformation resulted in the
implementation of multiple abortion
restrictionsin 2011 through 2013. These
include a mandatory 24-hour waiting
period, a ban on abortion 20 weeks after
fertilization, a prohibition of telemedi-
cine for medication abortion care, and a
ban on insurance coverage of abor-
tion for state workers. The laws also
require that only physicians provide
abortion services, even though research
from other states shows that nurse
practitioners and other advanced prac-
tice providers deliver these services
safely.’®

For medication abortions, not only are
telemedicine services verboten, but
patients are legally mandated to return
to the same physician on separate days
to be counseled and then observed
while taking the medication. These
medically unnecessary requirements
are especially onerous for rural and low-
income residents, including Black and
Indigenous people and other people of
color. Wisconsin Medicaid also fails to
cover abortion services in most cases,
even though it does pay for prenatal and
birthing care. Most low-income people,
therefore, must pay for abortion care
out of pocket—an expense that many
cannot afford.”" Along with 28 other
states, Wisconsin is now considered
"hostile” to abortion health care.’

Higgins et al.

Catholic hospital penetration is higher
in Wisconsin than nationally,'® a trend
that has limited abortion access and the
provider pipeline. Abortion services in
some regions have ceased to exist,
whereas numerous religiously affiliated
health care institutions have imple-
mented “restrictive covenants” in em-
ployment contracts. Opposed by the
American Medical Assocation,' these
covenants prohibit specific services that
physicians can provide, notably abor-
tion, even if they were to provide those
services at secular health care systems
on their own time.

Cumulatively, these factors contrib-
uted to the closure of 40% of the state’s
abortion facilities between 2009 and
2017, which led to significantly higher
birthrates in counties experiencing the
greatest distance increases to abortion
health care.” Given this restrictive en-
vironment, Wisconsin creates an apt
setting for physician attitudes about
abortion health care policy.

SURVEYING LOCAL
LEADING DOCTORS

Using existing and adapted measures,
we developed a cross-sectional 45-
question survey, described in detail
elsewhere,'®"” that we designed to
gauge physicians’ knowledge, attitudes,
and referral practices regarding abor-
tion and abortion health care policies.
In conjunction with experts at the
University of Wisconsin Survey Center,
we fielded our survey to all practicing
physician faculty members (n=1357) at
the Wisconsin School of Medicine and
Public Health—the largest and only
state-supported medical school in the
state. We used best practices to in-
Crease participation, including a moti-
vating incentive structure (e.g., $5 bills
enclosed in hard-copy study invitations),

Web and mail mixed-mode methodol-
ogy, and up to three reminder e-mails
and a final article questionnaire dis-
tributed to initial nonresponders. We
collected responses from February to
May 2019.

Of 1357 distributed surveys, respon-
dents completed and returned 913, for
an adjusted response rate of 67%.
Participants represented more than 20
medical specialties, and 94% said their
patients include women of reproductive
age. We used the term “women” in our
questions because the overwhelming
majority of abortion patients identify as
women, but we note that trans men and
gender-nonconforming individuals also
need and seek abortions.

MAJOR PHYSICIAN
OPPOSITION TO
RESTRICTIONS

We found that physicians across spe-
cialties oppose restrictions on abortion
health care services and policies that
prohibit physician involvement in abor-
tion care. Our findings underscore sub-
stantial concern that abortion restrictions
would negatively affect patient care, the
patient-provider relationship, and the
ability of medical institutions to attract
and retain a strong physician workforce.
As described in another analysis of
these data,’® the overwhelming majority
of physicians in our sample supported
abortion, including 80% for abortion
health care services (both in-clinic and
medication abortion), 80% for unre-
stricted patient access to abortion, and
84% for abortion providers. Physicians
expressed considerable concern that
restrictive abortion laws will make it
difficult for patients to receive the care
they need and for physicians to offer
timely or appropriate care (Figure 1).
Less than 10% were not at all worried.
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How concerned are you that restrictive abortion laws will make it difficult for . . .
O physicians to offer timely/appropriate care B patients to receive care they need

Extremely

Very

Somewhat

Level of Concern

A little

Not at all

Percentage

FIGURE 1— Physician Attitudes Toward the Effects of Restrictive Policies on Abortion Health Care Access and Delivery:
Survey of All Clinical Faculty at Wisconsin School of Medicine and Public Health; Madison, WI; 2019

Ninety-one percent said that women’s
health care in Wisconsin would get
worse if Roe v. Wade were overturned
and the state’s abortion law took effect
(79% a lot worse, 12% somewhat worse,
5% neither better nor worse, 2%
somewhat better, and 2% a lot better).
Virtually all (99%) were at least a little
concerned about legislation interfering
in the doctor-patient relationship (48%
extremely concerned, 33% very, 14%
somewhat, 5% a little, and 1% not at all).
Physicians also overwhelmingly op-
posed restrictive covenants. Nine of 10
(919%) agreed that physicians should not
be prohibited from providing repro-
ductive health care to patients outside
their health care system (83% strongly
agree, 7% somewhat agree, 5% neither
agree nor disagree, 2% somewhat dis-
agree, and 3% strongly disagree).

Finally, physicians were worried about
how abortion restrictions would affect
their own medical institution. More than
four in five (83%) expressed at least some
concern that restrictive abortion laws
would make it difficult to recruit faculty
(12% extremely concerned, 19% very

concerned, 22% somewhat concerned,
15% a little concerned, and 17% not at all
concerned). Two thirds (66%) were worried
about effects on trainee recruitment (12%
extremely concerned, 19% very con-
cerned, 32% somewhat concerned, 20% a
little concerned, and 34% not concerned).
Although these concerns were highest
among obstetrician-gynecologists and
other primary care physicians, the trend
held across all medical specialties.

WIELDING PHYSICIAN
ATTITUDES

Public health and medical leaders have
called for using physician attitudes to
change policies and public
perceptions.’®'? Abortion policy is an
opportune and time-critical topic for
such capitalization: physician attitudes
could guide stakeholders and influ-
encers, such as journalists, public health
and medical leaders, and—ultimately—
voters. The time for this influence is now,
especially in battleground states where
abortion access is already restricted and
could be criminalized. For example,

physician attitudes could be used to
shed light on and potentially suspend
restrictive covenants at religiously affili-
ated health care institutions.
Physicians’ attitudes could also carry
weight with their own institutional
leadership, whose mandates involve
clinician recruitment and downstream
effects on the state’s physician labor
force. In taking a stand on abortion
health care access, physicians could in-
fluence not only their patients and
public health practice but also their
profession and institutions. AJPH
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estrictive, often punitive, abortion

laws and policies—such as man-
dating that all second-trimester abor-
tions be performed in a hospital,
limitations on the pool of abortion
providers, required ultrasound viewing,
and required waiting times before an
abortion—stigmatize those who seek
and those who provide abortion
services. This abortion-related stigma
produces a variety of stigmatic and
psychological harms by creating and
perpetuating feelings of shame and
psychological stress about abortion and
imposing the government's disapproval
of abortion at every point in the delivery
of services."

ABORTION-RELATED
STIGMA

Abortion-related stigma is created by
cultural norms and reinforced by poli-
cies that harm those who provide and
those who receive abortions. Abortion-
related stigma has been defined as “a
negative attribute ascribed to women
who seek to terminate a pregnancy that
marks them, internally or externally, as
inferior to ideals of womanhood." P58
This is the case even though we know

from national statistics that abortion is
an extremely common gynecological
experience among American women,
with approximately 25% of women
having an abortion in their lifetime.”
Social norms that purport the excep-
tionality of abortion label those

who seek abortion as deviants who
are “promiscuous, sinful, selfish,

dirty, irresponsible, heartless or
murderous.” %29 Abortion can be seen
as violating traditional standards of
womanhood, motherhood, and sexual
purity. Overt discrimination routinely
occurs when those who seek abortion
services are denied access to accurate
information and treatment and are
subject to punishment, including shame,
endangerment of job or socioeconomic
opportunities, and rejection in their
communities.>*

STIGMA CODIFIED INTO
LAW

Abortion-related legislative actions, in-
formed by unfounded negative charac-
teristics or stereotypes related to
abortion services and those who access
these services, exacerbate, reinforce,
and perpetuate stigmatization at an

OPINIONS, IDEAS, & PRACTICE AIDI—I

institutional level. For example,
abortion-related laws build on the mis-
conceptions that those who seek abor-
tions are irresponsible or selfish and on
the inaccurate stereotype that abortion
is dangerous or unsafe. The stigmatized
then suffer negative social and health
outcomes, in part through experiences
of prejudice and discrimination, which
create daily stress and psychosocial
distress that can interfere with physical
and mental well-being?

This structural stigma can grow
through inequitable laws and policies,
perpetuating discrimination by actors
who react to the society-level stigmati-
zation of a condition. Furthermore,
public policy can activate a stereotype by
making an association between a group
and a behavior or reminding people
about negative associations they may
already hold about that group, such as
those seeking or providing abortion
services. People’s evaluations are mis-
informed by the stereotypes or stigma
communicated through legal messaging
that reinforces the relationship between
a particular policy (e.g., mandatory ul-
trasounds) and a particular group (e.g.,
those seeking abortion services). In
other words, laws, as well as the public
debate of these laws, campaigns, and
news coverage relating to the passage
of stigmatizing policies, can increase
negative attitudes toward discredited
groups. Thus, laws and policies can ex-
acerbate abortion-related stigma and
discrimination experienced on the indi-
vidual level.

EFFECTS OF ABORTION
STIGMA ON HEALTH

Abortion stigma encourages members
of society to shame those who seek

abortion and fosters fear and psycho-
logical stress in patients who perceive
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this stigma. Abortion itself is not asso-
ciated with an increased risk of any
physical or mental health issues, but
experiences and fears of abortion-
related stigma can result in lower self-
efficacy, reduced perceptions of social
support to help with abortion decision-
making, increased use of denial and
avoidance coping technigues, and avoid-
ance of needed services."** This can in-
clude fewer people seeking reproductive
health services because of fear of inter-
personal and societal-level persecution and
judgment. These represent devastating
health consequences for people who ex-
perience stigma because of their abortion.

EXAMPLE OF ABORTION-
RELATED STIGMA IN
ALABAMA

In a study on young Alabama women's
perceptions of reproductive options,
participants described the inevitability of
parenting; participants perceived par-
enting as the only acceptable option
when faced with an unintended preg-
nancy.® This perception resulted from
opinions that abortion was a shameful
and socially unacceptable option, as well
as the difficulties in accessing abortion
caused by restrictive state laws. Stigma
about abortion caused women to hide
their abortion history from family mem-
bers, community members, and health
care providers. Another study found that
abortion stigma in Alabama made it difficult
for women to disclose to others why they
needed help with transportation or time off
from work to be able to visit distant clinics
for abortion counseling and services.”

MISINFORMATION AND
LEGAL RESTRICTIONS

Restrictive policies, such as those
enacted in Alabama, are reflections of

Turan and Budhwani

society's ideologies and therefore rein-
force stigmatizing norms. Abortion
stigma is codified in laws that limit
abortion access and promote the pro-
vision of inaccurate information and
thus is embedded across educational,
legal, health, and welfare systems. The
effects of this structural stigma are
compounded by poverty and other so-
cioeconomic deficits. Laws that single
out abortion facilities and regulate them
differently (more stringently) than other
outpatient clinics, contribute to the ex-
ceptionality of abortion and convey the
idea that abortion is different from other
medical services. Such laws constrain
abortion access and invoke and per-
petuate inaccurate perceptions that
abortion is dangerous and morally
wrong, creating the belief that those
who have abortions are deviating from
appropriate behavior. The resulting
stigma negatively affects both patients
and providers.?

Specifically, informed consent re-
quirements often expose the patient to
such things as misleading information
about physical or psychological risks
of abortion services, fetal imagery
designed to reflect greater development
than is accurate, references to the pa-
tient as “the mother,” and making the
patient listen to fetal heart tones. These
requirements create the inaccurate
perception that abortion is a major
medical procedure and that the fetus is
viable, even in circumstances when it is
not. These tactics obscure the pregnant
person from view, decontextualize the
fetus, overstate the fetus's indepen-
dence, and ignore the pregnant person’s
circumstances and preferences. Re-
strictive abortion laws threaten a pa-
tient's reproductive autonomy: the
ability to make decisions based on one's
personal considerations and free from
external forces, including the judgment

of other people and institutions. By
making abortion services logistically and
financially difficult to access, such laws
and policies fundamentally convey the
notion that pregnant individuals need to
be protected from making the wrong
decision.

CONCLUSIONS

Abortion laws being enacted across
the United States—such as imposing
stringent requirements on facilities
offering five or more first-trimester
abortions per month, mandating all
second-trimester abortions be per-
formed in a hospital, limiting the pool of
clinicians, requiring at least 24 hours
before a procedure, requiring that
health care providers perform an ultra-
sound, giving patients state-mandated
verbal information, offering printed
materials that are in part inaccurate or
misleading, and criminalizing violations
of the statutory requirements—create
and reinforce the unfounded and un-
substantiated exceptionality of abortion,
the perception that abortion is morally
wrong, and the shaming of abortion
patients and providers."##

These laws treat patients as funda-
mentally suspect by promoting the in-
accurate stereotype that those who
seek abortion services are morally de-
viant and incompetent decision makers.
The resulting stigma increases the risk of
poor psychological and physical health
outcomes among pregnant individuals
and stigmatizes, devalues, and profes-
sionally harms abortion providers. AJPH
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Public libraries have an extensive
population reach in the United
States, with public library services
available to the vast majority of the US
population. A Public Library Service
survey conducted in 2016 found that
nearly 311 million people in the United
States, or 96% of the US population,
lived in a public library service area, the
geographic area for which a public li-
brary offers services." In many cases, the
accessibility of public libraries extends to
an online presence that can be accessed
remotely, such as 400 million e-books
that are available to US library patrons
annually." Further, US public libraries are
used by a broad segment of the pop-
ulation. In fact, it was estimated that 171
million registered users, or 52% of the
US population, visited public libraries
more than 1.35 billion times over the
course of one year.'

Lower-income Americans, Hispanics,
and African Americans are more likely to
affirm that public libraries positively af-
fect their lives and communities than are
other Americans.? US public libraries
and public library staff have provided
safe spaces and intensive support for
people experiencing mental illness and
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substance abuse, homelessness, immi-
gration challenges, and trauma.?

Even in disenfranchised communities,
such as many in the segregated neigh-
borhoods of Chicago, lllinois, amid area
gun violence, deep poverty, and isola-
tion, libraries offer a safe space, and
librarians are well trusted to support
information access across racial/ethnic
and other diversity divides. Some Chi-
cago area libraries have added social
workers to their staff and tailored their
programs to meet local community
needs, such as homelessness and ap-
plying for public aid programs. During
the COVID-19 pandemic, public librar-
ians, such as those the Chicago Public
Library (CPL) employs, have continued
serving the community in a variety of
ways, including providing traditional li-
brary services such as making e-books
available, disseminating COVID-19 re-
sources, and connecting those in need
with food.

In essence, public libraries are
emerging in key roles for improving the
health of underserved communities. We
describe a budding academic-library
research partnership formed between
Northwestern University and the CPL to

equip the city with resources and tools
to reach diverse populations who seek
health and wellness information, in-
cluding information and resources
about clinical trials and preventive ser-
vices. We put forth this example to en-
courage similar partnerships with public
libraries to address identified commu-
nity needs.

WHY PUBLIC LIBRARIES?

US public libraries often serve as social
centers by providing programming,
hosting events, and meeting specific
needs of patrons such as job seekers
and students.* For example, US public
libraries have a long history of offering
assistance to patrons searching for
employment opportunities, preparing
for exams, and applying to school. In
recent years, they have increasingly
provided patrons help in connecting
with agencies providing social and
mental health services.* Many US public
libraries also support basic literacy
programming.*

The Pew Research Center’s studies of
US public libraries conducted from 2011
through 2016 included survey results
showing that trust in librarians is high
because of their demonstrated ability to
curate and share reliable knowledge.”
The notion of public libraries as trusted
spaces has also been affirmed in a study
of first-generation Mexican immigrants
who participated in classes in six US
public libraries. The study found that
participation in library programs in-
creased trust of the library, the librar-
ians, and other library users in this study
population.®

HEALTH FOR ALL

In 2018, researchers at Northwestern
University Feinberg School of Medicine



approached CPL leadership to pitch

a collaborative research project that
would bridge medical researchers,
health science librarians, and public li-
brarians to develop digital tools for in-
creasing awareness of and participation
in clinical trials research among people
from health disparity populations. CPL
has 81 locations serving 2.7 million
residents in Chicago's 77 community
areas. Well-established CPL programs
that improve the lives of diverse Chicago
residents include programs in science,
technology, engineering, and mathe-
matics initiatives and digital literacy
programs. However, few programs have
directly touched on the health ineg-
uities experienced in many CPL
neighborhoods—hence this
opportunity.

The Health for All study was originated
and launched shortly after those initial
meetings, with grant funding from the
National Library of Medicine. A design-
thinking approach was employed to
ensure fit and responsiveness to the
needs of CPL patrons and libraries.
Researchers and librarians from the
study’s Library Partnership Advisory
Committee conducted needs assess-
ments, focus groups, and usability test-
ing, leading to a Health for All Web-
based resource for library patrons to
learn about clinical trials. Resources
specifically addressed barriers identified
by library patrons and librarians—such
as distrust of clinical trials, researchers,
and universities. The Health for All tool
has been deployed across 10 CPL
branches and is now being promoted
across CPL as a digital resource; evalu-
ation is ongoing. Qualitative research
findings accrued thus far speak to the
perceived value of the tool in engen-
dering confidence in clinical research
participation among diverse library
patrons.

NAVIGATING WELLNESS

In recognition of the importance of
disease and iliness prevention to public
health, the US Preventive Services Task
Force (USPSTF) was formed in 1984 as
an independent group of national ex-
perts in prevention and evidence-based
medicine that works to improve the
health of all Americans by making
evidence-based recommendations
about clinical preventive services.®
Building on the infrastructure developed
in Health for All, researchers and the
Library Partnership Advisory Committee
successfully applied for National Library
of Medicine grant funding to scale the
partnership efforts beyond clinical
trials—and to health and wellness more
broadly. Development of new wellness
modules within Health for All—coined
Navigating Wellness—is under way, with
the goals of working closely with public
librarians to encourage medically un-
derserved library patrons to seek out
USPSTF preventive services recom-
mendations directly and equipping
them with tailored information and
community resources that will allow
them to find, navigate, and connect with
primary care providers and discuss
preventive services with them.

OPPORTUNITIES WITH
PUBLIC LIBRARIES

According to the Pew Research Center,
42% of patrons report using libraries'
digital resources to search for health
information.? Based on the extensive
population reach and inclusivity of
public libraries as well as their long-
standing status as trusted spaces, it has
been posited that public libraries may
serve as an opportune space for health-
promoting services. In fact, a trial
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implemented in urban neighborhoods
selected to reach diverse, underserved
communities found that participatory
research in the public library system
offers a scalable approach to reduce
cancer health disparities.”

The Health for All public library-
academic partnership we describe is an
example of how public libraries can
serve as a safe space to support health
disparity populations in dismantling the
information divides that perpetuate
health inequities. Public libraries such as
Health for All's CPLs can work together
with medical researchers to forge trust
and deliver health information to ad-
vance health equity. At this time, the
COVID-19 pandemic is having a dispro-
portionate adverse impact on health
disparities populations in the United
States, which may be further exacer-
bated if these populations forego or face
barriers to participating in COVID-19
trials or utilizing COVID-19 vaccines or
therapies that may be forthcoming.
Thus, initiatives at public libraries such
as Health for All and Navigating Wellness
are now more important than ever. 4JPH
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I n last month's issue of AJPH, Speer
et al. aimed to bring a long-standing
discussion in health services research to
public health, in part to “help catalyze
needed change.”"®"7#4 |t is particularly
timely, as the current pandemic has
dramatized the chronic underfunding of
public health and the resulting con-
straints on responding to rising chronic
conditions, entrenched and systemic
health disparities, and emerging infec-
tious diseases.

Many US states are engaged with the
intertwined problems of excess and
wasteful medical spending, and they
have abundant motivation to eliminate
waste in medical care. It isn't just good
politics: it also helps protect residents
from medical care that has no clear
benefit and could create potential harm;
it finances the delivery of high-quality,
essential health care to an eligible
population while limiting the fiscal bur-
den; and it frees up resources that can
be invested in a range of policy initiatives
beyond medical care.

Indeed, over the past 20 years states
have reset incentives, financed pilot
studies, promoted structural change
and transparency, conducted research,
and made regulatory decisions, all to
bring discipline to excess medical
spending and wring out waste. For

example, in the late 1990s, Minnesota
paired coverage and structural reforms
with a cost containment package to ar-
rest spending growth. At the same time,
the private sector and the state’s em-
ployee health insurance program began
experimenting with early value-based
purchasing programs.? Multiple public-
private partnerships worked to reduce
unnecessary cesarean deliveries, diag-
nostic imaging, and rehospitalizations.
And with the 2008 health reforms,
Minnesota invested in initiatives to find
the “value signal” in cost and quality,
including by establishing the Minnesota
All Payer Claims Database in the state’s
public health department.

A number of these projects and ini-
tiatives were thought to have been
successful, at least for a time, although
data to monitor progress were limited
and formal evaluations were rare. In
addition, several of these initiatives were
narrowly focused rather than aimed at
systemic change. There are a variety of
reasons many of these have been
repealed, “defanged,” deimplemented,
or just discontinued, but lasting com-
mitment to change in the face of op-
positions is among them. Consequently,
individually or collectively these initia-
tives have not fundamentally and sus-
tainably altered the trend of excessive
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spending—inefficiencies and waste re-
main entrenched.? Minnesota residents
paid more than $9 million in annual out-
of-pocket spending (of a total $54.9
million) for just 18 low-value services,* a
select set of high-volume inpatient
treatments exhibited up to an eightfold
difference in commercial prices across
facilities,” and administrative health plan
spending continues to grow nearly in
synch with rising excess medical
spending.

For states to make more progress, we
need sustained political will, resources,
and data to inform improvement, in-
cluding the following:

1 Timely and more complete data on
the process of care delivery.® A 2016
ruling found that the federal Em-
ployee Retirement Security Act pre-
empts any state requirement to
submit data to an all-payer claims
database for self-insured employer
health plans, which in Minnesota ac-
count for about 60% of individuals
with private coverage.

2 A second-generation of low-value
care metrics, including costly services
that generate little clinical value.” For
example, Choosing Wisely is a well-
publicized provider-led campaign
aimed at identifying low-value ser-
vices. Its strength—to be a provider-
led initiative—has also been a limi-
tation in identifying low-value mea-
sures that are significant revenue
generators for the medical
community.

3 A framework and data collection
system that permits monitoring ad-
ministrative spending for providers
and health plans, as well as the po-
tential for savings.® Currently no
studies have identified interventions
that have succeeded in decreasing
administrative spending, but

Editorial

Gildemeister

| 'ON'LLL oA ‘Lz0z Aenuel  HdIY

43



OPINIONS, IDEAS, & PRACTICE

January 2021, Vol 111, No. 1

AJPH

44

systematically collecting data to as-
sess where this spending is gener-
ated and why is an important first
step.

4 A renewal of public health and pop-
ulation health economics so that
reallocation of the resources that
Speer et al. discuss can be informed
by robust empirical evidence.

In its recommendations for trans-
forming health and human services, the
recently formed Minnesota Health and
Human Services Blue Ribbon Commis-
sion included provisions focused on
reducing low-value care and waste as-
sociated with prescription drug pricing.”
Activities more globally aimed at
excess medical spending—establishing
spending caps and exploring global
budgeting—became victims of staff
reassignments to pandemic response
roles. Ironically, it may be the pandemic
that keeps constraining excess medical
spending on the front burner. For ef-
fective public health, we need data
systems, creative analytics and data
science, strong partnerships, and
dedicated staff, something that we had
to enhance in Minnesota's COVID-19
response. Sustaining these partner-
ships, including to model disease
hotspots and hospital capacity; main-
taining the distributed data systems
that generate near real-time data
from electronic health records; and
supporting clear and concise
science communication may be
the motivation to sustainably
reduce excess medical spending
through new thinking. A4JPH
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M ore than any other factor, our
health is determined by the
physical, social, cultural, and economic
environments in which we live. Recog-
nizing this, as far back as 1988, the In-
stitute of Medicine (IOM; now called the
National Academy of Medicine) chal-
lenged public health professionals to
“collectively” take on the task of “assuring
the conditions in which people can be
healthy.”" Public health professionals
widely agree, and for more than 30
years, we have been asking and reasking
ourselves: How do we do that?

In answering that question, we too
often slip into public health jargon, in-
cluding “social determinants of health,”
“health impact pyramids,” and “policy,
system, and environmental change
strategies.” These terms are useful in
their place, but they are too abstract,
academic, and bureaucratic to effec-
tively communicate with the public and
generate meaningful change. A more
pragmatic and effective approach would
focus on action, and a good place to
start is with voting. As public health
professionals, we must embrace our
civic role by voting, doing everything in
our power to encourage all eligible
people to vote, and, during the COVID-

19 pandemic, making certain voting is
safe for everyone.

Voting strengthens democracy and
enhances health by giving people a role
in the policy processes that affect all
social determinants of health. Policy
formation starts with a perception of the
public will and is primarily shaped by
voting results. From there, policy forma-
tion goes on to affect services, systems,
and environments at all levels of the
health impact pyramid in every commu-
nity. The evidence is clear: civic engage-
ment, particularly through voting, is one of
the greatest influencers of public policy.

Multiple studies confirm the health
consequences of voting. This manifests
in two distinct ways. First, voting helps
decide political leadership. When more
people vote, leaders have an increased
incentive to address the needs of
communities (including health needs)
that they might otherwise have ignored.
Second, voting itself, as an act of civic
engagement, supports health on an in-
dividual level. One study, conducted
across 44 countries, showed that voter
participation was associated with better
self-reported health (https://bit.ly/
2IDNVAN).2 Another study showed that
those who did not vote reported poorer
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health outcomes. The 10 least healthy
US states have a voting participation
rate nearly 10 percentage points lower
than the 10 healthiest states.® Research
also shows that social, economic, and
health inequities have a large effect on
electoral participation.*

History also records the impact of
suffrage on health. Although multiple
factors played arole, it was after women
got the right to vote in 1920 that the
maternal and infant mortality rates
dropped dramatically.> This can be at-
tributed greatly to the passage of the
Sheppard-Towner Act of 1921, which set
up maternal and child health units in
every state health department, ex-
panded collection of birth and death
data, supported home-visiting initiatives,
and began federal funding of state
health programs. Similarly, when the
Voting Rights Act of 1965 passed, infant
mortality rates again dropped and the
Black-White disparity in those rates
narrowed, attributable to the legislation
that was passed in response to new
voter enfranchisement (https://bit.ly/
3505t0Q).° In both cases, policies
responded to the needs of the people
when previously disenfranchised people
expressed their will by voting. What
landmark pieces of legislation have we
never even imagined because nearly
40% of people do not vote?

Although everyone should be en-
gaged in increasing voter participation
(part of the collective action the IOM has
identified to improve living conditions),
public health professionals are in a
unigque position to promote civic en-
gagement in a safe and nonpartisan way
that enhances health and builds de-
mocracy. This year, when gatherings
pose a risk to health, the public health
work on voting takes on a distinct ur-
gency and importance. Our job is two-
fold: we must guarantee that all voting
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can be done safely, and we must si-
multaneously work to ensure that ev-
eryone who can vote does so. Because
public health professionals often work
directly with populations that have fre-
guently experienced voter suppression
efforts, it is well within public health’s
mission to help people in these com-
munities vote and to work to remove the
systemic barriers that prevent or dis-
courage people from voting. Increasing civic
participation is an essential task for
anyone interested in advancing health
equity, and part of the job of a public health
worker is to help make that happen.

From a voter safety perspective, there
are many potential options to carry out
this mission, especially during COVID-19,
including voting by mail, voting early,
increasing the number of polling sites,
and observing social-distancing mea-
sures when voting in person. In every
state, there are many initiatives pro-
moting voting that could benefit from
the involvement of public health. One
effortis We Can Vote (https://wecanvote.
us), which is working to elevate voting as
a public health issue. Another example is
the organization VotER (https://vot-er.
org)—established to bring together a
team of physicians, designers, and be-
havioral scientists—which offers pa-
tients the chance to register to vote
while with a medical provider in a non-
partisan, noninterruptive, and completely
optional way. Public health organizations
such as the American Public Health As-
sociation, the Association of State and
Territorial Health Officials, and the Na-
tional Association of County and City
Health Officials are implementing a similar
program, called VoteSafe, for the public
health community. Public health workers
should review the options available in
their state, publicize the information to
the public, and lend their influence in
promoting healthy voting.

Ehlinger and Nevarez

In addition, many in public health
philanthropy are rallying their resources
to support civic participation. The Lan-
geloth Foundation (where we are board
members), for example, recently
granted $20 million to organizations
supporting civic engagement and par-
ticipation efforts, including the nonpar-
tisan State Infrastructure Fund (https://
bit.ly/3nP18G0) and the Heartland Fund
(https://bit.ly/33ZubQe). This was more
than 20% of Langeloth's $88 million en-
dowment. These intermediaries support a
network of on-the-ground voter engage-
ment and civic participation organizations
in several states. With traditional voter
engagement activities upended by the
COVID-19 pandemic, the State Infra-
structure Fund and the Heartland Fund
have supported organizations that now
have to pivot to remote and digital or-
ganizing strategies and tactics.

Our country is in the midst of cascading
and interconnected crises: an infectious
disease pandemic, nationwide protests
against racial injustice, and catastrophic
economic strain for millions of people.
Each of these crises reveals the defi-
ciencies and inadequacies of our health,
social, and economic systems and the
need for significant policy changes to
address the flaws. With a major election
already under way, it is more important
than ever that all of our citizens have their
voices heard. This is essential not just for
the health of our democracy but for the
health of individuals and communities.
The consequences of the election will last
far beyond November 3, 2020 and will be
seen in the decisions of policymakers for
years to come. Likewise, the efforts made
to increase voting participation, security,
and safety will positively affect civic en-
gagement in future elections. There is no
time to lose. All hands are needed to el-
evate voting as an essential tool for im-
proving public health. Public health

workers must become part of the broad-
based effort to get out the vote and

to ensure that voting is safe for
everyone. AJPH
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D espite years of legal preparedness
efforts—including new and reformed

federal and state laws and regulations—
and detailed plans to guide the response to
a public health emergency, the US response
to COVID-19 has been an appalling failure.
As of October 2020, the United States has
had more than 219000 confirmed COVID-
19 deaths and a death rate per 100000
far higher than that of most developed
countries.” Worse, COVID-19 deaths and
infection rates exhibit stark racial, ethnic,
and socioeconomic disparities.?

For the most part, law has done what
it needs to do in the face of a pandemic:
it has created and apportioned gov-
ernment powers and duties, set out
rules of conduct, offered protection of
individual rights against unreasonable
interference, and provided tools for
enforcement. Law has worked—on pa-
per. In practice, several factors have
made the implementation of the law a
significant part of our failed response.

A FAILURE OF LEADERSHIP

One factor is the lack of leadership.?
Laws that empower government officials

to take actions in response to a pan-
demic can be effective only if those
powers are used and used wisely. In
the current pandemic, many political
leaders at both the federal and state
levels have failed to use the relevant
legal powers at their disposal. For ex-
ample, the federal government has yet
to effectively use the Defense Produc-
tion Act to monitor, coordinate, and in-
crease the production, procurement,
and distribution of personal protective
equipment and other needed supplies.?
Likewise, the Department of Health
and Human Services has failed to use
all of the flexibility granted to it by
the Medicaid Act to enhance coverage
during the pandemic. And despite
provisions in the rapidly passed Fami-
lies First Coronavirus Response Act and
the Coronavirus Aid, Relief, and Eco-
nomic Security Act, Congress and the
President have failed in their basic
federal duty to extend support for state
and local governments and support
Americans who have been hard hit by
the recession.

The failure to use laws effectively has
not been only at the federal level. In the
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spring of 2020, many governors chose
to discontinue using their emergency
powers and “reopened” their states,
even when doing so clashed with the
White House's own guidelines and even
as most courts upheld their emergency
orders. Many states have also continued
to reject the expansion of their Medicaid
programs. Too many states also failed
to protect citizens from eviction or
workers from infection-prone working
conditions. Preemption also proved
repeatedly problematic as governors
perversely used their authority to
prevent city and county officials from
imposing measures responsive to lo-
cal conditions. Fights over masks,
school openings, and gathering bans
continue to expose state-local fault
lines.

ENABLING LAWS TO WORK

Even when laws are used, their efficacy
may depend on a range of other factors.
For example, public health agencies,
including the Centers for Disease Con-
trol and Prevention (CDC), are given
both legal mandates and regulatory
authority. But they cannot fulfill either if
they lack the resources needed to do
their jobs. It is no coincidence that the
nation’s poor response to COVID-19
came after years of decline in federal
and state funding for public health
agencies.*

Political interference with the science-
based activities of health agencies poses
another problem that has loomed large
during the current pandemic. When
public health agencies base their actions
and messaging on politics rather than
science, they lose the public's confi-
dence, and their initiatives are doomed
to failure. For that reason, Congress
should consider creating new legal
protections for the CDC and the
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US Food and Drug Administration, po-
tentially by reestablishing them as in-
dependent agencies.® Likewise,
governors and local officials should
clearly state the scientific evidence on
which their emergency orders rely.?

Individuals also need the resources
and wherewithal to comply with public
health laws. It is easy to issue a stay-at-
home order. It is considerably harder to
enable people to sustain themselves
and their families during a stay-at-home
order or to ensure that small businesses
survive shutdowns. For this reason,
many of the most crucial laws during this
or any pandemic are not those that
empower officials but those that sup-
port individuals and small businesses,
especially those in vulnerable com-
munities. Sick leave, expanded access
to health insurance, access to broad-
band Internet, and protections against
evictions and utility shutoffs are only
some of the critical measures that
need to be implemented if our public
health laws are to succeed and the
US response is to be even remotely
equitable.?

More broadly, the United States
needs to reconsider the law's role in a
pandemic response. For too long, the
United States has treated public health
laws as cheap substitutes for public
health infrastructure, as if empowering a
health agency was the same as providing
it with the people, expertise, information
systems, and resources it needs to use
its powers effectively. For decades,
pandemic preparation focused too
much on writing new plans and laws,
ignoring the devastating effects of
budget cuts and political interference
with public health agencies.? In sector
after sector, potentially useful laws that
were on the books were left unused,
public health agencies lacked the
resources to carry out their legal
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mandates, leaders failed to convey ac-
curate messages, and individuals failed
to receive the social supports they
needed to comply with the laws that
were issued.

LAW’S CULPABILITY IN
SOCIAL INEQUALITY

As we assess law's role in the current
pandemic, it is important to recognize
not only law's unrealized potential to
protect public health but also its cul-
pability in magnifying the inequities and
disparities on which COVID-19 has
feasted.

The COVID-19 pandemic has laid bare
the life-and-death consequences of
inadequate and discriminatory laws
and policies such as unequal worker
protections, divisive immigration poli-
cies, and uneven access to health
care, to name a few.?

Inadequate civil rights laws, dis-
criminatory policing practices, insuffi-
cient nursing home regulation,
excessive incarceration, the federal
government’s failure to meet its obli-
gations to Tribal governments, and the
shortcomings of our environmental
protection laws exemplify laws’ con-
tribution to the inequitable social
conditions that allowed COVID-19 to
reap its deadly toll on communities of
color, people with disabilities, immi-
grants, those living in congregate
spaces, and Native Americans. As we
contemplate law's role in protecting
the public from the next pandemic, itis
critical that we look not only
to reforming and bolstering public
health laws but to reexamining and
revising the wide array of other laws
that have left this country so inequi-
table and thus so vulnerable to a novel
coronavirus.

A MORE EFFECTIVE LEGAL
RESPONSE

Legal action at the federal, state, and
local levels can still be part of a better,
more effective and equitable response
to COVID-19 and future pandemics. In
addition to the recommendations al-
ready offered, Congress and the Presi-
dent can use federal powers to send
more money to states, cities, and
struggling families; issue and enforce
stronger occupational safety and health
protections; use the Defense Production
Act to ease medical equipment short-
ages; repeal the public charge rule and
stop immigration enforcement that in-
terferes with COVID-19 control; and re-
verse the decision to leave the World
Health Organization. States that have
not expanded their Medicaid program
should do so. States should also limit
preempting local public health mea-
sures and depopulate their prisons.
Local governments can use their powers
to issue control orders tailored to local
epidemic conditions and to fill gaps in
protection for workers and families. All
leaders at every level must recognize the
importance of projecting unity and clear,
credible, science-based messages.

Perhaps most important, policy-
makers need to understand both the
importance and limits of law's relation-
ship to public health. Law is a powerful
tool that can play an important role in
helping a society respond to a pan-
demic. But for law to be effective, there
must be strong leadership, ample re-
sources fairly distributed, and the pub-
lic's trust. To date, all three have been
lacking. AJPH
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The coronavirus disease 2019 daily activities, including how they work,  facing significant barriers to health, such as
(COVID-19) pandemic has upended  attend school, secure food, obtain health  people experiencing homelessness, the

every aspect of life in the United States  care, and maintain social connections. For  pandemic has only generated new hard-
and forced Americans to rethink their ~ vulnerable populations that were already  ships and exacerbated existing inequities.
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Compared with the general pop-
ulation, people experiencing homeless-
ness suffer from poorer health and have
higher rates of mental illnesses, infec-
tious and noncommunicable diseases,
and premature mortality."? Since the
start of the pandemic, this highly vul-
nerable population has also faced in-
creased risks of being exposed to the
severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2)—the virus
that causes COVID-19. Nightly, many of
these individuals must make the difficult
decision between lodging in crowded
shelters, where the risk of outbreaks
is high, and staying outdoors, where
they must weather the elements and
risk their safety.>> Many people expe-
riencing homelessness also have little
or no access to personal protective
equipment and testing, and even when
testing is available, it may be challenging
to conduct contact tracing and quar-
antine individuals in this population
because of their lack of housing and
limited access to mobile phones and
mailing addresses.® Furthermore, given
their preexisting medical conditions and
other factors such as poor nutrition and
lack of health insurance, people expe-
riencing homelessness are also more
likely to have worse outcomes if they
develop COVID-19."7

The COVID-19 pandemic has also af-
fected the nonprofit organizations that
provide people experiencing home-
lessness with basic needs such as food,
clothing, and medical care. Across the
United States, communities are engag-
ing in a collective effort to shelter in
place and practice social distancing to
reduce the person-to-person transmis-
sion of SARS-CoV-2. Although these
measures are essential to “flattening the
curve” of active cases of COVID-19, they
have dramatically reduced the number
of people who are able to volunteer for
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Broad Street Ministry, 315 South Broad St., Philadelphia, PA. (Mural by Dora
Cuenca. Photograph by Conrad Benner.)

I 2774 Kensington Ave., Philadelphia, PA. (Mural by NDA. Photograph by Conrad
Benner.)

nonprofit organizations.? Likewise, the
temporary and permanent shuttering of
businesses has resulted in sharp de-
clines in the monetary and material
donations that sustain these entities.®?
It is also likely that the high unemploy-
ment rate will eventually translate into
increased numbers of people experi-
encing homelessness.

Before the pandemic, there were an
estimated 5700 people experiencing
homelessness in Philadelphia,

Pennsylvania.’® Broad Street Ministry, a
local nonprofit organization that con-
tinues to provide hospitality services to
the homeless and other vulnerable
populations during the pandemic, rec-
ognized the need for improving access
to sanitation for the people it serves.
Although handwashing with soap and
water for 20 seconds or more remains a
simple yet crucial way to reduce the
spread of SARS-CoV-2, the closing of
local businesses and other public
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I 839 South St., Philadelphia, PA. (Mural by NDA. Photograph by Conrad Benner.)

facilities has significantly reduced the
homeless population’s access to rest-
rooms and showers with soap and
water.

In late March 2020, Broad Street
Ministry collaborated with Mural Arts
Philadelphia, the nation’s largest public
arts program; Streets Dept, a street art
photo blog; HAHA MAGAZINE, a global
arts magazine; and four local artists to
use art as a public health intervention.
In just a little more than a week, the
community partners installed Wash
Your Hands, a series of informational
murals and portable handwashing
stations.

As shown in the accompanying pho-
tographs (Images 1-4), each of the col-
orful and vibrant eight foot by eight foot
murals stands in stark contrast to its
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urban surroundings and draws atten-
tion to one or more handwashing sta-
tions. The murals also raise awareness
of steps viewers can take to protect
themselves against COVID-19, including
washing one's hands with soap and
water for at least 20 seconds, refraining
from touching one’s face, maintaining
physical distance of at least six feet with
others, and wearing a mask. Notably, as
people engage with the murals and use
the handwashing stations, they become
apart of the messaging and effort to end
the pandemic.

To date, the community partners have
installed four murals and 15 hand-
washing stations in parts of the city that
have heavy foot traffic of people expe-
riencing homelessness. Broad Street
Ministry estimates that more than 2500

people, including members of the larger
public, use the handwashing stations
daily. With dedicated funding from the
Starbucks Foundation and Indepen-
dence Foundation, the nonprofit orga-
nization and its community partners
have committed to refilling the stations
with soap, water, and paper towels for
the duration of the pandemic so that all
Philadelphians will have access to sani-
tation regardless of their housing
status. AJPH
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