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COVID-19, Racism,
and Public Health
Infrastructure

arlier this year, AJPH issued a special call for
E articles focusing on the intersection of
COVID-19 and structural racism and how the
current Public Health (PH) 3.0 infrastructure
either facilitated or hindered an adequate
response to this intersection. PH 3.0, as initially
described by DeSalvo and Kadakia (p. S179),
was meant to move public health practice from
improving safety and sanitation (1.0), to identi-
fying workforce performance standards (2.0), to
an emphasis on cross-sector collaboration and
improving the social determinants of health
(3.0). To achieve PH 3.0, we need access to
timely, highly detailed data and innovative fund-
ing models. In response to the call, we are
pleased to provide nine selected articles and
four invited editorials.

In the first of two long-form editorials,
Madorsky et al. (p. S185) describe COVID-19
vaccine distrust in Chicago's Black and Brown
communities as a predictable response to per-
sistent structural racism and offer a PH 3.5 to
improve access in health care deserts, engage
trusted local leaders, and apply an equity lens
to the analysis of health outcomes and to the
prioritization of public health resources. In the
second editorial, Perrotte and Noorestani (p.
S189) explore the essential role of flexible fund-
ing streams in multisector collaborations to
reduce racial disparities in food access before
and during the pandemic.

In the first of three Notes From the Field
articles, Hansotte et al. (p. S197) detail how a
local health department, in collaboration with
community partners, used real-time and race/
ethnicity-specific COVID-19 surveillance data to
establish equitable and accessible testing sites
in culturally specific communities with the high-
est need. Kline and Quiroga (p. S201) call for a
PH 4.0, to be characterized by politically
engaged and activist research methods based
on their experience with a community-based
organization'’s efforts to support Black and Lat-
inx LGBTQ individuals and allied organizations.
Lastly, Del Rios et al. (p. S204) describe the
establishment of a cross-sector partnership, Illi-
nois Unidos, to address the disproportionate
impact of COVID-19 on Chicago's Latino com-
munities. They present a reconfigured model
for PH "3.x" that “fully and explicitly” centers
social justice experts and metrics and “applies
a social justice lens to all endeavors” (p. S206).

Four analytic essays round out the accepted
articles. Huyser et al. (p. S208) argue that the

Editor's Choice  Borrelletal.

significant COVID-19 gaps in data on
Indigenous Peoples amounts to “systemic
erasure” and that an update to PH 3.0 must
include intergovernmental and community
engagement to determine how best to col-
lect, understand, and represent the “lives and
life experiences” of these populations (p.
S213). Two articles from large local health
departments (Seattle and King County, WA,
and New York City)—Wong et al. (p. S215)
and Montesano et al. (p. $193)—highlight
approaches to data monitoring, reporting,
and evaluation as a means to engage com-
munity stakeholders about COVID-19 racial
inequities. Finally, Boan et al. (p. S224)
suggest changes to PH 3.0 to address the
systemic racism experienced by immigrant
communities, including engagement of
immigrant-focused community-based organi-
zations and expanded public health informa-
tion systems that include immigrants.

For the invited editorials, we have DeSalvo's
perspectives on how public health
infrastructure mattered in the COVID-19
response and how it could be modified to
improve the capacity of public health practice
to address structural racism; LaVeist's reflec-
tions from a scholar and thought leader who
has been writing on issues pertaining to race
for more than 30 years; Freeman’s view from
the front lines of local health departments; and
comments from the Robert Wood Johnson
Foundation, whose financial support made this
special issue possible.

COVID-19 has, for the general population,
unmasked not only health inequities but also
the structural racism that is the source of these
inequities. These articles provide meaningful
recommendations for a transformative
upgrade to PH 3.0 that incorporates systemic
racism as a public health issue and provides
public health agencies new paths for making a
difference in communities with the greatest
needs. 4JPH

Luisa N. Borrell, DDS, PhD

Associate Editor, AJPH

Paul C. Erwin, MD, DrPH

Associate Editor, AJPH

Steve Fiala, MPH

Oregon Health Authority Public Health Division and
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1 2 Years Ago

Health Inequity and Social
Inequality
Within countries . . . health inequities are not

found only between the worst off and the rest of
society. Rather, most countries exhibit a gradient
in health in which each step lower in the social
hierarchy is associated with worse health out-
comes. Health inequity, as a manifestation of
structural social, economic, and political inequal-
ities - themselves strongly associated with socie-
tal tension, violence, and conflict - represents
a potential urgent problem with respect to
human, national, and global security. The impli-
cation is that health inequity is a problem affect-
ing everyone in society, one that requires a
whole-of-government response. . . . In addi-
tion...an inverse care law operates whereby
those with the worst health status receive less
health care, and this pattern is evident both
within countries . . . and between them.

From AJPH, November 2009, pp. 1967-1968

1 9 Years Ago

Structural Inequalities in the Global
HIV/AIDS Pandemic

[1If we bring together the available data on
HIV/AIDS in the developing world with the most
recent trends on HIV infection in countries
such as the United States, it is impossible not
to be impressed by the extent to which a range
of structural inequalities intersect and combine
to shape the character of the HIV/AIDS epi-
demic everywhere. . .. In all societies, regard-
less of their degree of development or pros-
perity, the HIV/AIDS epidemic continues to
rage - but it now affects almost exclusively the
most marginalized sectors of society, people
living in situations characterized by diverse
forms of structural violence. It is in the spaces
of poverty, racism, gender inequality, and sex-
ual oppression that the HIV epidemic contin-
ues today - in large part unencumbered by
formal public health and education programs,
let alone by the advances in treatment that
might otherwise convince us that the emer-
gency has passed.

From AJPH, March 2002, p. 344
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e did not know what it would be
Wor when it would happen, but
most public health professionals
knew that, sooner or later, we would
experience a pandemic of some kind.
COVID-19 was, in many ways, the test
we had all been waiting to take. More
than a year and a half later, although
we are not exactly failing the test, we are
definitely falling short in areas in which
we optimistically vowed to excel.

In 2016, public health leaders from
the US Department of Health and
Human Services began highlighting a
concept called Public Health 3.0." Their
idea was that the modern age of public
health (Public Health 1.0) began around
the dawn of the 20th century when sci-
entists significantly advanced under-
standing of infectious diseases and
developed vaccines and antibiotics to
address them. The second wave—Pub-
lic Health 2.0—was kicked off by the
Institute of Medicine's 1988 report The
Future of Public Health.? Following that
report, we saw the expansion of gov-
ernmental agencies to coordinate and
manage the public's health, organiza-
tions that have played a critical part in
the response to COVID-19.

Public Health 3.0, which was pub-
lished in A/PH in April 201 6," called for
the next reimagining of public health.
The 111th US Congress had passed
President Barack Obama'’s Affordable
Care Act, and although it was not
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universal health care, it went much fur-
ther and covered significantly more
Americans than ever before. Public
Health 3.0 recognized that although
individual behaviors drive health status,
the physical and social determinants of
those behaviors (neighborhood safety,
education, availability of reliable trans-
portation, quality of housing, and more)
drive those behaviors. Racism would
have to be addressed, as racism under-
lies most social determinants through
either unequal access to resources
necessary for a healthy lifestyle or
exposures to community health risks.

Public Health 3.0 envisioned greater
collaboration with community organiza-
tions and more flexible funding mecha-
nisms. Although systemic racism was
not directly addressed in the report
published by the Department of Health
and Human Services in March 2016,
achieving health equity was a transfor-
mational goal of the plan, and it seems
axiomatic that achieving health equity
would require that racism be
addressed.

COVID-19 has demonstrated that we
still have quite a distance to travel before
we reach Public Health 3.0.

Our response to the pandemic made
great use of the technology, tools, and
data called for in Public Health 3.0.
Those data, however, show that for all
our lofty plans, we are still often missing
the people who most need such public

health services as testing and vaccines.
The New York City Department of
Health and Mental Hygiene offers a
robust selection of data in digestible
graphics readily available on their Web
site (https://on.nyc.gov/3uaFohk).
Unfortunately, the data still demon-
strate that Black residents, particularly
those aged 18 to 44 years, have the
lowest vaccination rates.

New York City is not unique in this dis-
parity, and it is enormously helpful to be
able to see the data and, hopefully,
respond. In lllinais, the organization lli-
nois Unidos formed a network of elected
and appointed officials, health professio-
nals, and representatives of community-
based organizations to address the dis-
proportionate effect of the virus on the
Latino community, particularly in Chi-
cago and Cook County (Del Rios et al., in
this issue of AIPH, p. S204).

Other demographic groups have also
had a harder time accessing services or
even being represented in the data.
Only about half of US states indicate
COVID-19 deaths for Indigenous popu-
lations, even though 37 states have
Indian Health Service offices (Huyser
et al, in this issue of AIPH, p. S208).
Immigrants, who often serve in essen-
tial capacities, may fly under the radar,
missing out on the direct and indirect
services offered in response to the pan-
demic. Undercounting and completely
missing any sector of the population
are potentially disastrous, especially as
new, more virulent strains of the virus
emerge. The fact that population under-
counts most commonly occur in com-
munities of color threatens efforts to
address health equity because the
number of people who are affected is
underreported and budget allocations
to communities of color are affected. If
considerations of race are not in the
forefront, the data-driven approaches
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outlined in Public Health 3.0 can exacer-
bate inequities.

There are bright spots. The Marion
County Public Health Department in
Indiana used a data-driven approach
to provide COVID-19 testing in a timely
manner (Hansotte et al,, in this issue
of AJPH, p. S197). The Healthiest Cities
& Counties Challenge, an effort to
improve food access in 20 communities
across the United States, used a flexible
funding model to provide direct assis-
tance to community-led initiatives.

These are positive examples, but it is
not enough, and we have to do better.

We know that health has more to do
with where you live and work than
genetics. We clearly have the tools to
develop data to drive public health ini-
tiatives. We need to put mechanisms in
place—everywhere—so we can ade-
quately respond to not only this ongo-
ing crisis but also the next one. Itis not
acceptable that anyone would be left
out. We are all healthier when we prior-
itize everyone's health.

We have the tools. We need the will.
AJPH
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he COVID-19 pandemic demon-
Tstrates the complex layers of
public health practice associated with
widespread infectious disease strate-
gies, including containment, mitigation,
and medical countermeasures.
Through each of these stages of dis-
ease intervention, the pandemic
exposed deep chasms in our country’s
ability to ensure that the opportunity to
be healthy is an inalienable right for
everyone at the highest level of our
existence—as a human being—and
without regard for one's race, ethnicity,
sexual orientation, or economic or
social status. | address some of the
many examples of how the pandemic
further deepened health inequities in
our country, how current public health
systems failed to address systemic and
structural racism rooted in social deter-
minants of health, and how the Public
Health 3.0 framework was inadequate
in addressing these issues.

Inequities in COVID-19 testing
emerged early in the pandemic: during
containment efforts. Studies confirmed
that Black and Hispanic populations had
disproportionately higher rates of hospi-
talization and death from COVID-19 than
did Whites." In New York City, New York,
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for example, efforts were undertaken to
study testing across the jurisdiction by
race/ethnicity and neighborhood, show-
ing that more tests were done in geo-
graphic areas with concentrations of
White people although non-White areas
had more positive tests.

Public Health 3.0, introduced concep-
tually in 2016 by the US Department of
Health and Human Services in listening
sessions across the country, held much
promise as a way to view the crucial role
of public health leaders in their commu-
nities. Today, our nearly 3000 local
health departments and their leader-
ship are theoretically well positioned to
be community health strategists. Every
day, they must work collaboratively
beyond traditional public health pro-
grams and across communities to use
sector partnerships to collectively effect
environment, policy, and systems-level
change—all with the promise to address
social determinants of health and elimi-
nate inequities. The hope that Public
Health 3.0 brought to many public
health professionals a mere five years
ago was not met. The reality has been
much starker and more complex.

Avyear after the 2016 US Department
of Health and Human Services listening
sessions, a set of recommendations

came forward based on feedback from
the public health community.® There
are a host of reasons some of the rec-
ommendations did not result in lasting
transformational changes to the public
health system.

Although many public health leaders
across the country wanted to position
themselves as chief health strategists
for their communities and embraced
the role fully, siloed funding streams
remained and hindered engagement
in more cross-cutting initiatives to
address health equity from a macro-
approach across programs. Local
health departments continued to expe-
rience significant consequences from
overall disinvestment in public health,
causing a 21% decline in the overall
workforce over the past decade.* The
broader field of public health did not
rally to develop the training, tools,
resources, and supports necessary to
retrain an existing workforce on how to
implement the Public Health 3.0 frame-
work tactically and realistically for their
institutions.

The recommendation that every
community be protected by a Public
Health Accreditation Board (PHAB)-
accredited health department was
never supported through broad politi-
cal will or investment. Although lan-
guage was introduced into legislation
that supports accrediting all health
departments, efforts stalled amid
changing administrations, ongoing poli-
tics, and the pandemic. According to
PHAB, as of May 14, 2021, a total of 39
state, 276 local, 4 tribal, and 1 state-
wide (in Florida) integrated local public
health department systems have
achieved five-year initial accreditation
or reaccreditation through the PHAB,
bringing the benefits of PHAB accredi-
tation to 88% of the US population.
Comparatively, as of August 2016,



when Public Health 3.0 was introduced,
approximately 80% of the US popula-
tion lived in the jurisdiction of 1 of the
324 local, state, and tribal health
departments that was accredited or
that PHAB was in the process of
accrediting. Because one of the key
outcomes of accreditation is improved
cross-sectoral relationships in the
community—also a primary recom-
mendation for achieving Public Health
3.0—the lag in health department
accreditation significantly affects the
achievement of Public Health 3.0,
especially in the current context of the
pandemic.”

This pandemic has laid bare the com-
plete lack of data infrastructure—
another tenet of Public Health 3.0. The
recommendation to ensure data acces-
sibility for communities across the
country has not been met, as local
health departments still need access
to data with as much detail (i.e., at the
zip code level) and as quickly as possi-
ble. The lack of timely access to data
has continued to plague local health
departments during this pandemic, lim-
iting full visibility of what is happening
in their communities to make informed
decisions on local public health meas-
ures. Visibility and transparency of data
also apply to the public and help rein-
force trust in the governmental public
health system, including trust in guid-
ance, mandates, and public health
orders as well as support for policy
change.

To this day, a majority of local health
departments have limited access to
and visibility of vaccine supply coming
into their jurisdictions through the mul-
tiple federal government partnerships
that are providing vaccines outside
local public health (e.g., federal phar-
macy programs). This lack of visibility of
the vaccine supply across a community

inhibits a local health department from,
among other things, addressing health
inequity related to vaccine distribution
and administration; comprehensive
vaccination planning, distribution, and
logistics; using vaccination logistics to
address accessibility; targeting vaccina-
tion efforts at the neighborhood level
to improve uptake; and coordinating
vaccination education efforts.

A robust, interoperable public health
data system is the key to responding to
any public health emergency, particu-
larly a pandemic of the magnitude of
COVID-19. Because of strong advocacy
efforts, between fiscal year 2020 fund-
ing and the CARES Act (the Coronavirus
Aid Relief and Economic Security Act),
Congress has provided $550 million for
the public health Data Modernization
Initiative at the Centers for Disease
Control and Prevention. Further efforts
will be needed to ensure that these
funds are available to strengthen all lev-
els of the governmental public health
system, including local health depart-
ments. Aside from pure data infrastruc-
ture, data collection is an imperative,
and the underreporting and lagged
reporting of racial and ethnic data dur-
ing this pandemic has been a tragedy
in itself.

General infrastructure funding to sup-
port public health beyond the traditional
and siloed federal funding mechanisms
and outside the boom-and-bust funding
cycles related to public health emergen-
cies has not been realized. Public Health
3.0 cannot be fully implemented without
sustainable and long-term investment in
the grossly deteriorated infrastructure
of the governmental public health sys-
tem at the federal, state, local, tribal,
and territorial levels. Funding, whether it
is temporary emergency relief funding
for pandemic response or longer term
investment in infrastructure, must also
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reach the ground to local health depart-
ments in support of the communities
they serve. The flow of federal dollars to
local health departments across the
country remains inconsistent; there are
vast differences in funding amounts,
restrictions for use, and overall timeli-
ness of receiving funds. And to date,
there has been a marked lack of
accountability, visibility, transparency,
and reporting on how previous and
current funding is reaching local health
departments. This is not to mention

a failure to properly account for and
address the short- and long-term conse-
quences and outcomes from these
investments.

In an article highlighting the historical
context of COVID-19, Amy Forbes sug-
gests that “disease crises have acted
as a sort of stress test on society,
revealing, amplifying or widening exist-
ing social fissures and health dispar-
ities."®P") There are important lessons
from past public health crises that
foreshadowed the atrocious loss of life
and inequitable effects of COVID-19.
Arguably, these could have been antici-
pated, even planned for, throughout
the federal, state, and local governmen-
tal public health system. This work
cannot be achieved in a vacuum, and
public health is one entity among many
stakeholders and partners necessary to
proactively address and prevent these
outcomes in the future. It is impera-
tive that deeper engagement and
relationship building occur across the
spectrum of stakeholders, including
public health, education, housing, agri-
culture, labor, transportation, and
health care, and the community itself
so that each understands their role in
contributing to population health and
the effects of their policies and sys-
tems on the health of the people in
our country. AJPH
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overnmental public health, which
G in the United States has long
been relegated to the periphery, has
returned to center stage because of
COVID-19. Because of funding for a
national forecasting center and a fede-
ral mandate for public health data
modernization, among other public
health steps taken to control the pan-
demic, there is now unprecedented
awareness about the vital role of public
health in all sectors of society. Yet in
this moment of crisis, it is imperative
that policymakers and practitioners
avoid reducing the work of public
health to pandemic preparedness
alone. Health is driven by communica-
ble and chronic diseases as well as
social and environmental determinants.
Addressing all drivers of health requires
relying on governmental public health
in collaboration with other sectors,
because “public health is what we do
together as a society to ensure the con-
ditions in which everyone can be
healthy."

THE NEED FOR
PUBLIC HEALTH

AJPH's special issue “COVID-19, Racism,
and Public Health Infrastructure”
sounds the clarion call for dealing with
the crisis of conditions facing the

public's health. The disparate impact of
the pandemic on communities of color
and low-income populations highlights
generational inequities institutionalized
in the US health system and broader
society. For example, variation in
COVID-19 infections and outcomes
across the boroughs of New York City,
a pandemic epicenter, reflects the pro-
found role that zip codes play in deter-
mining the health of people in the
United States.” Likewise, disparities in
COVID-19 mortality between Black and
White Americans are a shameful mani-
festation of the racial/ethnic gaps in life
expectancy that have existed since the
country's founding.

BUILDING ON THE PUBLIC
HEALTH 3.0 VISION

These long-standing health disparities
and social inequities are what moti-
vated the articulation of Public Health
3.0, described in a 2016 report by the
Office of the Assistant Secretary for
Health." This report reflected the voice
and vision of leaders across the federal
government and from frontline health
departments across the country. Public
Health 3.0 is a framework for renewing
the US approach to governmental pub-
lic health comprising five critical dimen-
sions: (1) strong leadership and
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workforce; (2) strategic partnerships; (3)
flexible and sustained funding; (4)
timely and locally relevant data, metrics,
and analytics; and (5) foundational
infrastructure.

The report reflected the pioneering
work happening in communities across
the United States that had begun
implementing these elements together
to achieve remarkable progress for
public health, with notable examples
including New Orleans, Louisiana, and
Baltimore, Maryland. However, the
challenge for governmental public
health in the United States has long
been the variation in state and local
health department capabilities, which
contributes to differential outcomes for
communities across the country. Con-
sequently, Public Health 3.0 was
designed to provide a roadmap for all
health agencies serving all communities
to achieve an enhanced scope of prac-
tice for public health—one that looked
upstream of medical care and tradi-
tional department functions to address
the underlying drivers of health and
well-being.

Following the publication of the Pub-
lic Health 3.0 report, local health
departments—the intended users of
the Public Health 3.0 framework—
began incorporating Public Health 3.0's
principles into their strategic planning.
Surveys revealed high levels of support
for 3.0-related activities.® For example,
the Boston, Massachusetts Public
Health Commission’s strategic plan was
designed to be in alignment with the
vision of Public Health 3.0. Importantly,
the majority of staffers and leaders
nationwide cited health equity as the
primary Public Health 3.0 activity that
their departments should be pursuing
This perception aligned with the ethos
of the framework itself, which was cre-
ated with the aspiration that “for the
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first time in history, every person in
America has a truly equal opportunity
to enjoy a long and healthy life."”

This aspiration was borne from the
implicit recognition that the benefits of
scientific progress and public health
practice had not been distributed
evenly across the US population and
that achieving equitable outcomes
would require fixing the very founda-
tions of society, medicine, and public
health. Yet although Public Health 3.0
has taken root in the field, the experi-
ence of health departments and com-
munities during the pandemic is a stark
reminder about the gaps that persist
between the framework's aspirations
and public health’s actions.

Articles in this issue of AJPH offer vivid
insight into these structural challenges.
For example, Madorsky et al. (p. S185)
use the experience of vaccine hesitancy
among Black and Brown communities
in Chicago, lllinais, to illustrate the con-
sequences of structural racism in both
perpetuating the existence of health
care deserts and mistrust among com-
munities of color.* Likewise, Huyser
et al. (p. S208) review how colonial lega-
cies of racism and erasure contributed
to data gaps for American Indian and
Alaska Native populations during
COVID-19, highlighting how inequities
are institutionalized in the foundational
systems of public health.®

Public Health 3.0 provides a lens for
how health departments can address
the equity challenges highlighted by
these authors. For example, the Chi-
cago Mayor'’s Racial Equity Rapid
Response Team is precisely the kind of
strategic partnership needed to
address the multiple drivers of dispar-
ities, and the data gaps for tribal
populations are exactly why health
departments need access to timely and
locally relevant data, metrics, and

DeSalvo and Kadakia

analytics. And indeed, reports from
public health officials included in this
issue of AIPH illustrate how 3.0 princi-
ples were applied in practice during
COVID-19, including the Marion County,
Indiana, public health department’s
data-driven approach to identifying dis-
parities to guide resource allocation
described by Hansotte et al. (p. S197)
and Public Health Seattle and King
County's use of partnerships and cross-
sector data to monitor and respond to
the upstream drivers of health in Wash-
ington State, as chronicled by Wong
etal. (p. 5215).57

STRENGTHENING
PUBLIC HEALTH

These real-world examples illustrate
the ongoing value of Public Health 3.0.
Yet the reality remains that the majority
of health agencies nationwide are not
configured to deliver on 3.0's goals of
health equity or effective public health
practice. The shortcomings are built
into the system itself. As Perrote and
Noorestani note in their editorial,
“Traditional funding practices [in public
health] often exclude the very people
they strive to support, further reinforc-
ing the power imbalances that contrib-
ute to health disparities” (p. S189).
Related challenges exist for the other
elements of the Public Health 3.0
framework. For example, as Del Rios
et al. (p. S204) highlight from their work
with the Latinx community in lllinois,
and as Kline and Quiroga (p. S201)
observe from their work with the
LGBTQ+ (lesbian, gay, bisexual trans-
gender, queer, and others) community
in Florida, strategic partnerships will
struggle to improve equity unless prac-
tices are rooted in the ideals of justice
and grounded in local relationships

and social networks in the communities
that public health is intended to serve.

These challenges are endemic to
public health and are obstacles to any
framework for change, including Public
Health 3.0. Consequently, over the past
five years, scholars, nonprofits, and
health departments have collaborated
to develop a policy agenda for address-
ing each of these structural barriers.
These strategies, coupled with the artic-
ulation of health equity as a first princi-
ple for change in this month’s issue of
AJPH, offer a pathway for a relaunch of
Public Health 3.0 in the postpandemic
era.

A critical dimension of enhanced
public health practice in the 3.0 frame-
work is flexible and sustainable funding.
Legislation has since been drafted on
the concept of a “public health infra-
structure fund,” which is currently
under consideration in the US Senate.”
Likewise, although Public Health 3.0 set
a marker for data modernization, many
health departments have continued to
operate in data silos and use outdated
tools such as fax machines. However,
roadmaps from the Council of Territo-
rial and State Epidemiologists and the
National Academy of Medicine, coupled
with new mandates from the White
House and funding from Congress,
position the field to finally make over-
due upgrades to its data and informa-
tion technology infrastructure.®’
Furthermore, although the field has
long acknowledged the benefits of part-
nerships in the abstract, health depart-
ments now have tangible examples of
how to operationalize collaborations
with stakeholders, including health sys-
tems and community-based organiza-
tions and even nontraditional entities
such as technology companies.

COVID-19 has rendered the need for
an upgrade to public health more



urgent than ever. Now is the time to
relaunch the Public Health 3.0 vision—
combining existing, consensus-based
principles with new tools, policy strate-
gies, and political momentum to reno-
vate the field's foundations and achieve
health for all. 4JpH
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he Centers for Disease Control
Tand Prevention recently issued a
declaration reflecting what many
already realized: racism is a threat to
public health and a fundamental cause
of health inequity in the United States.
As we continue to grapple with
COVID-19, now is the time to move
beyond research that shines a light on
health disparities and provide evidence
of what works to address structural rac-
ism and improve health equity.

Racism shapes virtually every aspect
of life, opportunity, and well-being. It
harms individuals and hurts the health
of our nation by unfairly lifting up some
and oppressing others. Itis also the
driving force of social determinants of
health, including education, housing,
and employment.

Rooted in the belief that everyone
should have a fair opportunity to lead a
healthy life, philanthropy and research
have often teamed up to address
health inequities in the United States—
inequities that became glaringly clear
during the pandemic. COVID-19 epito-
mizes a complex crisis of infectious dis-
ease, food and housing insecurity, and
mental distress, conditions already felt
by communities and individuals that
have been historically excluded.

Research is an essential tool that can
ensure that the health and social

Orretal.

policies enacted during the pandemic
positively affect communities for
decades to come. For example, the
COVID-19 US State Policy Database was
developed to inform policy decisions
that promote health equity and focus
on policies that affect marginalized and
historically excluded populations.” Itis
a powerful resource for states seeking
solutions for an equitable response,
recovery, and reopening.

But calling for more research and
framing racism as an upstream public
health issue cannot alone dismantle
racist institutions or support commu-
nity healing. We must evolve from
Public Health 3.0, which emphasizes
cross-sector collaboration and improv-
ing social determinants of health, to
Public Health 4.0, which is community
centered and driven by those most
affected, to address racism as a public
health issue in and outside the context
of pandemic response efforts. We must
collectively hold accountable the sys-
tems allowing racism to continue to be
a barrier to health equity.

REVAMPING DATA

There is a tremendous opportunity to
transform public health research,

including our nation’s data infrastruc-
ture and the journals that publish the

findings, to better reveal inequities and
their solutions and allow collaboration
from all sectors. We have learned that
consistent and disaggregated data are
critical to understanding the lived expe-
riences and outcomes in a public
health crisis. Factors such as immigrant
status, gender, sexual orientation, dis-
ability, language, socioeconomic status,
and experiences with structural and
interpersonal racism are intersectional,
and all significantly influence health
outcomes. That detail is lost once data
are aggregated into broad categories of
race and ethnicity. If we cannot fully
understand the social determinants
that affect people’s health, it is impossi-
ble to respond with adequate action or
policies.

In 2020, the Robert Wood Johnson
Foundation and the Urban Institute
released a series of reports to highlight
the lack of data on maternal outcomes
disaggregated by race and ethnicity,
the link of pandemic-related changes
to maternity care and preexisting
inequities, and opportunities to
improve maternal health equity after
the pandemic.?

Before COVID-19, the United States
was already experiencing a maternal
morbidity and mortality crisis, and sys-
temic racism has been a key driver of
disparate maternal health outcomes.
Women of color with low incomes are
more likely to face food insecurity,
unstable housing, and mental health
challenges such as depression and anx-
iety, all of which may negatively affect
health outcomes. And in recent deca-
des, the maternal death rate has nearly
doubled, with Black and Indigenous
women two to three times more likely
to die of pregnancy-related causes
than are White women.

The reports emphasize that our exist-
ing data systems cannot support



maternal health equity and offer oppor-
tunities to improve it during and
beyond the pandemic. As discussed in
Huyser et al. (p. S208), the pandemic
unveiled particular historical challenges
to Indigenous populations and high-
lights how the current public health
infrastructure perpetuates the effects
of systemic racism. Hansotte et al.

(p. S197) demonstrate how a local pub-
lic health department used COVID-19
data disaggregated by race and ethnic-
ity to make equitable resource alloca-
tion decisions.

As we continue to reimagine data,
the Robert Wood Johnson Foundation
established the first of its kind (to our
knowledge) independent National
Commission to Transform Public Health
Data Systems.? The commission
includes some of the nation'’s leading
experts in areas such as health care,
community advocacy, government,
business, and public health, and it is
tasked to identify the improvements in
data systems that will better address
social determinants and structural fac-
tors that result in inequitable health
outcomes. The commission’s recom-
mendations are expected in fall 2021.

AMPLIFYING
THE MESSAGE

To reduce health inequities, we must
use this moment to create a new
future—one with strong leadership,
commitment, community partnership,
and changes in priorities and financing.
Awareness of the need for the public
health field to address racism is grow-
ing, but it will require deeper commit-
ments from those who amplify the
message and the data.

Work must continue that ensures
that the public health community is
explicitly naming racism. A 2018

literature review of peer-reviewed pub-
lic health literature found that although
institutionalized racism is recognized as
a fundamental cause of health inequi-
ties, it was not often explicitly named in
the titles or abstracts of articles pub-
lished.* Naming institutionalized racism
refers to explicitly and publicly using
language and analyses that describe an
issue as a matter of racial justice. By
naming institutionalized racism in peer-
reviewed literature and being explicit
about how systems and institutions are
designed to isolate or oppress people
of color, we can analyze how these fac-
tors influence population health pat-
terns. Researchers and the publications
that promote their research have a
critical opportunity to highlight how
injustice and discrimination have been
codified and reinforced in our health
systems. Words have power to shift
hearts and minds, generate knowledge,
share solutions, and shape narratives.
Being explicit about naming this critical
construct may move the field forward
in important ways.

TAPPING
COMMUNITY POWER

Community power is the ability of peo-
ple most affected by inequity to create
change through a shared agenda of
achieving a larger vision. As Kline and
Quiroga (p. S201) showcase, collabora-
tion among researchers, public health
practitioners, and community leaders
can advance efforts to address social
inequalities that inform poor health.
A health equity lens must include the
power and knowledge of communities
who know best what they need to lead
full and healthy lives.

The Robert Wood Johnson Founda-
tion is committed to supporting
research that provides evidence of

OPINIONS, IDEAS, & PRACTICE

what works to advance health equity
and addresses racism. For example,
supporting the Asian & Pacific Islander
American Health Forum to implement
the Data Equity Project created an
opportunity to engage community lead-
ers across the country, including com-
munity public health organizations and
social justice advocates, to address
health challenges and provide local and
regional community organizations with
the tools, training, and organizational
capacity building needed to advance
health equity.”

Beyond the research itself, we must
think critically about who interprets the
results. Expanding the Bench offers a
network and pipeline for diverse eval-
uators and builds demand among fun-
ders for those practicing culturally
responsive and equitable evaluation.®
These evaluations must comprehen-
sively assess the research, including
whether the research methods or
approaches started with culturally
appropriate planning and design, set
a goal to advance equity, developed
cocreated questions with the commu-
nity meant to benefit from the re-
search, amplified the voice of the
community in data collection and disag-
gregated the data for various popula-
tions in the community, and validated
the findings with the community.

COMMITMENTS AND
NEXT STEPS

To achieve health equity, we must
name and identify racism where it
exists and challenge the structural rac-
ism that shapes our governance, social
structures, and policies that perpetuate
inequities. Research must provide an
evidence base for future policies and
interventions that must be imple-
mented at individual and community

Editorial

Orretal.

Hdlv

€S ON “LLL |OA ‘120 ‘€ wawsa|ddns

s$183



OPINIONS, IDEAS, & PRACTICE

AJPH  Supplement 3, 2021, Vol 111, No. S3

s184

levels to enhance health equity for all.
This could look like the following:

e A deeper examination and commit-
ment from journals, funders, and
peer reviewers to explicitly name
institutionalized racism in public
health literature.

e Aninvestment from funders and
the philanthropic community to
ensure research is conducted by a
diverse body of researchers in
partnership with community.

e Centering people who bear the
greatest disparities—primarily
Black, Indigenous, Asian American
and Pacific Islander, Latino, His-
panic, and other communities of
color—in research design, imple-
mentation, and policy advocacy.

e Practice-based research that shifts
the paradigm to investigate the
joint effects of multiple domains of
racism (structural, interpersonal,
cultural) so we can better measure
racism and not just its effects.

There is no one-size-fits-all solution
to combating racism. It will take real
commitment, difficult conversations,
sincere reflection, and humility from all
of us. The time is now for researchers—
and all those who apply research in
their practice—to examine the mecha-
nisms through which we continue to
perpetuate racism and the methods
critical to addressing it to lead us to a
future of health equity. 4JPH
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lack Americans have higher mor-
B tality rates from COVID-19 than the
general population and also stand out as
less inclined to accept COVID-19 vacci-
nation. As of January 5, 2021, 1in 735
Black Americans and 1 in 1000 Latino
Americans has died from COVID-19, in
comparison with 1 in 1030 White Amer-
icans.” As these statistics illustrate, the
public health infrastructure has visibly
failed to protect Black and Brown com-
munities from disproportionate rates of
death from COVID-19. Also, according to
Khubchandani et al., only 66% of Black
adults and 71% of Hispanic adults say
that they would get vaccinated com-
pared with 78% of White adults.? The
Public Health 3.0 framework introduced
by DeSalvo et al. in 2016 committed to
creating adequate public health systems
that would be able to respond to com-
munity needs in times of crises.® The
evidence of racial inequity in access to
COVID-19 prevention and treatment
and in the distribution of the social and
economic burden of the pandemic calls
into question the capacity of the Public

Health 3.0 framework to meaningfully
address structural racism.

Vaccine hesitancy, as defined by the
World Health Organization, is a refusal
or a delay in the acceptance of vaccines
despite availability.? We posit that the
term “vaccine distrust” is preferred over
the term "vaccine hesitancy” because of
the negative connotations of the latter,
which in effect faults the individual for
their lack of confidence in a system that
has historically failed and continues to
fail them. We examine the shortcomings
of the Public Health 3.0 framework
through the instructive case of vaccine
distrust, which is both a barrier to health
care and a predictable response to the
public health infrastructure’s failure to
respond to structural racism.

ASSESSING PUBLIC
HEALTH 3.0

The Public Health 3.0 framework posited
that to improve health for all, public
health departments needed to engage
communities and their leaders in
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collaborative efforts. This recognition of
the role of local communities in public
health practice was reinforced by
research associating health outcomes
with place, summed upin the conclusion
that one’s zip code is a stronger predic-
tor of health status than one's genetic
code.**

Yet a well-intentioned focus on com-
munities as places can obscure the
histories of structural racism that define
them as determinants of health. In Chi-
cago, lllinais, zip codes reflect a history of
residential segregation, and structural
racism continues to permeate civil soci-
ety, causing the most marginalized
members of society to live shorter lives
than their wealthier White counterparts.
In 2019, researchers from New York
University School of Medicine reported
that Chicago had the largest life expec-
tancy gap across neighborhoods in the
country.* The difference is as high as 30
years, and what drives this gap are the
differences in the social conditions in
which individuals in these communities
live. During the COVID-19 pandemic, the
public health infrastructure has had the
opportunity to demonstrate a capability
to address structural racism, the root
cause underlying neighborhood-level
effects on health, but is so far failing.

PUBLIC HEALTH
INFRASTRUCTURE
SHORTCOMINGS

Two examples demonstrate the Chicago
public health infrastructure’s inability to
implement the kinds of community col-
laboration that Public Health 3.0 prom-
ised but could not fulfill because of its
failure to address structural racism.
When key decisions were made for the
prioritization of COVID-19 testing sites,
Black and Brown communities were
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marginalized. Many testing sites were
drive-ups and largely inaccessible by
publictransport, and few offered flexible
evening and weekend hours that would
accommodate the work schedules ofthe
many “essential workers” in Black and
Brown communities.

The controversy surrounding reopen-
ing Chicago Public Schools, where stu-
dents are disproportionately Black and
Latinx, is another example of a local
failure to center racial equity in the
public health response to the pandemic.
Balancing the imperative to reopen
public schools to mitigate the disruption
to education with the need to stop the
spread of COVID-19 requires precisely
the kind of cross-sector, community-led
collaboration that Public Health 3.0
sought to deliver. Yet Chicago public
school teachers and staff were not pri-
oritized for COVID-19 testing, and only
recently was a vaccination prioritization
strategy released for them. In the push
to have students and staff return to
in-person learning, these groups saw
delays in communication regarding
when they would be eligible for vaccina-
tion or what the process would look like,
a clear breakdown in cross-sector col-
laboration and community engagement
that has disproportionately affected
Black and Brown communities.

The public health infrastructure as it
exists today has thus clearly failed to
adequately respond to either COVID-19
or structural racism. It did so by failing to
prioritize Black and Brown communities
in COVID-19 testing measures and is
failing again in the rollout and prioritiza-
tion of the COVID-19 vaccines. In Chi-
cago, the communities that were most
severely affected by COVID-19 are not
the communities with the highest rates
of vaccinations thus far. For reference,
the Chicago Data Portal shows that
77.1% of residents of Streeterville (zip

Madorsky et al.

code 6061 1)—a predominantly White
and wealthy neighborhood where many
doctors and health systems are
located—have already been vaccinated
with the first COVID-19 vaccine dose,
compared with just 34.2% of Englewood
(zip code 60621) residents.”

Englewood is a predominantly Black
neighborhood where many nonmedical,
frontline Black and Brown health care
workers reside. This discrepancy is again
another form of structural racism in that
although public health officials had
stated their intentions to prioritize Black
and Brown communities, the reality-one
that these communities are used to-
suggests otherwise. After repeatedly
being neglected by the health care sys-
tem, itis rather reasonable that mem-
bers of Chicago's Black and Brown
communities do not trust their public
health departments or believe that they
will protect them. On January 25, 2021,
the Chicago Department of Public
Health (CDPH) announced Protect Chi-
cago Plus, a plan that guides an equita-
ble approach to vaccine distribution.®
Although we are hopeful that this initia-
tive will help to ensure that the vaccine
effectively reaches marginalized com-
munities, it does not eliminate the
fundamental and repeated lack of pro-
tection and prioritization of Black and
Brown individuals that fuels vaccine
distrust.

VACCINE DISTRUST: A
PREDICTABLE RESPONSE

Vaccine distrust during the recent
COVID-19 vaccine rollouts must be
understood in the context of these
painful, avoidable failings of the public
health response to the pandemic in
Black and Brown communities. For
communities of color, these recent
experiences confirm that the trust

broken through historical abuses by
medical and public health professionals
(the Tuskegee Syphilis Study, J. Marion
Sims's gynecological surgeries, the use
of Henrietta Lacks's cell line without her
consent, etc.) has not been restored. Yet
the public discourse, and too often the
public health response, seems to frame
vaccine distrustin these communities as
the problem rather than a symptom of
structural racism and a flawed public
health infrastructure. For example,
Gabriela Borter and Makini Brice write in
the National Post that just “49% of Black
Americans would be interested in taking
it [the COVID-19 vaccine], compared to
63% of White Americans” and that public
health officials hope that “Black faith
leaders and other Black role models will
help alleviate strong skepticism among
African Americans about the safety of
the vaccine.”’

We agree that trusted leaders could
have a positive impact by acting as
liaisons between their communities and
medical professionals. But we must
acknowledge that to call on Black and
Brown messengers for vaccination is to
call on the very communities that have
been harmed by past abuses to take a
chance on trusting the medical and
public health institutions responsible for
those abuses. Success in vaccinating
these communities will be determined
as much by that history and the initiative
those institutions take to dismantle
structural racism in their own houses as
by the messengers in Black and Brown
communities. If public health and med-
ical leaders rely too heavily on using
trusted messengers to bridge gaps and
build trust without first earning the trust
of those messengers, they might be
placing too much responsibility on
community leaders to ultimately get the
vaccines in people’s arms. Moreover,
the paternalistic framing of the issue and



the top-down advice from public health
officials might actually be reinforcing the
distrust and fear that Black and Brown
communities are being used as guinea
pigs for a potentially unsafe vaccine.
The experience of vaccine distrust and
the inadequate public health response
to it clearly demonstrates the short-
comings of the Public Health 3.0 frame-
work for addressing structural racism as
a determinant of health. We propose
critical next steps toward a Public Health
3.5 framework that effectively acknowl-
edges and challenges structural racism.

ADDRESS HEALTH
CARE DESERTS

One of several complex and interacting
factors explaining vaccine distrust is the
experience of lower access to health
services that are welcoming and
respectful to Black and Brown individu-
als, including undocumented people. In
Chicago, there are several communities
on the South and West sides that lack
adequate access to primary care clinics,
specialists, dentists, pharmacies, mental
health resources, and more. During the
current COVID-19vaccine rollout, we are
seeing the direct effects of the shortage
of pharmacies and clinics in these areas.
In the framework of Public Health 3.5,
improving access in health care deserts
is imperative. The CDPH can incubate
replicable solutions by developing
methods to efficiently vaccinate individ-
uals living in pharmacy deserts. This plan
couldinclude usinglarge venuesthat are
opened to the public, such as schoaols,
libraries, stadiums, parks, and conven-
tion centers. The city could also develop
innovative ways to deploy qualified
persons, such as community health
workers and health professions stu-
dents, to administer the vaccine at these
locations. Not only are these spaces

more readily accessible to the public, but
they are also more “neutral” spaces,
where minority individuals might not
experience the same distrust that is
often associated with hospitals and
clinics.

Health care deserts are unceasing
barriers to care in vulnerable communi-
ties. The discussed solution to pharmacy
deserts during COVID-19 vaccine rollout
can be adapted to continuously address
areas that lack adequate access to care
and can be used to prepare a new public
health infrastructure for more chal-
lenges in the future.

MEANINGFUL
COMMUNITY
COLLABORATION

Additionally, Public Health 3.5 envisions
a fluid, continuous conversation
between public health departments and
underserved communities. In Chicago,
for example, each neighborhood is
unique and has different trusted spaces,
leaders, and messengers, and thus
solutions must be tailored accordingly.
Some communities place more trust in
religious leaders and places of worship,
whereas others might have closer ties to
alternative associations and officials.
When it comes to vaccine distrust and
other forms of medical distrust in Black
and Brown communities, it is not nec-
essarily the science they do not trust but
rather the scientists. Thus, it is impera-
tive that we first earn the trust of
messengers who look like them or come
from similar backgrounds so they will be
willing to advocate medical develop-
ments. However, we do not want to
overburden these messengers with the
work of fixing the issues that arise from
public health infrastructure’s failure to
address structural racism. At the same
time that we are collaborating with
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trusted community messengers, we
must be dismantling the systems in
health care that necessitate these
messengers.

We envision public libraries playing a
significant role by acting as alternative
trusted spaces where community
members can access information and
interact with leaders in and outside their
communities, such as public health
officials and medical professionals. It is
time that we treat community members
as experts in their own experiences and
actively listen to their criticisms and
suggestions. We propose more town
halls, webinars, and seminars that are
open to the public to allow individuals to
directly engage with professionals about
specific topics, such as the safety and
efficacy of the COVID-19 vaccine. Indi-
viduals who do not have access to the
Internet at home could use their local
library branch to access the virtual
events.

AN EQUITY LENS FOR
FUNDING DECISIONS

A Public Health 3.5 framework must
apply an equity lens not only to the
analysis of health outcomes but also to
the prioritization of public health
resources. Public health departments in
the Public Health 3.5 framework would
be better equipped with the support
they need to give adequate attention to
marginalized communities. To address
health care deserts during vaccination
rollout, the CDPH could allocate funds to
educate and use qualified persons to
administer the vaccine at public venues.
Moreover, along with adding more town
halls, seminars, and webinars that are
open to the public, the CDPH could
employ advocates and messengers to
advertise these events to their commu-
nity members. This would ensure that
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the events are reaching community
members and not simply circulating in
medical and educational institutions.
The creation of the Chicago mayor’s
Racial Equity Rapid Response Team is a
step toward prioritizing health equity.®
This team coordinates with several
educational and medical institutions,
community-based organizations, and
community response networks to flat-
ten the COVID-19 mortality curve in
Black and Brown communities. With
these actions, along with the recom-
mendations made thus far, Chicago can
become a model to replicate health
equity initiatives on a national level.
Since March 2020, the US Department
of Health & Human Services (HHS) has
announced that billions of dollars would
be spent on efforts to manufacture and
distribute a safe and effective COVID-19
vaccine. The timeline and allocation of
money is outlined on the Domestic
Preparedness Web site in “Fact Sheet:
Explaining Operation Warp Speed.” In
the framework of Public Health 3.5, HHS
would have allocated funds and outlined
aplan toimplement efficient vaccination
of the highest-need community mem-
bers well before a vaccine was approved
by the US Food and Drug Administration.
If Chicago acts now to begin to realize
the vision of a Public Health 3.5 frame-
work, both the national and local public
health infrastructure will be better posi-
tioned to protect the most vulnerable
communities in the next crisis.

CONCLUSIONS

Distrust of medical authorities and dis-
trust of vaccines in Black and Brown
communities are notimmutable cultural
characteristics. They are complex
social-historical phenomena, and the
failure to account for and respond to this

Madorsky et al.

complexity during the COVID-19 pan-
demic threatens to widen the racial
health gap in Chicago and beyond. If the
public health infrastructure does not
have effective tools to address this
complex problem that public health and
medicine created, it is because we have
not invested in developing, evaluating,
and implementing those tools, nor have
we dismantled the deeply engrained
structural racism in our public health
and health care systems.

Itis widely known that we are currently
dealing with multiple pandemics—
COVID-19, racism, distrust, and misin-
formation. Once we start treating struc-
tural racism with the same urgency that
we treat COVID-19, we might start mak-
ing progress in our attempt to eliminate
racial and ethnic health inequities. 4JPH
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ack of access to nutritious foods, a

L known social determinant of health
that contributes to disparities in chronic
disease outcomes and lowered life
expectancy,’ has only grown worse in
the midst of the COVID-19 pandemic.?
This is especially true in households with
Hispanic/Latino or Black adults, who
have consistently reported food insecu-
rity at twice the rate of White adults
throughout the pandemic.? Historically,
people of color have experienced higher
rates of food insecurity because of the
intersection of multiple other social
determinants of health, including racial
discrimination, poverty, and unemploy-
ment.? Given that food insecurity is a
multifactoral issue, it requires partners
from a variety of sectors to band
together to change the environmental
conditions and systems that can
improve, or inhibit, health and well-
being."”

In 2016, the US Department of Health
and Human Services introduced Public

Health 3.0, a model intended to pave the
way for a new era of public health
practice.” This initiative promotes multi-
sector collaboration to address social
determinants of health at the local level ?
However, listening sessions have
highlighted the need for improved
funding streams to support these initia-
tives and how attention to the poorly
resourced public health infrastructure
often only comes up “in the context of

disasters and crises."?

)The pandemic
has clearly exposed how the chronic gap
in public health funding®” contributes to
racial disparities in health outcomes,’
making it all the more important for
various sectorsto collaborate to address
the most pressing challenges of our
time. At the same time, traditional fund-
ing practices often exclude the very
people they strive to support, further
reinforcing the power imbalances that
contribute to health disparities.

In light of these concerns, we
endeavor to illustrate the ways one
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funding opportunity, the Healthiest Cit-
ies and Counties Challenge (hereafter
“the Challenge”), strives to fund multi-
sector work differently to better support
local efforts to advance health equity.
Based on this experience, we propose a
series of recommendations for funders
on how to better foster successful
multisector initiatives to tackle social
determinants of health and improve
health equity in communities of color.

SYSTEMIC INEQUITIES IN
FOOD ACCESS

Access to nutritious foods is a key social
determinant of health that has taken
center stage during the COVID-19 pan-
demic, especially in communities of
color. In 2018, 25% of Black and 17% of
Hispanic households reported that they
were food insecure, and more recent
estimates indicate that these rates have
nearly doubled during the pandemic.®
Furthermore, Black and Hispanic/Latino
adults are more likely than are White
adults to experience very low food
security, have to skip meals, or have to go
entire days without eating.® Food inse-
curity puts these communities at higher
risk for chronic conditions, such as
hypertension and type 2 diabetes, that
not only lead to more severe COVID-19
outcomes in the near term but could
also have along-term impact on health

The high rates of food insecurity in
communities of color are driven by a lack
of food system infrastructure and serv-
ices as well as by other social determi-
nants, including racial discrimination,
education, incarceration, poverty and
employment.” The “complex interplay
among race, social determinants, and
health,” paired with the economic
impacts of the pandemic,® has exacer-
bated food insecurity disparities. Efforts
to dismantle structural racism are
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imperative for addressing the underly-
ing conditions that lead to dispropor-
tionate rates and risks of food insecurity
in communities of color.'® This reality
drives the need for multisector collabo-
ration “to address social, environmental,
and economic conditions that affect
health and health equity”*®" and
“to think and act in a systems
perspective,” " as called for in the
Public Health 3.0 model.
Unfortunately, many current funding
practices do not adequately support
complex systems change efforts that
aim to address root causes of ineg-
uity."! Systems change requires finan-
cial resources dedicated to partnership
development and coalition operations,
as well as an investment in community
leaders. Often, funders use knowledge
gathered from the community to
inform grant programs,’? a form of
inauthentic, tokenistic engagement,'>
rather than authentically engaging
community members and compensat-
ing them for their contributions. To
effectively address systemic inequities,
funders must be willing to examine
their own roles in maintaining tradi-
tional power dynamics."*'* Otherwise,
“deploying more money may address
deep-seated inequities only at the
surface,”"? for example, by continuing
to marginalize the communities most
affected by food insecurity. Further-
more, current funding practices “also
leave systems change leaders without
important nonfinancial support.”"'®2
Beyond funding, local-level organiza-
tions need capacity-building assistance
to learn how to engage partners from
other sectors and integrate community
members into their work. To improve
food access and other social determi-
nants of health affected by the pan-
demic, funders will need to shift their

Perrotte and Noorestani

practices to better support success-
ful multisector collaboration and
authentic community engagement to
change systems that uphold racial
disparities in food security and chronic
disease.

FUNDING MODEL TO
SUPPORT SYSTEMIC
ACTION

Although the authors of Public
Health 3.0 recognized the need for
improved funding models, they did not
provide examples of how to address
the inadequacies of current funding
practices.” In our work designing the
funding opportunity for the Challenge,
our team committed to identifying a
better way to supportlocal communities
striving to address the social determi-
nants of health and advance health
equity. The Challenge, funded by the
Aetna Foundation and ledin partnership
with the American Public Health
Association, the National Association of
Counties, and Healthy Places by Design,
offers the flexible funding and in-depth
technical assistance needed to effect
systems change. Since]July 2020, we have
worked with 20 communities to address
both access to foods that promote
health and access to health services
through multisector partnerships and
authentic community engagement.'?
The Challenge wholeheartedly adopts
the Public Health 3.0 philosophy “that
local communities will lead the charge in
taking public health to the next level ">®?
To create flexibility, space, and time for
multisector partnerships to be culti-
vated in each community, the Challenge
selection committee chose not to
require detailed project proposals and
budgets upfront. As a result, grantees
were able to use funds to convene and

to engage community partners directly
in the strategic planning and budgeting
process during the first few months of
this initiative. Although traditional fund-
ing opportunities emphasize the imple-
mentation of direct-service projects and
programs with short timelines, the
Challenge extended the timeline of the
grantinresponseto the pandemic. From
the beginning, the Challenge has
emphasized the importance of reserving
both authentic leadership positions and
funds for community members. This
created an opportunity for grantees to
engage community members directly
affected by food insecurity in their plan-
ning process and compensate them for
their time and expertise, a critical offer-
ing at a time when many individuals are
facing unemployment and heightened
food insecurity.

Recognizing that systems change
requires more than just financial
support, the Challenge provides coop-
erative capacity building through one-to-
one coaching and a peer-learning
community. To effectively facilitate these
learning opportunities, the technical
assistance team must “build trust with
communities by demonstrating a listen-

12 with com-

ing and learning posture,
munity coaches taking on the role of
objective observer, resource broker, and
connector, instead of performance
monitor. Through this practice, we have
cultivated a network of communities
that can share their deep experience
and expertise based on work at the
local level. We believe this technical
assistance and capacity-building sup-
port is just as important as the funding,
if not more so, for supporting the
success of multisector efforts and
addressing the social determinants of
health that drive racial disparities in food
security.



RECOMMENDATIONS TO
IMPROVE FUNDING

Although the Challenge is in its early
stages, it provides a promising applica-
tion of the Public Health 3.0 framework's
call for multisector collaboration to
address social determinants of health in
local communities. As we emerge from
the depths of the COVID-19 pandemic, it
is imperative that funders consider the
following recommendations on how to
improve funding opportunities for pub-
lic health initiatives and shift resources
and power into the hands of local com-
munities facing food insecurity and
other health disparities.

Invest in Coalitions

Many local community-based organiza-
tions working on food access have spent
years developing unique partnerships
and relationships with their communi-
ties, but they are limited to piecing
together funds for individual projects
with narrow focus areas.

Funders should invest in long-term
supportforthe operationsofcommunity-
led coalitions. Giving a community
resources that are not linked to
preestablished outcomes creates the
opportunity to identify strategies that
address social determinants of health.

Value Lived Experience

The professionalization of the public
health field has led to tremendous
growth in educational opportunities and
knowledge about effective health pro-
motion strategies. However, this does
not replace the need for authentic
leadership from the community.

New food access initiatives should ask
for specific community engagement
strategies in their applications and

require grantees to budget for appro-
priate compensation for people with
lived experience of food insecurity to be
equal partners in their work.

Offer Learning Support

Changing the systems that influence
social determinants of health is complex
work, and individuals working in local
communities have many competing pri-
orities to address, including providing
essential services. Funders often neglect
to support their grantees in learning
how to operate on a systems level while
continuing to carry out the missions of
individual organizations.

Beyond providing direct funding, we
need to invest in capacity building that
deepens individuals' understanding of
social determinants and systems
change. To achieve this, funders must be
willing to shift out of the authority figure
role and offer genuine support.

CONCLUSIONS

Food insecurity is a pervasive issue in
communities of color that is heavily
affected by a myriad of social determi-
nants of health, including access to
nutritious foods. This public health crisis
has only worsened during the COVID-19
pandemic, which has exposed the need
for systemic change like few other
disasters in recent history. At the same
time, current funding practices limit the
capacity of local communities to engage
in the multisector coalition building and
community engagement efforts
required to adequately address social
determinants of health.

The Challenge reimagines the tradi-
tional funding framework for community-
led initiatives to offer more flexibility and
support for multisector collaboration,
community engagement, and capacity
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building. If more funders follow our
recommendations, the opportunity to
transform systems will flourish. To truly
improve public health, we need to
address social determinants of health in
away thatinvolves the entire community
and leads to the development of new
systems and policies that no longer
disadvantage communities of color. 4JPH

CORRESPONDENCE

Correspondence should be sent to Brittany M.
Perrotte, MPH, Project Director, Healthiest Cities
and Counties Challenge, American Public Health
Association, 800 | St NW, Washington, DC 20001-
3710 (e-mail: brittany.perrotte@apha.org).
Reprints can be ordered at http://www.ajph.org by
clicking the "Reprints” link.

PUBLICATION INFORMATION

Full Citation: Perrotte BM, Noorestani A. Going
beyond Public Health 3.0: how flexible funding
streams can help to break down silos, change
systems, and advance health equity in local com-
munities. Am J Public Health. 2021;111(S3):5189-
S192.

Acceptance Date: March 4, 2021.

DOL: https://doi.org/10.2105/AJPH.2021.306410

CONTRIBUTORS

Both authors were engaged in editorial concept
development, research, writing, reviewing, and
finalizing the editorial.

ACKNOWLEDGMENTS

The Healthiest Cities and Counties Challenge is
funded by the Aetna Foundation, an independent,
charitable, philanthropic affiliate of CVS Health.

The authors would like to thank the following
individuals for their intellectual contributions to the
Healthiest Cities and Counties Challenge: Philip
Bors, MPH, Kate Lincoln, MA, Pamela Mann, MPH,
Gabriella Peterson, BA, Susan L. Polan, PhD, and
Sarah Strunk, MHA.

Note. The views presented here are those of the
authors and do not necessarily reflect those of the
American Public Health Association or the Aetna
Foundation, its directors, officers, or staff.

CONFLICTS OF INTEREST

The authors have no known conflicts of interest to
disclose.

REFERENCES

1. Healthy People 2030. Social determinants of
health. Available at: https://health.gov/
healthypeople/objectives-and-data/social-
determinants-health. Accessed March 1, 2021.

Editorial  Perrotte and Noorestani

Hdlv

€S ON “LLL |OA ‘120 ‘€ wawsa|ddns

$191


mailto:brittany.perrotte@apha.org
http://www.ajph.org
https://doi.org/10.2105/AJPH.2021.306410
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health

OPINIONS, IDEAS, & PRACTICE

2. Waxman E, Gupta P, Gonzalez D. Food insecurity policies to advance health equity with $2 million in
edged back up after COVID-19 relief expired. grants from the Aetna Foundation. July 15, 2020.
October 27, 2020. Available at: https://www.urban. Available at: https://www.apha.org/news-and-
org/sites/default/files/publication/103117/food- media/news-releases/apha-news-releases/2020/
insecurity-edged-back-up-after-covid-19-relief- healthiest-cities-and-counties-challenge.
expired_1.pdf. Accessed January 12, 2021. Accessed March 1, 2021.

3. Leddy AM, Weiser SD, Palar K, Seligman H. A
conceptual model for understanding the rapid
COVID-19-related increase in food insecurity and
its impact on health and healthcare. Am J Clin Nutr.

2020;112(5):1162-1169. https://doi.org/10.1093/ Cannabis: Moving Forward.
ajcn/ngaa226 MOVING FORWARD

4. Odoms-Young A, Bruce MA. Examining the impact PROTECT /NG HEALTH Prote'ﬂll'lg Health

of structural racism on food insecurity: implica-
tions for addressing racial/ethnic disparities. Fam

Edited by: David H. Jernigan, PhD, Rebecca L. Ramirez MPH,
Brian C. Castrucci, DrPH, Catherine D. Patterson, MPP

Community Health. 2018;41(suppl 2):S3-S6. % i
https://doi.org/10.1097/FCH.0000000000000183 Grace Castlio: MPH

5. DeSalvo KB, Wang C, Harris A, Auerbach J, Koo D, This new book addresses the angoing debate on cannabis policy
O'Carroll P. Public Health 3.0: a call to action for and provides guidance on how to regulate its sale and distribution,

public health to meet the challenges of the 21st
Century. Prev Chronic Dis. 2017;14:E78. https://doi.
org/10.5888/pcd14.170017

6. Martin EG, Kronstadt J. No longer invisible: the
critical role of local health departments in
responding to COVID-19. April 16, 2020. Available
at: https://www.healthaffairs.org/do/10.1377/
hblog20200408.106373/full. Accessed January 11,
2021.

7. Trust for America's Health. The impact of chronic
underfunding of America’s public health system: e" ’_\I)H‘A I : I SS
trends, risks, and recommendations, 2019. 2019. -"‘ g
Available at: https://www.tfah.org/wp-comtentj AN TPRINT OF AMERICAN FUBLIC HEALTH ASSOCIATION

uploads/2020/03/TFAH_2019_PublicHealthFun
ding_07.pdf. Accessed January 12, 2021.

Instead of taking a stance for or against cannabis use, the book:

= suggests we employ strategies similar to those used in alcohol

i ion of poli ices;
2021 | 300PP | SOFTCOVER control 1o create a solid foundation of policy and best practices;

978-087553-3179 » focuses on how we can best regulate a complex substance,

.] APHABOOKSTORE 07

8. Schanzenbach D, Pitts A. Food insecurity during
COVID-19 in households with children: results by
racial and ethnic groups. July 9, 2020. Available at:
https://www.ipr.northwestern.edu/documents/
reports/ipr-rapid-research-reports-pulse-hh-
data-9-july-2020-by-race-ethnicity.pdf. Accessed
March 1, 2021.

9. Churchwell K, Elkind MSV, Benjamin RM, et al. Call
to action: structural racism as a fundamental
driver of health disparities: a presidential advisory
from the American Heart Association. Circulation.
2020;142(24).e454-e468. https://doi.org/10.116
1/CIR.0000000000000936

10. Gamblin MD, King K. Racially equitable responses
to hunger during COVID-19 and beyond. 2020.
Available at: https://www.bread.org/sites/default/
files/downloads/racial-equity-report-es-2020.pdf.
Accessed January 11, 2021.

AJPH  Supplement 3, 2021, Vol 111, No. S3

11. Ashoka Worldwide. Embracing complexity:
towards a shared understanding of funding
systems change. 2020. Available at: https://www.
ashoka.org/en/embracing-complexity. Accessed
January 12, 2021.

12. Wong N, McGrath A. Building a trust-based
philanthropy to shift power back to communities.
November 20, 2020. Available at: https://ssir.org/
articles/entry/building_a_trust_based_philanthro
py_to_shift_power_back_to_communities.
Accessed January 12, 2021.

13. Attygale L. The context experts. 2017. Available at:
https://www.tamarackcommunity.ca/library/the-
context-experts. Accessed January 12, 2021.

14. Kania J, Kramer M, Senge P. The water of systems
change. 2018. Available at: https://www.fsg.org/
publications/water_of_systems_change. Accessed
January 12, 2021.

. American Public Health Association. 20 US cities
and counties pledge to improve local systems and

ul

S192 ckditorial  Perrotte and Noorestani


https://www.urban.org/sites/default/files/publication/103117/food-insecurity-edged-back-up-after-covid-19-relief-expired_1.pdf
https://www.urban.org/sites/default/files/publication/103117/food-insecurity-edged-back-up-after-covid-19-relief-expired_1.pdf
https://www.urban.org/sites/default/files/publication/103117/food-insecurity-edged-back-up-after-covid-19-relief-expired_1.pdf
https://www.urban.org/sites/default/files/publication/103117/food-insecurity-edged-back-up-after-covid-19-relief-expired_1.pdf
https://doi.org/10.1093/ajcn/nqaa226
https://doi.org/10.1093/ajcn/nqaa226
https://doi.org/10.1097/FCH.0000000000000183
https://doi.org/10.5888/pcd14.170017
https://doi.org/10.5888/pcd14.170017
https://www.healthaffairs.org/do/10.1377/hblog20200408.106373/full
https://www.healthaffairs.org/do/10.1377/hblog20200408.106373/full
https://www.tfah.org/wp-content/uploads/2020/03/TFAH_2019_PublicHealthFunding_07.pdf
https://www.tfah.org/wp-content/uploads/2020/03/TFAH_2019_PublicHealthFunding_07.pdf
https://www.tfah.org/wp-content/uploads/2020/03/TFAH_2019_PublicHealthFunding_07.pdf
https://www.ipr.northwestern.edu/documents/reports/ipr-rapid-research-reports-pulse-hh-data-9-july-2020-by-race-ethnicity.pdf
https://www.ipr.northwestern.edu/documents/reports/ipr-rapid-research-reports-pulse-hh-data-9-july-2020-by-race-ethnicity.pdf
https://www.ipr.northwestern.edu/documents/reports/ipr-rapid-research-reports-pulse-hh-data-9-july-2020-by-race-ethnicity.pdf
https://doi.org/10.1161/CIR.0000000000000936
https://doi.org/10.1161/CIR.0000000000000936
https://www.bread.org/sites/default/files/downloads/racial-equity-report-es-2020.pdf
https://www.bread.org/sites/default/files/downloads/racial-equity-report-es-2020.pdf
https://www.ashoka.org/en/embracing-complexity
https://www.ashoka.org/en/embracing-complexity
https://ssir.org/articles/entry/building_a_trust_based_philanthropy_to_shift_power_back_to_communities
https://ssir.org/articles/entry/building_a_trust_based_philanthropy_to_shift_power_back_to_communities
https://ssir.org/articles/entry/building_a_trust_based_philanthropy_to_shift_power_back_to_communities
https://www.tamarackcommunity.ca/library/the-context-experts
https://www.tamarackcommunity.ca/library/the-context-experts
https://www.fsg.org/publications/water_of_systems_change
https://www.fsg.org/publications/water_of_systems_change
https://www.apha.org/news-and-media/news-releases/apha-news-releases/2020/healthiest-cities-and-counties-challenge
https://www.apha.org/news-and-media/news-releases/apha-news-releases/2020/healthiest-cities-and-counties-challenge
https://www.apha.org/news-and-media/news-releases/apha-news-releases/2020/healthiest-cities-and-counties-challenge

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



OPINIONS, IDEAS, & PRACTICE AIDI—I

Successful, Easy to Access, Online
Publication of COVID-19 Data During
the Pandemic, New York City, 2020

Matthew Peter Mannix Montesano, MPH, Kimberly Johnson, MS, Andrew Tang, MPH, Jennifer Sanderson Slutsker, MPH,
Pui Ying Chan, MPH, Kevin Guerra, MPH, Jennifer MacGregor, BA, Jeffrey Grossman, BA, Maura Kennelly, MPH, and

Corinne N. Thompson, PhD, MSc

Making public health data easier to access, understand, and use makes it more likely that the data
will be influential. Throughout the COVID-19 pandemic, the New York City (NYC) Department of Health
and Mental Hygiene's Web-based data communication became a cornerstone of NYC's response and
allowed the public, journalists, and researchers to access and understand the data in a way that

supported the pandemic response and brought attention to the deeply unequal patterns of COVID-19's
morbidity and mortality in NYC. (Am J Public Health. 2021;111(S3):5193-S196. https://doi.org/10.2105/

AJPH.2021.306446)

arly in the COVID-19 pandemic,
E the New York City (NYC)
Department of Health and Mental
Hygiene (DOHMH) began reporting
COVID-19 data on its Web page. The
agency prioritized simplicity, user-
friendliness, and transparency in its
COVID-19 data communication. We
describe the DOHMH's strategy,
methods, and results.

INTERVENTION

Because the strategies behind how data
are communicated are as critical as the
data themselves, the DOHMH published
data in a way that made them easy to
access, understand, and use. Our goals
were to inform the public, guide
deployment of city testing and outreach
resources, empower researchers and
journalists with access to data, and help
other jurisdictions plan for the impact of
COvID-19.

PLACE AND TIME

The DOHMH in NYC began reporting
NYC's COVID-19 morbidity and mortality
dataon its Web page in March 2020. Our
work is ongoing.

PERSON

The DOHMH worked to reach the public,
journalists, community advocates,
elected officials, and researchers, both
locally and globally. The DOHMH
designed information for lay audiences
to understand and provided details
designed to support experts' data use.

PURPOSE

clearly communicating data so that the
public, local officials, and other stake-
holders could easily and accurately
understand the local pandemic. During
emergencies, it is vital to collect data on
disparities to address them. Data pub-
lished online by the DOHMH were
among the earliest evidence of the
disproportionate impact of COVID-19 on
the Black and Hispanic/Latino popula-
tions in the United States and on high-
poverty neighborhoods. Making data
easy to access and understand helped
focus resources such as testing and
supportive services on communities
with high burdens.

IMPLEMENTATION

NYC was an early epicenter of the
COVID-19 pandemic in the United
States as initial undetected spread led to
a dramatic acceleration of the local
pandemic. The DOHMH prioritized

Early in the pandemic, the DOHMH
prioritized digitally publishing COVID-19
data. Its data communication strategy
followed principles of user-friendliness,
emphasizing explanation, open access
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to data and documentation, and itera-
tive development.

User-Friendliness

To make data easy for all to access and
understand, the DOHMH published data
through interactive visualizations on
standard DOHMH Web pages. The
DOHMH used a tool called Datawrapper
(www.datawrapper.de). This allowed the
agency to design interactive visualiza-
tions that allow users to select metrics,
filter data, and hover for values (Figure A
[available as a supplement to the online
version of this article at http://www.ajph.
org]). These user-friendly visualizations
helped make complex data easy to
understand for nontechnical audiences.

Many Web data dashboard platforms
fail to accommodate mobile respon-
siveness, make it difficult to access
visualizations' source data, and have
limited screen reader accessibility—all
of which limit access to people with
different needs. Publishing on standard
Web page templates allowed the
DOHMH to build Web content with basic
programming skillsin HTML and CSS, the
cornerstone languages of the Internet,
without requiring custom tools or spe-
cialized expertise. Standard Web pages
provided flexibility to ensure keyboard
navigation, which supported users with
mobility impairments, and accessibility
by screenreaders, which allowed people
with visual impairments to access the
data. This made data more accessible,
regardless of a user's impairments or
need for adaptive technologies.

Emphasizing Explanation

A visualization's design affects audience
comprehension of data and is especially
important when an audience is unfamil-
iar with the subject. The DOHMH

S194 NotesFromtheField  Montesano et al.

designed visualizations informed by
evidence-based approaches to support
comprehension,? such as simplifying
charts by removing gridlines and bor-
ders and focusing the data displayed,
using color for emphasis, and sorting
values from high to low. These
approaches are vital for communicating
data clearly and effectively. The DOHMH
also supplemented visualizations with
simple explanations, metric definitions,
and comments on limitations through-
out the Web pages. Incorporating these
explanatory strategies supports the
broader use of data by making the
stories in the data easier to understand.

Open Access to Data and
Documentation

The DOHMH provided the data as
machine-readable, comma-separated
value files, which allows users such as
media outlets, data aggregators, and
academic researchers to easily pull data
into their systems for analysis. The
DOHMH manages these data files on
GitHub (www.github.com), a widely used
platform for open-source software.
Using GitHub allowed the DOHMH to
reach alarge community of data-sawvy
practitioners who can automatically
download data as they are updated.
Furthermore, using GitHub allowed the
DOHMH to post extensive documenta-
tion that supported users' interpretation
and use of the data and avoided clut-
tering visualizations with footnotes that
can compromise comprehensibility.

Iterative Development

As the COVID-19 pandemic evolved, the
most important questions of the
moment also evolved. Throughout the
pandemic, the DOHMH released addi-
tional data and visualizations, including

ways for users to view data by neigh-
borhood, and displays of recent trends
as cumulative data became less infor-
mative. These iterative developments
were informed by user feedback.
Through surveys for Web page visitors,
GitHub comments from active users,
formal data presentations to local offi-
cials, and monitoring social media con-
versations, the DOHMH solicited user
feedback to understand what data ele-
ments needed improvement and
enhanced the data, visualizations, inter-
activity, and documentation to aid
understanding and use. This ensured
that as the pandemic evolved and peo-
ple asked new questions, the data could
continue to help shape the narrative and
inform the response.

EVALUATION

After launching, the COVID-19 data Web
pages became the most trafficked por-
tion of the DOHMH Web site. From April
to November 2020, the data Web pages
averaged more than 1.5 million monthly
page views, making up more than 40% of
all DOHMH Web traffic (Figure 1). The
intense interest in these Web pages
strongly suggests that they aided access
toand use ofthe data and that clear data
communications can be a powerful way
to engage audiences.

With news outlets and academics able
to easily and reliably access data
through GitHub, these data were shared
with larger audiences through articles
and academic papers, including graphi-
cal features in the New York Times,® and
academic papers on profound dispar-
ities in the United States.*

Widely accessed and used, these data
helped frame the narrative on the exac-
erbation of disparities during the COVID-
19 pandemic. Informed by these data,
NYC launched “hyperlocal” activations
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FIGURE 1— Monthly Page Views to the Department of Health and Mental
Hygiene (DOHMH) Web Site and to the COVID-19 Data Web Pages: New York
City, November 2019-November 2020

providing outreach, testing, and sup-
portive services to historically disin-
vested communities that suffered the
highest levels of morbidity and mortality
during the first wave of COVID-19.°

ADVERSE EFFECTS

No adverse effects were identified, but
the DOHMH continues to monitor how
data are received and understood by
users to ensure that its data are easy to
understand and use.

SUSTAINABILITY

For this work, the DOHMH used free
products that required few specialized
skills and strategies that can be repli-
cated in other jurisdictions. Many public
agencies may have limited expertise or
infrastructure to produce high-quality
digital products, but the DOHMH has
shown that communicating data effec-
tively does not require additional
resources or specialized technical
expertise.

PUBLIC HEALTH
SIGNIFICANCE

Collecting and sharing data are

core functions of public health agen-
cies,® and a part of this responsibility
should include providing data in
formats that the public can access,
understand, and use. By providing
open access to data and reliable
updates, the DOHMH engendered trust
with influential audiences, supported
broader use of its data, and laid foun-
dations for future data communication
practices.

The COVID-19 pandemic has been
marked by inconsistent data availability,
sometimes conflicting data,” and severe
disparities by race, ethnicity, and pov-
erty. An effective population-based
response is rooted in part by data that
are trusted and understood by many
different communities. With a strategy of
user-friendliness, explanation, open
access, and iterative development, the
DOHMH allowed its data to play a pow-
erful role in the response to COVID-19,

OPINIONS, IDEAS, & PRACTICE

shape public understanding of the pan-
demic, and equip all with data that can
help people respond. AJPH
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Supporting Health Equity Through
Data-Driven Decision-Making: A Local
Health Department Response to

COVID-19

Elinor Hansotte, MPH, Elizabeth Bowman, MPH, P. Joseph Gibson, PhD, MPH, Brian E. Dixon, PhD, MPA, Virgil R. Madden, and

Virginia A. Caine, MD

COVID-19 highlights preexisting inequities that affect health outcomes and access to care for Black and

Brown Americans. The Marion County Public Health Department in Indiana sought to address inequities in

COVID-19 testing by using surveillance data to place community testing sites in areas with the highest

incidence of disease. Testing site demographic data indicated that targeted testing reached populations

with the highest disease burden, suggesting that local health departments can effectively use surveillance
data as a tool to address inequities. (Am J Public Health. 2021;111(S3):5197-5S200. https://doi.org/10.2105/

AJPH.2021.306421)

he Marion County Public Health
T Department (MCPHD) used COVID-
19 incidence data to place and promote
community testing sites in the highest-
need areas, allowing MCPHD to reduce
barriers to testing among populations
disproportionately affected by the
pandemic.

INTERVENTION

MCPHD used a data-driven approach to
select sites equitably for COVID-19 test-
ing. We matched positive case reports
from private and public laboratories to
electronic health records and integrated
them into a community-based dash-
board.! We used these to establish
testing sites near populations with
higher disease burden. Given the novel
and dynamic nature of the pandemic, we
based resource allocation decisions on
assessments of multiple COVID-19 dis-
ease statistics and trends among

demographic subpopulations rather
than predefined criteria.

PLACE AND TIME

The initial MCPHD community testing
site opened on April 2, 2020, in India-
napolis, Indiana, with the first day ded-
icated to essential personnel. As test
availability increased, we opened addi-
tional community testing sites. After the
launch of the first site, MCPHD staff
began to examine trends in COVID-19
incidence by location, race, ethnicity, and
other demographics, and we targeted
areas with the highest COVID-19 mor-
bidity for expanded testing to mitigate
the disproportionate spread of COVID-
19. As COVID-19 hotspots emerged,
MCPHD sought input from and main-
tained regular contact with long-
standing partners with community
influence among inequitably affected
groups (notably, Black, Latinx, and

Burmese populations). Partners helped
determine targeted testing site locations
in communities disproportionately
affected by the pandemic. In May, we
opened testing sites at the largest, pre-
dominantly Black church on Indianapo-
lis's Eastside and an educational campus
with alarge Latinx population. Over time,
we established a centrally located main
site and opened and closed additional
sites in response to changes in inci-
dence. Through the end of 2020,
MCPHD operated at least three com-
munity sites at a time, with additional
short-term, temporary sites used in
response to COVID-19 surveillance
trends.

PERSON

Anyone could receive free COVID-19
testing at MCPHD testing sites. To
ensure equitable access to testing, we
located sites near populations with
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disproportionately high COVID-19 inci-
dence, and community organizations
promoted these using flyers, mixed
media (e.g., radio ads, webinars, and
social media posts), and door-to-door
campaigns. MCPHD supported partner
promotion efforts with flyers, graphics,
and prevention materials such as masks
and sanitizer. Most sites were located in
areas with a high density of racial and
ethnic minorities, a pattern consistent
with other urban areas examining
morbidity.?

PURPOSE

Health inequities disproportionately
affecting historically marginalized popu-
lations existed long before the COVID-19
pandemic but have been highlighted by
it.2 These inequities are likely an out-
come of systemic racism, which is also
independently associated with poorer
mental, general, and physical health.*
People facing health inequities are less
likely to have a primary care provider,
health insurance, or regular access to
health care, including COVID-19 testing
and treatment.>® In response, MCPHD
sought to ensure equity in its COVID-19
testing strategy.

IMPLEMENTATION

MCPHD established ongoing surveil-
lance of COVID-19 in March 2020,
including data on number of tests
administered, positive tests or case
reports, health care use, and deaths. We
tracked trends and relative rates by age,
race, ethnicity, gender, and location (i.e.,
by zip code or census tract). We mini-
mized missing data by merginginterview,
laboratory, death, and other clinical data.
MCPHD worked with community
partners to identify and address chal-
lenges related to COVID-19 testing. We
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addressed language and literacy bar-
riers by translating testing materials into
languages primarily spoken by affected
subpopulations (Spanish and Burmese),
establishing a Spanish-language tele-
phone registration system for COVID-19
testing, and working with partners to
deliver mixed-media messaging and
advertisements about testing site loca-
tions. In particular, direct messaging
through trusted community leaders and
media sources stating that MCPHD did
not report to immigration services
attempted to allay fears of deportation
for some community members access-
ing testing services.

To increase access to MCPHD testing
sites, onsite registration was available
for those unable to register in advance
because they did not have Internet
access, they were unfamiliar with online
or call-in registration systems, or English
was not their first language. We consid-
ered access to public transportation
when selecting drive-through site loca-
tions, and a walk-up option was avail-
able. Sites held weekend hours to
accommodate differentwork schedules.

Figure 1 shows the daily COVID-19
case rate per 100 000 residents by race/
ethnicity, and Figure 2 shows COVID-19
testing rates per 100 000 residents by
race (Latinx ethnicity testing data were
not available). Early in the pandemic,
Black residents were disproportionally
diagnosed with COVID-19 (April 10,2020
peak: 23 cases/100 000 Black residents
vs 9.7 cases/100 000 White residents),
prompting the testing site at the East-
side church, which has an extensive
network throughout the county and
especially attracted older adults. The
rapidincreasein Latinx case rates in May
(May 10, 2020 peak: 37 cases/100 000
Latinx residents vs 5.5 cases/100 000
White residents) prompted the opening
of two testing sites convenient to Latinx

residents. The Southside clinic testing
site opened in response to an increase
in COVID-19 incidence among Burmese
residents; testing among Burmese resi-
dents increased following this site’s
opening. Within two months of each of
these efforts, the respective case rate
gap decreased or disappeared entirely.

EVALUATION

Figure 1 shows that rates of new cases
declined for focal racial groups after
targeted testing sites and information
campaigns began for Black (A), Latinx (B
and C), and Burmese (E) residents. Figure
2 shows the notable increase in testing
among the county’s relatively small Asian
population after the Burmese-focused
testing site opened (E). The impact of the
Eastside church on the countywide test-
ing rate for Black residents is smaller,
given the county’s large number of Black
residents. Countywide testing rates for
Latinx residents were not available.

ADVERSE EFFECTS

We are not aware of any adverse effects
from this intervention that are not
inherent to testing (e.g., discomfort of
nasal swab).

SUSTAINABILITY

The testing site intervention will not be
sustained past the COVID-19 pandemic,
but MCPHD will continue to stratify
health statistics by demographics to
detect and address disparities.

PUBLIC HEALTH
SIGNIFICANCE

Because COVID-19 is frequently trans-
mitted by individuals without symptoms,
mitigation strategies require rapid
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Note. A = Eastside church (Black), B = educational campus (Latinx), C = Westside racetrack (Latinx),
D = Marion County Public Health Department (MCPHD) main site, E = Southside clinic (Burmese

[Asian]), F = Westside commercial, G = county fairgrounds. Dotted vertical lines indicate opening dates
of MCPHD community testing sites. This figure does not include temporary testing sites, which usually

lasted less than 3 days.
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Note. A = Eastside church (Black), B = educational campus (Latinx), C = Westside racetrack (Latinx),

D = Marion County Public Health Department (MCPHD) main site, E = Southside clinic (Burmese [Asian]),

F = Westside commercial, G = county fairgrounds. Dotted vertical lines indicate opening dates of
MCPHD community testing sites. This figure does not include temporary testing sites, which usually
lasted less than 3 days. Testing data by Latinx ethnicity are not available.

identification and follow-up with
infected individuals so they can isolate
and their contacts can isolate or quar-
antine.” Targeting testing resources in
areaswith disproportionate risk ensures

efficient and equitable use of resources
and decreases disease spread among
marginalized populations.

In addition to higher rates of COVID-19
infection and related death, Black

OPINIONS, IDEAS, & PRACTICE

and Brown Americans bear a
disproportionate burden of chronicill-
nesses—associated with worse COVID-
19 outcomes—and experience greater
barriers to accessing quality health
care.®Onerole local health departments
can serve in countering outcomes of
systemic racism is monitoring for and
directing resources to address inequi-
table disease distribution among the
population. Populations at highest risk
of disease or experiencing inequitable
morbidity should receive emphasis in
local health department services.

This intervention relied on partner-
ships that MPCHD built with community
organizations, specifically those in his-
torically marginalized communities, over
many years through consistent com-
munication and collaboration; financial
support of clinics, community centers,
and skills-building services; and provid-
ing wraparound services.

The Public Health 3.0 framework
emphasizes increased use of electronic
data to inform the actions of public
health agencies. This intervention used a
community-based, integrated system
designed to capture comprehensive
data on COVID-19 infections, hospital-
izations, and mortality. Local health
departments can use health systems'
existing data infrastructure to inform
their strategies for addressing health
challenges, including COVID-19, that
disproportionately burden Black and
Brown communities. 4JPH
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Organizing for Black Lives and Funding
COVID-19 Relief: Community
Responses to Systemic Racism and
Imagining Public Health 4.0

Nolan Kline, PhD, MPH, and Marco Antonio Quiroga, BS

Structural racism is a root cause of poor health in the United States and underlies COVID-19-related

disparities for Black and Latinx populations. We describe how one community-based organization

responded to structural racism and COVID-19 in Florida. Informed by the literature on how public health

practice changed from emphasizing prevention (Public Health 1.0) to collaboration between governmental

and public health agencies (Public Health 2.0) and examining social determinants of health (Public Health
3.0), we call for a politically engaged Public Health 4.0. (Am J Public Health. 2021;111(S3):5201-S203. https://
doi.org/10.2105/AJPH.2021.306408)

lack and Latinx populations are
B approximately twice as likely to die
of COVID-19 as their White counterparts.’
Social inequalities underlie this mortality
disparity, and such inequalities are
rooted in structural racism:® a normali-
zation and legitimization of advantage for
White populations.* Furthermore, Black
and Latinx individuals who are also sexual
and gender minorities, such as those who
are lesbian, gay, bisexual, transgender,
and otherwise queer identifying
(LGBTQ+), may experience heightened
COVID-19-related vulnerability because
of intersecting social marginalization.” We
describe how a community-based orga-
nization that focused on racial, sexual,
and gender justice in Central Florida
responded to the systemic racism that
undergirds COVID-19 disparities.

INTERVENTION

To combat the systemic racism that
structures COVID-19 inequality, a

community-based organization in Cen-
tral Florida, the Contigo Fund (hereaf-
ter “Contigo”), created two initiatives:
the LGBTQ+ Relief Fund and the All
Black Lives Fund (ABLF). The objective
of the LGBTQ+ Relief Fund was to
meet individual needs during the pan-
demic, and the objective of the ABLF
was to invest in longer-term racial
justice through funding Black-led
LGBTQ+ organizations. The goal of
both programs was to address
structural racism through economic
and political interventions.

PLACE AND TIME

Both programs responded to LGBTQ+
people of color in the Orlando, Florida,
area. The LGBTQ+ Relief Fund began in
March 2020, and the ABLF started in
June 2020 alongside renewed national
attention to the Black Lives Matter
movement. These funds were particu-
larly needed in Florida because the

state's economy contracted owing to the
pandemic, resulting in increased unem-
ployment. Florida's unemployment
assistance program failed to meet
applicants’' needs, resulting in delayed
and insufficient financial assistance to
the state’s population.® Community
organization leaders speculated that
delays for Black, Latinx, and LGBTQ+
individuals would exacerbate existing
economic and social precarity.

PERSON

The LGBTQ+ Relief Fund raised more
than $78 458 between April 2, 2020, and
March 31, 2021, through philanthropic
fundraising and securing grants from
private foundations. Applicants were
permitted to apply for small grants of up
to $500 to meet basic economic needs.
Applications were available to individu-
als regardless of citizenship or immigra-
tion status. To be eligible for funding,
applicants must have lived or worked in
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the four counties that comprise the
Orlando area, identify as LGBTQ+, and
have lost income because of COVID-19.
For the ABLF, Contigo secured a total of
$100000 through fundraising and
grant-writing efforts between an aca-
demic researcher and organization
leaders. Eligibility for ABLF funding
required that organizations serve Black
LGBTQ+ individuals and be committed
to advancing racial and gender justice.

PURPOSE

The overall purpose of the LGBTQ+
Relief Fund and the ABLF was to
advance racial equity and combat
systemic racism during and after the
pandemic. Understanding that systemic
racism is perpetuated in part by lack of
economic investment in Black-led
organizations, the motivation for this
workwastoinvestinthe lives of LGBTQ+
people of color and Black-led LGBTQ+
organizations to begin reversing struc-
tural racism. Accordingly, one goal of the
ABLF was to create a leadership pipeline
to support LGBTQ+ Black leaders and
their visions for new social justice pro-
grams designed to combat the social,
economic, and political disenfranchise-
ment of Black Central Floridians.

IMPLEMENTATION

color, including undocumented
LGBTQ+ immigrants, during the COVID-
19 pandemic. In response, Contigo
created the LGBTQ+ Relief Fund spe-
cifically to address individuals' economic
insecurity. The application was made
available online and in person at organ-
izations that served the target popula-
tions and was made intentionally low
barrier and brief in the languages that
are most commonly spoken in Central
Florida (i.e., English, Spanish, Haitian
Creole, Portuguese, and Vietnamese).
Contigo members worked with partner
organizations and the City of Orlando's
LGBTQ+ community liaison to disperse
information about the fund through
social media and e-mail. Fifteen multi-
lingual volunteers from community
organizations reviewed the applications.

The ABLF was implemented through
the formation of a community advisory
board comprising leaders of Black
LGBTQ+ social justice organizations.
The board managed the fund, and the
expected outcomes of this work are
greater investment in leadership devel-
opment and services for Black LGBTQ+
people in Central Florida. As of July 22,
2021, the fund had $100000 secured
through philanthropic grant making and
grassroots fundraising.

EVALUATION

The LGBTQ++ Relief Fund was led by four
LGBTQ+-focused organizations that
received input from leaders of more
than 40 organizations that are members
of a local LGBTQ+ coalition. Because
these organizations are in direct contact
with the individuals they serve, they are
well positioned to understand and
respond to local needs. Coalition mem-
bers reported high rates of economic
insecurity among LGBTQ+ people of
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The LGBTQ+ Relief Fund dispersed
$67 100 in financial assistance to 671
LGBTQ+ Floridians. Funds covered
personal needs such as utility and tele-
phone bills, rent, medication, and food. A
formal evaluation of the program has
not been conducted, but one organiza-
tion leader explained clients' apprecia-
tion for the funds: “Folks are saying, "My
community was here for me before my

m

government was” (oral personal

communication, March 11, 2021). Such
expressions underscore how the
LGBTQ+ Relief Fund filled a gap in
Florida's public health infrastructure by
providing economic aid.

The ABLF dispersed $30 000 each to
three Black-led organizations that serve
Black LGBTQ+ individuals. These
organizations include Bros in Convo, a
social support group focused on Black
same gender-loving men; Divas in Dia-
logue, an organization focused on Black
transgender women and improving
Blacktransgender sexworkers'lives; and
the Gender Advancement Project, an
organization focused on leadership
development for transgender women of
color. These organizations had histori-
cally been unfunded and saw substantial
community needs during the pandemic.
With the funds, the organizations pro-
vided support groups, HIV prevention
services, career transition guidance, and
unemployment application assistance
to Black LGBTQ+ individuals during the
pandemic. Additionally, $10 000 of the
ABLF was reserved for rapid and emer-
gency grants as community needs con-
tinue during the pandemic.

ADVERSE EFFECTS

Given the ongoing needs community
members face and the challenges of the
state in responding to those needs,
grants larger than $500 may be needed
for individual applicants. This compli-
cates efforts to balance the number of
applicants served and the need for
larger grants.

SUSTAINABILITY

The LGBTQ+ Relief Fund was designed
to be a limited effort, but the ABLF is a
commitment for Contigo and has



become the focus of new fundraising
and grant-making efforts. Given this
commitment, we foresee ongoing sup-
port for the ABLF. Robust program
evaluation will be needed, as will con-
tinued collaboration with local govern-
ment officials.

PUBLIC HEALTH
SIGNIFICANCE

Addressing COVID-19-related health
inequality requires responding to struc-
tural racism. Contigo's efforts exemplify
how public health as a field can respond
to structural racism and indicate future
directions for research and practice.
Public health has moved through
phases with different foci, including
Public Health 1.0 (emphasizing preven-
tion), Public Health 2.0 (emphasizing
core functions of governmental and
public health agencies), and Public
Health 3.0 (examining social determi-
nants of health and prioritizing cross-
sector collaborations).” We argue that
there is a need for Public Health 4.0:
politically engaged research and prac-
tice with community-based organiza-
tions that responds to root causes of
poor health, such as structural racism. In
envisioning Public Health 4.0, we assert
that researchers, public health practi-
tioners, and community-based organi-
zation leaders can collaboratively
advance efforts to address social
inequalities that inform poor health.
Public Health 4.0 includes racial justice
as a necessary component to advance
health equity and situates researchers,
practitioners, and community members
in collaborative relationships to advance
this vision. 4JPH
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lllinois Unidos: A Community
Demands Equity, Justice,
and Inclusion

Marina Del Rios, MD, MS, Aida Giachello, PhD, Shaveta Khosla, PhD, Geraldine Luna, MD, MPH, Ruth Pobee, PhD,
Pamela Vergara-Rodriguez, MD, and Noreen Sugrue, PhD

At the onset of the COVID-19 pandemic, neither government officials nor members of the news media

fully grasped what was happening in the Latino community. Underreporting of COVID-19 cases led to a

systematic neglect of the Latino population and resulted in disproportionately high rates of infection,

hospitalization, and death. Illinois Unidos was formed to engage in community mobilization, health

communication, advocacy, and policy work in response to inequalities exacerbated by COVID-19 in
Latino communities in lllinois. (Am J Public Health. 2021;111(S3):5204-5207. https://doi.org/10.2105/

AIPH.2021.306407)

OVID-19 data trends during April
C 2020, lllinois's first pandemic peak,
demonstrated that the virus spread
among Latinos faster than among any
other racial/ethnic group. Yet, COVID-19's
impact on Latinos was not emphasized by
the media, public health experts, or gov-
ernment officials. Changing the COVID-19
narrative was necessary to ensure equita-
ble responses and resource allocations.

INTERVENTION

To confront this pressing situation in
lllinois, we formed a cross-sector part-
nership: lllinois Unidos. The partner-
ship’s main objectives were addressing
health, social, and economic impact;
reducing transmission; and preventing
morbidity and mortality from COVID-19
in lllinois's Latino communities.

PLACE AND TIME

llinois Unidos first convened on April 11,
2020, via Web conference to enable

S204 nNotesFromtheField DelRiosetal.

rapid response strategic planning to
evolving COVID-19 data trends. Mem-
bers initially met for 12 consecutive Sat-
urdays and in June 2020 organized into
working committees on education, work-
place safety, health literacy, health policy,
and community health workers. This
transferred the bulk of lllinois Unidos's
activities to biweekly committee meet-
ings staggered between general mem-
bership meetings (Figure A [available as
a supplement to the online version of
this article at http://www.ajph.org]).

PERSON

lllinois Unidos's education, advocacy,
and policy analysis work was and con-
tinues to be focused on lllinois's Latino
communities.

PURPOSE

According to the Centers for Disease
Control and Prevention, Latinos in the
United States have higher age-adjusted

hospitalization and mortality rates from
COVID-19 than do non-Hispanic White,
Asian, and Black people.” Consistent
with national trends, Illinois's Latinos
have been disproportionately affected
by COVID-19. In March 2021, Latinos,
who comprise 18% of lllinois's popula-
tion, accounted for more than 25% of
infections.? Ten of the top 15 zip codes
with the highest rates of COVID-19
cases and deaths have a Latino major-
ity population.® Latinos account for
30% of Chicago's population and, on
April 6, 2021, represented 43% of
COVID-19 cases. Age-adjusted mortality
rates of Latinos in Chicago are 4 times
the rates of non-Hispanic Whites and
twice the rates of Blacks and Asians.”
Underlying complex causes of the
disproportionate burden of COVID-19
among Latinos are explained by the
overarching presence of structural rac-
ism and xenophobic policies; these
predate the onset of the pandemic.
Latinos in the United States are too
often defined by conditions that place
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them at increased risk for contracting
COVID-19.° Proximate risk factors
include occupational exposure because
of working in crowded, high-risk, low-
wage essential jobs and residing in mul-
tigenerational overcrowded living
spaces. Many Latinos work in occupa-
tions with no or limited paid sick leave,
thereby increasing the opportunity for
further transmission of COVID-19. Lati-
nos experience poor access to health
because of financial (e.g., low rates of
health insurance coverage), linguistic,
and cultural barriers in accessing

the health care system as well as uncer-
tain citizenship status.® Latinos also
have high, and often undiagnosed,
rates of chronic diseases (e.g.,

diabetes, hypertension, obesity).° These
conditions greatly exacerbate the
impact of COVID-19 on Latinos. How-
ever, the devastation this pandemic

has inflicted on Latinos is still not at the
epicenter of the dominant COVID-19
narrative.

IMPLEMENTATION

The current public health framework,
Public Health 3.0 (PH 3.0) assumes that
“public health experts” with knowledge
in public health policy know how to
eradicate socioeconomic burdens and
advocate for all communities, especially
communities where people of color
reside.” We saw this play out at the
onset of the COVID-19 pandemic, when
government leaned on scientific experts
with academic standing and political
connections to design and implement
solutions for marginalized communities.
Yet, structural change requires leaders
who understand daily challenges and
are willing to engage the community in
mobilization and action to change prac-
tices and policies that have kept Latinos
oppressed. PH 3.0 has failed those

most vulnerable and therefore needs to
be redesigned. The founding members
of lllinois Unidos recognized the impor-
tance of bringing together representa-
tives from multiple sectors to analyze,
prioritize, and recommend policies and
actions. lllinois Unidos's membership
exemplifies the array of community
partners who must be included in suc-
cessful expansion of public health inter-
ventions: frontline health care pro-
viders, researchers, community leaders,
labor organizers, promotoras de salud,
and grassroots workers, as well as gov-
ernment officials (Figure A).

The development of lllinois Unidos as
a network stands as a vivid example of
how to improve public health by
improving some of the elements of PH
3.0. lllinois Unidos exposed the limita-
tions of COVID-19-related data on race
and ethnicity and the inadequacy of
existing metrics used to assess equity.
The coalition advocated easily accessi-
ble data that reflect the COVID-19
reality in the Latino community. The
partnership persuaded officials in both
the public and private sectors to recon-
sider resource allocation based on
infection, hospitalization, death rates,
and social determinants of health.

The COVID-19 pandemic also rein-
forced the need for hyperlocal partner-
ships. When it became clear that the
existing strategy for public health mes-
saging was failing Latinos, community
leaders joined local and state govern-
ments to develop and implement a
COVID-19 health communication cam-
paign. Promotoras de salud, labor
organizers, and community-based
organizations partnered with health
care providers to create culturally and
linguistically appropriate educational
materials for community stakeholders,
human service organizations, and pub-
lic health departments to distribute.

OPINIONS, IDEAS, & PRACTICE

lllinois Unidos's communications
team includes media consultants and
Latino-owned public relations agency
leaders. This team facilitates frequent
press releases with policy recommen-
dations that are distributed in ethnic
and mainstream media venues, includ-
ing social media platforms. The com-
munications team has ensured that Illi-
nois Unidos's messages are regularly
infused into the general public dialogue
and aimed at key decision makers.

EVALUATION

Box 1 provides some examples of lllinois
Unidos's successes in the areas of data
collection, policy, funding, and represen-
tation. lllinois Unidos has lifted the voices
of Latinos by ensuring the application of
equity as a metric for the evaluation of
resource distribution; pushed to
increase representation of additional
Latino leaders in decision-making bodies
in the private, philanthropy, and public
sectors; secured economic investments
for Latinos across lllinois; and ensured
that linguistically and culturally appropri-
ate health-related engagement and edu-
cation occurs throughout the myriad of
Latino populations.

LIMITATIONS

The partnership was initially formed to
address the needs of all of lllinois's Lati-
nos, but most members reside in Chi-
cago and Cook County suburbs, thus
limiting direct interaction with rural llli-
nois and the collar counties (DuPage,
Kane, Lake, McHenry, and Will counties).
In addition, Latino representation in
positions of power in government and
policymaking remains disproportion-
ately low compared with representation
in the lllinois population. Nonetheless,
the work of lllinois Unidos has positively
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I BOX 1— Examples of lllinois Unidos's Successes

Data

Policy

Funding

Enhanced Representation

Advocated improved public health
data reporting by state, county,
and municipal health
departments on COVID-19
testing and positivity,
hospitalizations, and mortality
by race, ethnicity, and zip code.

Partnered with the Chicago
Department of Public Health to
ensure that public data portals
report comparative COVID-19
data through the normalization
of populations.

Provided leadership to the Data
Committee of the lllinois
Department of Public Health
Equity Task Force and drafted
policies for data improvement
on COVID-19 and the social
determinants of health.

Fostered relationships between
health departments and
community service
organizations, resulting in the
expansion of testing and vaccine
sites accessible to Latinos.

Public health officials partnered
with Illinois Unidos to identify
vaccine ambassadors to
message the Latino community
in general and specifically hard-
to-reach populations, such as
the undocumented.

Federal, state, and local elected
officials regularly attended
lllinois Unidos strategic biweekly
planning meetings and actively
partner with an array of experts
from lllinois Unidos to infuse
the policy process with accurate
data related to COVID-19 in

Sustained efforts alongside
supportive members of the
lllinois state government led to
the allocation of funds aimed at
supporting undocumented
immigrants and mixed status
families who were excluded
from federal stimulus dollars.

Worked with state legislators to
pass health insurance coverage
of elderly undocumented
persons.

Garnered philanthropic financial
support for member
organizations to develop and
implement the following:

1. Hyperlocal interventions to
reduce transmission of
COVID-19 in Latino
neighborhoods.

2. A culturally appropriate and

Established partnerships and
decision-making roles in other
advocacy groups as well as
philanthropic and government
agencies, such as the lllinois
Department of Public Health
COVID-19 Health Equity Task
Force, the City of Chicago Racial
Equity Rapid Response Team,
and the Chicagoland Vaccine
Corps Partnership

The lead team established monthly
meetings with representatives
from Chicago’s mayor’s office
focused on reviewing and
improving COVID-19 policies and
programs and ensuring that the
needs of the Latino community
are addressed.

Spanish- and English-language local,
national, and international

AJPH  Supplement 3, 2021, Vol 111, No. S3

Latinos.

linguistically accessible
COVID-19 literacy campaign.

media outlets turn to lllinois
Unidos membership for
messaging and expert analysis
and opinion related to COVID-19
data trends and policy
proposals.

Note. This box is not a comprehensive catalog of the successes or impact of lllinois Unidos. For more details and links to programmatic and policy
interventions, please contact the corresponding author.

affected Latinos all over the state,
including agricultural and farmworkers.

SUSTAINABILITY

Leadership development is a dynamic
and organic process; members match
their priorities, strengths, and special
interests to the development and
implementation of specific actions and
policies. New leadership roles have
emerged as lllinois COVID-19 trends
have evolved, and the coalition focuses
on the future financial, occupational,
and educational consequences of the
pandemic. Different levels of govern-
ment have valued our expertise and
are constantly reaching out to mem-
bers for consultation. Because of the
public success of the partnership’s
activities, private foundations donated
a considerable amount of funding to
sustain short- and long-term programs
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and to establish a solid infrastructure
(i.e., communication systems, policy,
data analyst and staff support). This
funding allowed us to distribute mini
grants to grassroots community groups
to mobilize communities around
COVID-19 vaccination and other health
equity initiatives.

PUBLIC HEALTH
SIGNIFICANCE

lllinois Unidos, a coalition formed as a
result of the public health failure to fully
address the realities of COVID-19
among Latinos, presents a model for a
new public health framework: Public
Health 3.x (PH 3.x). Lessons learned
from the work of lllinois Unidos serve
as a vivid reminder that the health of all
requires that public health decisions,
resource allocations, programs, and
interventions be founded within an

equity framework that includes all. PH
3.x should incorporate the lllinois Uni-
dos partnership model to ensure more
just policies, resource allocations, and
services to marginalized communities
(Figure 1). The work of lllinois Unidos
unequivocally points to a requirement
that accreditation standards that derive
from an upgrade from PH 3.0 to PH 3.x
reflect a commitment to inclusion,
realignment of equity metrics, and
expanded definition of public health
experts to include trusted community
members and organizers. The lllinois
Unidos model for PH 3.x applies a
sodcial justice lens to all endeavors and
ensures that social justice experts and
metrics are fully and explicitly at the
center of this reconfigured model of
public health. As the focus moves from
mitigation (i.e., testing, contact tracing)
to prevention (i.e., vaccination), the
infrastructure set up by lllinois Unidos



Public Health 1.0

» Tremendous growth of
knowledge and tools for
both medicine and public
health

 Uneven access to care
and public health

programs

Systematic development of
public health governmental
agency capacity across the
United States

* Focus limited to traditional
public health agency

Public Health 2.0

Public Health 3.0

to generate collective
impact

» Improve social

« Engage multiple sectors
and community partners

determinants of health

+ Expand the definition of

OPINIONS, IDEAS, & PRACTICE

Public Health 3.x

Realign the social justice lens

social justice experts

Redefine metrics of success
to focus on social justice

Late 1988 IOM Recession  Affordable 2012 10M 2021 lllinois Unidos -
1800s The Future of Care Act For the Public’s Proposed Public
Public Health report Health reports Health 3.x

I FIGURE 1— Proposed Upgrade of Public Health Framework 3.x: Realign the Social Justice Lens

Note. IOM = Institute of Medicine. The new Public Health 3.x emphasizes a commitment to inclusion, a realignment of equity metrics, and an expanded defi-

nition of public health experts.

and the new PH 3.x is ready to take on
new challenges and promote equity.
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AIDI‘I RESEARCH & ANALYSIS

COVID-19 Pandemic and Indigenous
Representation in Public Health Data

Kimberly R. Huyser, PhD, Aggie J. Yellow Horse, PhD, Alena A. Kuhlemeier, PhD, and Michelle R. Huyser, MD

Public Health 3.0 calls for the inclusion of new partners and novel data to bring systemic change to the US
public health landscape. The severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) pandemic has
illuminated significant data gaps influenced by ongoing colonial legacies of racism and erasure. American
Indian and Alaska Native (AI/AN) populations and communities have been disproportionately affected by
incomplete public health data and by the COVID-19 pandemic itself.

Our findings indicate that only 26 US states were able to calculate COVID-19-related death rates for AI/AN
populations. Given that 37 states have Indian Health Service locations, we argue that public health
researchers and practitioners should have a far larger data set of aggregated public health information on
Al/AN populations.

Despite enormous obstacles, local Tribal facilities have created effective community responses to COVID-19
testing, tracking, and vaccine administration. Their knowledge can lead the way to a healthier nation. Federal
and state governments and health agencies must learn to responsibly support Tribal efforts, collect data
from AI/AN persons in partnership with Indian Health Service and Tribal governments, and communicate
effectively with Tribal authorities to ensure Indigenous data sovereignty. (Am J Public Health. 2021;111(S3):

AJPH  Supplement 3, 2021, Vol 111, No. S3

S208-S214. https://doi.org/10.2105/AJPH.2021.306415)

he United States spends increas-
T ingly more on health care with each
passing year; yet, relative to other high-
income countries, it has poorer health
outcomes including lower life expectan-
cies and a greater prevalence of chronic
conditions.” Public health researchers
and practitioners have begun to address
these discrepancies by moving from the
mere identification of public health
problems to the systematic develop-
ment of governmental agencies tasked
with addressing those problems.? More
recently, the Affordable Care Act has
allowed these governmental agencies,
informed by social determinants of
health equity (such as the particular
social and physical environments of
underserved areas), to move toward

S208 AnalyticEssay  Huyseretal.

primary prevention and health promo-
tion efforts.?

Public health researchers and practi-
tioners, alongwith the US Department of
Health and Human Services, have
dubbed this emerging era Public Health
3.07 Among its aims, Public Health 3.0'is
envisioned as “cross-sector collabora-
tion and actions that directly affect the
social determinants of health,”?®%2?
aided by timely and relevant local data,
metrics, and analytics via the develop-
ment of health information systems,
especially for underserved populations.?
The vision of Public Health 3.0 will pro-
vide American Indian and Alaska Native
(AI/AN) communities with the opportu-
nity to improve Native health through
new partnerships and collaborations,

but must first address these communi-
ties’ ongoing “data problem,”* deeply
rooted in systemic racism?® (i.e., systemic
erasure—the fundamental arrange-
ment of the data process that promotes
the absence or elimination® of the cate-
gory, classification, and analyses of
Indigenous Peoples in health” and other
official data) and deeply at odds with the
goals of Public Health 3.0.

The Public Health 3.0 infrastructure
aims constitute a unique moment of
possibility for meaningful collaboration
between sovereign Tribal Nations and
the US federal and state health author-
ities—this is a true moment of hope for
the improvement of Tribal health sys-
tems and Tribal health outcomes.
Importantly, these sovereign Tribal
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Nations are unique, recognized by the
US Constitution as distinct governments
with their own laws, governing bodies,
and legislation within the United
States.® Accordingly, each of the 574
federally recognized Tribal Nations also
retains its data sovereignty rights. Each
Tribal Nation has the jurisdiction to
monitor and release their members’
data on their terms.”> Many Tribal
Nations have mechanisms such as a
research ethics review committee that
can facilitate and monitor data-sharing
agreements.? Collaboration and data
sharing between sovereign Tribal
Nations and the wider US public health
structure could allow for impactful sys-
temic changes—a need made more
urgent and visible amid the COVID-19
pandemic.

Since early 2020, COVID-19 has dis-
proportionally affected racial and ethnic
minority populations in the United
States.'® AI/AN populations have borne
an obvious burden, unveiling major dis-
crepancies in Public Health 3.0 objec-
tives: AlI/AN persons are significantly
more likely to contract COVID-19, expe-
rience hospitalization because of dis-
ease severity, and die from COVID-19
than other racial and ethnic groups in
the United States."""? With the available
but limited data, it is estimated that Al/
AN persons are 3.5 times more likely to
die from COVID-19 than non-Hispanic
White persons.'" In May 2020, the
Navajo Nation, a Southwest Tribal
Nation, recorded the highest per-capita
coronavirus infection rate in the United
States, and the top US coronavirus hot
spots, reflecting that the highest
community-spread infection rates have
concentrated on Tribal lands."®"*
To date, the available data suggest
that Indian Country has shouldered
an unequal burden under
CovID-19."21®

SYSTEMIC RACISM
AND EXCLUSION
IN HEALTH DATA

COVID-19 data underscore the lack
of available, systematic health data
about and for AI/AN populations. But
the erasure and exclusion of AI/AN
persons from health data are nothing
new. It is part and parcel of the
systemic racism® that is embedded in
the country's public health policies
and practices,’” and that is so perni-
ciously behind the persistent racial
health inequities."® One rampant form
of systemic racism and erasure in Al/
AN population data involves racial
misclassification, by which AI/AN
patients are recorded incorrectly,
whether within various other non-
White racial and ethnic classifications
or into an aggregate “other” category.
Previous studies have found that
nearly 30% of AI/AN persons’ death
certificates misclassified their race'®
and that hospital inpatient discharge
records have a nearly 50% rate of
racial misclassification for AI/AN indi-
viduals.?® Although they are different
forms, these data practices of erasure
are inseparable from what scholars

term statistical genocide,”’

and they
effectively erase AI/AN Peoples from
the dominant public health narra-
tive.?? In short, this enormous and
often purposeful data gap prevents
any real understanding of Native
health concerns and needs, rendering
them invisible in public health dia-
logue. And, as any scientist will tell
you, a problem we cannot see is a
problem we cannot adequately
address. Accurate and reliable

data cannot fix centuries of depriva-
tion, but such efforts absolutely
require good data to get off the
ground.

RESEARCH & ANALYSIS

ASSESSING
COVID-19 IMPACTS

In this context, current impact assess-
ments of COVID-19 on AI/AN persons
and communities are all but certainly
gross underestimates.* The paucity of
data limits Tribal authorities’ ability to
interpret and understand how COVID-
19 affects their communities, individu-
ally and in the aggregate, therefore
impairing their ability to make timely and
informed decisions to mitigate the pan-
demic’s effects within their sovereign
territories. The Indian Health Service
(IHS), an agency within the Department
of Health and Human Services, is the
primary federal health provider for Al/
AN persons; itis an important source for
innovative health data on AlI/AN per-
sons??and is often consulted to improve
AI/AN mortality estimations.**

IHS hospitals and clinics provide
health services to some 2.2 million AI/AN
persons in 37 states.”” In fiscal year
2017, IHS had per-capita expenditures
that topped out at $4078, less than half
the $9726 in per-capita health expendi-
tures for the US population as a whole 2°
Also, the IHS system has only had the use
of electronic medical records since 2003
(itis still working to update and integrate
this health information infrastructure).?’
Despite these and other fiscal and
technological limitations, throughout
the COVID-19 pandemic, IHS has suc-
cessfully tracked and released case sta-
tistics by IHS service area and provided
biweekly COVID-19 updates to Tribal
leaders and representatives.25 Here,
geography becomes a data hurdle,
given that the IHS service areas do not
comport with US federal geographic
designations; this makes it difficult to
compare and collate data across differ-
ent sources. For example, the Shiprock
IHS service area crosses multiple
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counties in the states of Arizona, New
Mexico, and Utah. Like others, it serves
largely rural populations who have lim-
ited Internet access and must travel long
distances to access health care.??° The
IHS does crucial, careful work to collect
data regarding AlI/AN persons; its infor-
mation and expertise built on cultural
competence is a case study of mean-
ingful inclusion and collaboration that
should inform both Public Health 3.0
and the mainstream US health system.
Still, despite these enormous
obstacles, local Tribal facilities have been
instrumental in testing, tracking, and
vaccinating throughout the COVID-19
pandemic, providing extensive protec-
tion for their own memberships and the
US populations with which they overlap.
Tribal Nations including but not limited
to the Navajo Nation (geographically
overlapping with the states of Arizona,
New Mexico, and Utah), the Tohono
O'odham Nation of Arizona, and the
Cherokee Nation of Oklahoma have
established Tribal COVID-19 dash-
boards to inform community members
of ongoing pandemic metrics and Tribal
policies.?® Before a single member
tested positive for COVID-19, the Navajo
Nation declared its public health state of
emergency in accordance with the
World Health Organization on March 11,
2020.3" The first confirmed Navajo case
was recorded 6 days later.3? From the
start, the Navajo Nation publicly
reported all COVID-19 cases and COVID-
19-related deaths, providing the earliest
and mostrelevantinformation about the
pandemic's spread in surrounding areas
and for smaller Tribal Nations like the
nearby Hopi Tribe, because the State of
Arizona initially resisted reporting cases
by geography (i.e., city and zip code) > As
has happened so often throughout US
history, nondominant populations inno-
vated ways to inform and protect each
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other when the federal and state gov-
ernments refused to do so.

As of early April 2021, 32% of AlI/AN
persons have received at least 1 COVID-
19 vaccine dose, compared with 19% of
non-Hispanic White persons and 12% of
Black persons in the United States.®*
While the overall pace of vaccination
continues to accelerate, the relatively
high prevalence of vaccination among
Al/AN populationsis adirectresult of the
coordinated efforts of Tribal govern-
ments and the IHS. Forinstance, arecent
joint effort announced by the IHS, Native
American Lifelines of Baltimore (an
urban Indian health program), and the
University of Maryland-Baltimore, will
make COVID-19 vaccines available to Al/
AN persons living and working in the
Baltimore and Washington, DC, areas.
And in recognition of the interconnec-
tedness of all peoples within a society,
such efforts have worked not only to
benefit AI/AN persons: the Chickasaw
Nation in Oklahoma, for instance,
opened up no-cost COVID-19 vaccina-
tions to all, regardless of Tribal citizen-
ship, employment, or state residency
requirements.

Acknowledging that the health data
gathered and provided by IHS and Tribal
community efforts effectively circum-
vent some of the challenges of AI/AN
representation in data and improve the
overall quality of federal health data, it
remains critical to also identify the
shortfalls attending even this priceless
information. Notably, IHS facilities and
Tribal communities primarily provide
services to AlI/AN persons who are
enrolled members of a federally recog-
nized Tribe and who reside on Tribal
land.?®> Nonresident members (such as
the urban Indians who comprise the
majority of the AI/AN population) and
those persons excluded from formal Al/
AN membership by the politics of

enrollment®® are necessarily absent
from this data. We remain woefully
underinformed when it comes to the
provision of public health without com-
prehensive, systematic, and accessible
Al/AN health status data.

Consider, for instance, that facing an
unprecedented viral contagion, only
those 37 states with an IHS presence
even had the capacity to provide COVID-
19 data on Al/AN populations; few indi-
vidual Tribes had the resources or ability
to track and implement relevant health
care changes intheir own populations or
triangulate such information with other
groups. Of those 37 potential data
sources, only 3 states—Arizona, Califor-
nia, and Michigan—actually did report
Al/AN COVID-19 cases and deaths in
early 2020.2” By the end of June 2020, 10
states were reporting race-specific
numbers, and by December 2020 it
expanded to 26 states.®’ Table 1 lists 50
US states and Washington, DC, with the
percentage of self-identified AI/AN pop-
ulation, IHS health care location status,
whether the state had recorded AlI/AN
deaths between June 2020 and Decem-
ber 2020, and the date between June
2020 and December 2020 when COVID-
19 crude death rates could be calculated
for AI/AN persons.” The data for Table 1
came from the American Community
Survey, state and local health depart-
ment or other governmental reporting
bodies that were publicly reporting
online, and the National Center for
Health Statistics, US Centers for Disease
Control and Prevention.®’

As illustrated in Table 1, AI/AN COVID-
19 data availability does not correspond
with the percentage of the population
who identify as AI/AN. All but 15 states
with recorded COVID-19-related deaths
had an insufficient number of identified
Al/AN deaths to calculate a race-specific
death rate. South Dakota and Alaska
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TABLE 1— coVID-19 Data Availability for American Indian and Alaska Native (AI/AN) Populations: United
States, June-December 2020

The Month When COVID-19-Related Death Rates Were Calculated

PopulZ:i::l—All AVAN for AI/AN Populations®
AN Alone and in IHS Service Deaths Jun Jul Aug Sep Oct Nov Dec
State Combination?® State Recorded 2020 2020 2020 2020 2020 2020 2020
Alabama 1.3 No No
Alaska 20.0 Yes Yes v v
Arizona 5.7 Yes Yes v v v v v
Arkansas 2.0 No Yes
California 1.9 Yes Yes v v 4 v v v v
Colorado 2.2 Yes Yes
Connecticut 1.1 Yes Yes
Delaware 1.0 No No
District of 0.9 No No
Columbia
Florida 0.8 Yes Yes v v v 4
Georgia 1.0 No Yes
Hawaii 24 Yes No
Idaho 2.5 Yes Yes
Illinois 0.8 No Yes v
Indiana 0.8 Yes No
lowa 0.9 Yes Yes
Kansas 21 Yes Yes v
Kentucky 0.7 No No
Louisiana 1.3 Yes Yes
Maine 1.7 Yes No
Maryland 1.0 No No
Massachusetts 0.7 Yes No
Michigan 1.5 Yes Yes v v v v v
Minnesota 2.0 Yes Yes v v v v v
Mississippi 0.9 Yes Yes v v v v v v 4
Missouri 13 No No
Montana 8.3 Yes Yes v v v v
Nebraska 17 Yes Yes
Nevada 2.2 Yes Yes v
New Hampshire 0.8 No No
New Jersey 0.7 No Yes
New Mexico 10.8 Yes Yes v v v v 4 v v
New York 1.1 Yes Yes 4 v 4
North Carolina 2.0 Yes Yes v v v v v v v
North Dakota 6.6 Yes Yes v v v v
Ohio 0.9 No Yes
Oklahoma 13.4 Yes Yes v v 4 v v v
Oregon 3.1 Yes Yes
Pennsylvania 0.7 Yes No
Rhode Island 1.4 Yes Yes
South Carolina 1.0 Yes Yes
Continued
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B TABLE 1— continued

AJPH  Supplement 3, 2021, Vol 111, No. S3

The Month When COVID-19-Related Death Rates Were Calculated
% of for AI/AN Populations®

Population—Al/ AI/AN P

AN Alone and in IHS Service Deaths Jun Jul Aug Sep Oct Nov Dec
State Combination® State Recorded 2020 2020 2020 2020 2020 2020 2020
South Dakota 10.4 Yes Yes v v v v v
Tennessee 0.9 Yes Yes
Texas 1.2 Yes Yes v v v
Utah 1.8 Yes Yes v v v
Vermont 1.3 No Yes
Virginia 1.0 No Yes
Washington 3.0 Yes Yes v v v v v v v
West Virginia 0.7 No No
Wisconsin 1.6 Yes Yes v v v v
Wyoming 3.6 Yes Yes 4 v v v

Note. IHS = Indian Health Service.

“Data source: American Community Survey 2014-2019 5-year estimates.
bData source: National Center for Health Statistics and APM Research Lab.3’

have AlI/AN populations that are 10.4%
and 20.0%, respectively (relatively high,
compared with the state mode of 1.3%
Al/AN population across the United
States), but did not release AlI/AN COVID-
19-related death rates until the fall of
2020. There appeared to be no obvious
correlation between size of AI/AN pop-
ulations and whether a state calculated
Al/AN COVID-19-related death rates in
the 10 states that began reporting in
June 2020. California and Michigan, with
Al/AN populations at relatively low 1.9%
and 1.5%, respectively, began reporting
Al/AN COVID-19-related deaths and
mortality rates on June 20, 2020, at the
same time as New Mexico and Okla-
homa, boasting 10.4% and 13.5% AlI/AN
populations, respectively. For their part,
Alaska and South Dakota identified Al/
AN COVID-19-related deaths but did not
calculate AI/AN COVID-19-related death
rates until more than 6 months into the
pandemic. This jagged timeline of
attention to, tracking of, and reporting
on AlI/AN illness and death further
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evidences a systemic disregard for
Indigenous communities—the data,
such as it is, makes clear that our
collective lack of understanding about
the impact of COVID-19 on Tribal
Nationsis T more reason to treat racism
as a paramount public health threatin
the United States. It both urges and
questions Public Health 3.0 as an ori-
enting call.

ADVANCING PUBLIC
HEALTH DATA PRACTICES

COVID-19 highlights the importance of
meaningful data collection for AlI/AN
populations and stresses the magnitude
of Public Health 3.0 aims to form
collaborations, specifically with Tribal
communities and stakeholders, to
inform the creation of appropriate racial
categories and health measures. US
health data are often measured through
individual, often insurer-defined diag-
noses and mortality rates, aggregated by
race, age, geography, socioeconomic

status, and other variables. Engagement
with AI/AN communities would intro-
duce measures drawn from definitions
and ontologies of Indigenous health
including access to food and water and
environmental toxin exposure.*® With
Public Health 3.0's commitment for sus-
tainable and flexible funding, a collabo-
ration across Tribal Nations and the US
federal and state health apparatus has
the potential to integrate the principles
of environmental justice and harm
reduction into public health work, sig-
nificantly bolstering efforts to, say, pro-
vide clean tap water to the children of
Flint, Michigan, or address food insecu-
rity and malnutrition to raise the nation’s
lowest life expectancies, found on the
Oglala Lakota's Pine Ridge Reservationin
South Dakota. Furthermore, Public
Health 3.0 will be advanced through a
push to more comprehensive metrics
and approaches to health.

The ongoing COVID-19 pandemic has
been an explicating force that highlights
the limitations on the data relevant to



the health and health status of AI/AN
persons and communities. To overcome
these limitations and generate mean-
ingful categories with which to capture
Al/AN lives and life experiences, Public
Health 3.0 should prioritize instrumental
and systemic support that centersand is
led by AI/AN tribal leaders and commu-
nities. Tribal government and commu-
nity engagement must be used to
determine how best to collect measures
of race and measures of Tribal affilia-
tions. These specific Tribal partnerships
will provide guidance on whether to
collect Tribal affiliation or Tribal citizen-
ship status. Citizenship in Tribal Nations
is a political identity similar to citizenship
in any nation. For instance, Tribal
governments have specific data needs,
and itis crucial that data collection
enables them to gain information on
Tribal affiliation or citizenship that can
inform Tribal-specific policy develop-
ment and resource allocation.
Furthermore, these successive missed
opportunities to accurately and effec-
tively assess the health and well-being of
Indigenous Peoples and correct the
erasure of Indigenous Peoples in health
data (particularly for COVID-19) should
be a reckoningmoment for public health
researchers and practitioners. Put dif-
ferently, the ongoing health emergen-
cies for Indigenous Peoples during
COVID-19 provides an unprecedented
opportunity to strengthen the public
health infrastructure through systemic
investment and actualization of Public
Health 3.0. In this case, had collabora-
tion with state and Tribal health systems
started with the initial COVID-19 health
data reporting, more timely and relevant
local data, metrics, and analytics might
have improved COVID-19-related
health outcomes. The devastating
impacts of COVID-19 and the disastrous
state of AI/AN representation in health

data single-handedly unveiled the sig-
nificant implications of persistent
Indigenous erasure in health data for
Indigenous Peoples and communities.

We must not overlook this important
testament but use it to envision a new
public health effort that builds collabora-
tion toward Tribal-driven community
health promotion. Specifically, the US
federal government must commit to suf-
ficiently funding health programs led by
the IHS and Tribal governments. Not only
will complete funding bolster the current
work being done, but it will also begin to
fulfill the federal government's treaty
obligations to Tribal Nations. In addition, to
advance Public Health 3.0, public health
funding models should be flexible to
address the concerns of Indigenous com-
munities, including building infrastructure
(e.g. access to water and Internet) and
advance environmental protections.
Federal and state governments and health
agencies must learn to responsibly sup-
port and collect data from AI/AN persons,
and to communicate effectively with Tribal
authorities in Tribal-driven decision-mak-
ing processes to ensure Indigenous data
sovereignty.>*° Increasing Indigenous
representation in federal and state data
does not only benefit Tribal governments
and their sovereign rights for health pro-
motion, but it also benefits the overall
public health to be able to accurately
assess and describe the population’s
health in the United States.

CONCLUSIONS

To truly attend to the health and well-
being of AI/AN populations, to ensure
the safety, dignity, livelihoods, and
futures of Indigenous Peoples, we must
understand their lives, life opportunities,
and life experiences on their own terms
and in collaboration with Tribal commu-
nities and governments. As witnessed in

RESEARCH & ANALYSIS

Al/AN responses to the COVID-19 pan-
demic, the protective actions of Tribal
Nations extend beyond Tribal citizens to
all area residents. As Public Health 3.0
moves toward 4.0 and engages with new
partners and new metrics of success,? it
is vitally important that public health
researchers and practitioners, at all
levels and in every domain, meaningfully
consult with Tribal nations and commu-
nities. Collaboration to support and col-
lectaccurate andreliable health data are
a fundamental step. 4JPH
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Cross-Sector Monitoring and
Evaluation Framework:
Social, Economic, and Health
Conditions Impacted During
the COVID-19 Pandemic

Eva Y. Wong, PhD, Abigail Schachter, MPH, Hannah N. Collins, MPH, Lin Song, PhD, Myduc L. Ta, PhD, Shuva Dawadi, PhD,
Scott Neal, MBA, Fel F. Pajimula, Danny V. Colombara, PhD, Kristen Johnson, PhD, and Amy A. Laurent, MSPH

Public Health 3.0 approaches are critical for monitoring disparities in economic, social, and overall health

impacts following the COVID-19 pandemic and its associated policy changes to slow community spread.
Timely, cross-sector data as identified using this approach help decisionmakers identify changes, track
racial disparities, and address unintended consequences during a pandemic.

We applied a monitoring and evaluation framework that combined policy changes with timely, relevant

cross-sector data and community review. Indicators covered unemployment, basic needs, family violence,

education, childcare, access to health care, and mental, physical, and behavioral health. In response to

increasing COVID-19 cases, nonpharmaceutical intervention strategies were implemented in March 2020 in
King County, Washington. By December 2020, 554 000 unemployment claims were filed. Social service calls

increased 100%, behavioral health crisis calls increased 25%, and domestic violence calls increased 25%,
with disproportionate impact on communities of color.

This framework can be replicated by local jurisdictions to inform and address racial inequities in
ongoing COVID-19 mitigation and recovery. Cross-sector collaboration between public health and
sectors addressing the social determinants of health are an essential first step to have an impact on
long-standing racial inequities. (Am J Public Health. 2021;111(S3):S215-5223. https://doi.org/10.2105/

AJPH.2021.306422)

To guide public health decision-
making during the severe acute

respiratory syndrome coronavirus 2
(SARS-CoV-2) pandemic and support
equitable community recovery in the
context of racism as a public health
crisis, Public Health-Seattle and

King County (PHSKC) is monitoring
changes in selected measures of eco-
nomic, social, and overall health and
well-being. We seek to lay out this
framework and considerations so that

it can be replicated and adapted for
other local health jurisdictions’ data
landscapes.

Our process followed the Public
Health 3.0 framework. In this framework,
local governmental health departments
play the role of a chief health strategist
to collect and share community-level
health data, adapt to evolving issues,
and promote health and wellness
for all people in the community.’
Cross-sectoral collaboration to drive

collective action to improve social
determinants of health is fundamental
to the Public Health 3.0 approach,
expanding and building upon the 2.0
approach, which focused on traditional
public health programs. This Public
Health 3.0 role involves working

with nontraditional public health part-
ners across multiple sectors to identify,
analyze, and distribute data from new,
large, granular, and real-time data
sources.
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COVID-19 COMMUNITY
PREVENTION STRATEGIES
IN KING COUNTY

Slowing the spread of COVID-19 became
a primary goal for many communities to
reduce infections, prevent deaths, and
reduce burden on the hospital system.
To achieve these goals, many state and
local communities including King
County, Washington, implemented
nonpharmaceutical intervention (NPI)
strategies based on evidence from past
epidemics that illustrated effectiveness
at limiting communicable disease
spread.” The most effective strategies
are those that limit person-to-person
contact, such as business or school
closures, but these measures have sub-
stantial social and economic effects on
individuals and communities.® Business
closures can result in loss of jobs and
income, which can make it difficult for
workers to meet basic needs (e.g.,
housing, food, health care, utilities) and
increase the need for food assistance.*
Behavior changes because of stay-home
orders and social distancing guidance
can contribute to social isolation and
stress on family relationships—all of
which can adversely affect physical and
mental health.® These social, economic,
and health outcomes are important to
monitor during the pandemic to inform
strategies to moderate these impacts
and promote recovery. As racial and
ethnic health disparities and unequal
distribution of resources, risks, and
protective factors existed before the
pandemic, itis essential to examine data
by race and other demographics when
implementing NPIs to mitigate unin-
tended consequences.

Washington State had the first diag-
nosed COVID-19 case in the United
States, who came through the interna-
tional airport located in King County in
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January 2020, and the first confirmed
COVID-19-related death in the United
States in February 2020 was a King
County resident.® Washington State’s
governor established a series of NPIs in
March 2020 when community trans-
mission was apparent through subse-
quent cases diagnosed in individuals
who had not traveled.” These NPIs
increased as case counts surged. Meas-
ures included limiting the size of gath-
erings, closing public entertainment and
recreation venues (performing arts,
sporting events, and conventions), and
prohibiting onsite consumption of food
and beverages at restaurants, bars, and
coffee shops. Statewide school closures
for all public and private K-12 and
higher-learning institutions began in
March and were extended through the
end of the 2019-2020 school year; many
schools remained remote into the
2020-2021 school year.

The governor’s “Stay Home, Stay
Healthy” order, which ordered all Wash-
ingtonians to stay home unless they
need to pursue an essential activity,
banned all gatherings for social, spiritual,
andrecreational purposes and closed all
nonessential businesses as of March 23,
2020. By the end of March, most
employers mandated telecommuting
for those who could work from home. A
phased reopening began in King County
on May 5, 2020, but was paused in
November 2020 as COVID-19 incidence
increased.

RACISM AS A PUBLIC
HEALTH CRISIS

In the wake of local and national protests
over structural and systemic racism, and
in light of growing evidence of dispro-
portionate COVID-19-related morbidity
and mortality experienced by Black,
Indigenous, and people of color (BIPOC),

the King County government declared
racism a public health crisis on June 11,
2020.8 Compared with national esti-
mates, King County performs well on
measures of health such as life expec-
tancy; however, county-level health
indicators mask the cumulative effects of
racism on BIPOC communities, which
result in lower life expectancies, educa-
tion levels, and wealth for these pop-
ulations.” The economic and social
impacts of the pandemic have magnified
existing racial inequities for BIPOC com-
munities, and this declaration commits
toaracially equitable response centered
on community and community-led sol-
utions. Data are essential for under-
standing and addressing these crises.

MONITORING AND
EVALUATION
FRAMEWORK

PHSKC is the local health jurisdiction for
King County, serving a population of 2.2
million in the city of Seattle, Washington,
38 additional incorporated cities, and
unincorporated areas. This framework
was developed to focus on the following
questions:

e What economic, social, and overall
health changes occurred during and
after the COVID-19 pandemic and
associated policy changes?

e How did these changes vary by
COVID-19 risk group, race, geogra-
phy, gender, health status, and
socioeconomic status?

e Did health, social, and economic
disparities change compared with a
prepandemic baseline?

e Based on these changes, how
should King County adjust NPI strat-
egies? What additional supports
are needed to address adverse
effects of NPIs?



Using this monitoring and evaluation
framework, PHSKC developed new part-
nerships, reached across sectors to track
policies, accessed nontraditional public
health data to show the impact and
experiences of county residents, and
validated data with community partners.
PHSKC disseminated results through
online dashboards, issue briefs, blog
posts, presentations, and infographics.'®

Framework Development
and Methods

We selected metrics to provide an over-
view of community impacts under this
framework (see Table 1 for indicators
and data sets used), aligned with the
Centers for Disease Control and Pre-
vention's approach."” We developed an
initial list of indicators based upon liter-
ature review of evidence from previous
outbreaks that linked NPI strategies
such as social distancing, school clo-
sures, and business closures to health
and economic outcomes affecting indi-
viduals and communities. As part of the
development process, we also consid-
ered whether data were timely, reliable,
and actionable as well as how to ensure
data were readily understandable and
accessible in a variety of formats. To
respond to the rapidly changing envi-
ronment, data included were

e timely—consistently updated and
available on a regular basis (weekly
or monthly) that could be analyzed
within days to weeks between data
acquisition and public availability;

e responsive—likely to change quickly
during the pandemic and after
implementation of NPIs;

e valid—high quality and reproducible
for King County;

e representative—representative of a
topic area (e.g., unemployment,

food insecurity) and linked to com-
munity mitigation efforts, not
necessarily comprehensive of a
topic; and

e disaggregated—could be analyzed
by COVID-19 risk group, race/eth-
nicity, subcounty geography, gender,
health status, or socioeconomic sta-
tus to understand equity impacts.

Many traditional public health data
sets, such as vital statistics, are dissem-
inated on an annual basis after a 1- to
2-year lag. This is not timely enough to
measure immediate impacts, which is
essential to inform community mitiga-
tion and recovery decisions during
emergencies such as a pandemic. Initial
data used for this project therefore
included a combination of publicly
available data or data sources available
through a preexisting data-sharing
agreement. Many of the data sets used
for this project address social determi-
nants of health, though they are non-
traditional sources for local health juris-
dictions because the data are collected
by social service or legal sectors (Table
1). We analyzed data sets using R version
4.0.3 (R Core Team, Vienna, Austria) or
Stata version 15 (StataCorp LP, College
Station, TX) and visualized data using
Tableau version 2020.3 (Tableau Soft-
ware LLC, Seattle, WA). We used Poisson
regression to calculate age-adjusted
rate ratios of death rates comparing
2020 with previous years. For other
analyses, we considered x° test results
significant at the P = .05 level, and only
statistically significant findings are dis-
cussed further in this article.”?

Monitoring Policies Critical
to Ensure Context

Local, state, and federal policies imple-
menting NPIs to reduce the spread of
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COVID-19 and to ameliorate cascading
effects were implemented beginning in
March 2020. Many federal policies
enabled new benefits, expanded exist-
ing resources, or waived previous
requirements, but some financial sup-
ports have expired, and not all supports
have benefited people equally. Wash-
ington State policies expanded individ-
ual unemployment benefit access,
health care access through telehealth
and waivers of deductibles, remote
provision of social services, protections
against evictions, and cash assistance
programs for individuals to help meet
basic needs, and provided business tax
relief by waiving interest, fees, and late
payments and extending due dates for
various taxes. King County and several
cities provided additional business and
individual tax relief, eviction moratoria,
and individual financial and food assis-
tance programs, and promoted physical
activity and well-being through closures
of some city streets to vehicle traffic
(Table 2).

A monthly policy review summarized
these relevant local, state, and federal
policy changes related to the COVID-19
pandemic and captured the cascading
impact of NPI strategies and mitigation
policies to better understand the con-
textual factors that could affect data
trends. This review was conducted using
promulgated policies and state and local
news releases. All quantitative trends in
selected metrics are presented along-
side a timeline of these policies (see
https://www.kingcounty.gov/covid/
impacts for examples and additional
details). This provides important context
for the multiple simultaneous systemic
changes and individual behavior
changes during the pandemic. This pol-
icy context is not designed to attribute
temporal changes solely to a single NPI
or policy change. By implementing this

Research
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TABLE 1— Indicators and Data Sources Used in the Public Health 3.0 Monitoring and Evaluation
Framework of the Impacts of COVID-19 and Nonpharmaceutical Interventions on Social, Economic, and
Overall Health: Public Health-Seattle and King County, WA, 2020-2021

Topic Area

Indicator

Data Sources

Economic

Unemployment claims

Employment Security Department

Social service needs

2-1-1 call data
Utility assistance program

Transportation and mobility data

Department of Transportation
Cell phone-based mobility

Social

Food insecurity

Supplemental Nutrition Assistance Program

Census Household Pulse Survey

Local community health needs assessment

Special Supplemental Nutrition Program for Women, Infants,
and Children enrollment

Family violence

National domestic violence hotline call data

Syndromic surveillance

Police call data

Child Protective Services data

Adult Protective Services data

Legal filing data from the county prosecuting attorney’s office
and Department of Judicial Administration

Access to Internet and technology

American Community Survey
Local technology broadband survey

Social impacts on childcare, work, ability to stay at home

Local community health needs assessment

Health

Access to care

Medicaid data
Census Household Pulse Survey
Local community health needs assessment

Mental and behavioral health

Calls to behavioral health crisis line
Syndromic surveillance

Emergency medical services calls

Census Household Pulse Survey

Local community health needs assessment
Tobacco quitline enrollment data

Poison Center calls

AJPH  Supplement 3, 2021, Vol 111, No. S3

Changes to death patterns

State provisional death certificate data

Drug overdose deaths

Medical examiner data

Mitigation impacts on health

Local community health needs assessment
Poison Center calls

Note. Cross-sector collaborations across data sources can address social determinants of health. See https://www.kingcounty.gov/covid/impacts for sample

online, interactive graphs.

framework, we have accessed new data
sets, gained knowledge of new data sets,
rapidly analyzed and released data, and
developed community connections.

Partnership to Understand
Community Context

Community partners and subject matter
experts reviewed findings before
release. Community reviewers both
have expertise on the topic and repre-
sent or serve affected communities. The
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community review process focused on
whether quantitative data aligned with
qualitative lived experience, resulting in
revisions to quantitative analyses and
inclusion of community narrative. This
framework centers community to
ensure data reflect the lived experience
of communities in dissemination prod-
ucts and was an important final step in
implementation.

Sharing with communities and under-
standing the context are important
components to share information,

power, and resources with com-
munities more severely impacted
and to better align the distribution of
resources through community-led
solutions.

DOCUMENTED IMPACTS
ON SOCIAL, ECONOMIC,
AND OVERALL HEALTH

Using the monitoring and evaluation
framework, we summarize findings to
illustrate the extent of NPl impacts on


https://www.kingcounty.gov/covid/impacts
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TABLE 2— cContextualizing Quantitative Data Within the Policy Timeline With the Public Health 3.0
Monitoring and Evaluation Framework of the Impacts of COVID-19 and Nonpharmaceutical Interventions
on Social, Economic, and Overall Health: Public Health-Seattle and King County, WA, 2020-2021

Topic Area Jurisdiction Sample Policies

Nonpharmaceutical interventions Federal Mask mandates (federal property, transportation)
Federal site closures

State Declaration of State of Emergency
Stay-home orders

Limits on large gatherings

Business closures and restrictions
County-by-county phased reopening process
Mask mandates

Vaccination eligibility

K-12 school and higher-education closures

Local Limits on large gatherings
Mask mandates

Economic Federal Pandemic unemployment assistance
Student loan forbearance

Emergency Rental Assistance Program
Economic impact payments

Eviction restrictions

State State department of revenue business relief
Statewide eviction moratorium (residential and business)
Financial assistance program

Hdlv

Local Local eviction moratorium (residential and business)
Business tax and individual property tax due date extensions
Individual financial assistance programs

Rental assistance programs

Social Federal Expansion and approval of remote benefits (e.g., SNAP approval of state emergency
allotments, WIC remote benefit, expansion of school meals)

Supplemental funding for existing programs (e.g., Family Violence Prevention
Services Act, food assistance)

State Expansion of school meals
Provision of remote services
Financial supports to child care providers

€S ON ‘LLL |OA ‘120z ‘€ Waws|ddns

Local City food assistance program
Grocery vouchers
Court proceedings switch to virtual visits (e.g., protection orders)

Health Federal Center for Medicare and Medicaid Services expansion of telehealth coverage

State State expansion of telehealth and coverage for COVID-19-related services
New programs supporting mental health
Special enrollment period for health insurance

Local Street closures to encourage physical activity simultaneously with physical distancing
New programs supporting mental health

Note. SNAP = Supplemental Nutrition Assistance Program; WIC = Special Supplemental Nutrition Program for Women, Infants, and Children. See https://
www.kingcounty.gov/covid/impacts for sample online, interactive graph illustrating combination of policy context with quantitative data.

social, economic, and overall health; how  (see online dashboard at https://www. December 12, 2020, King County resi-
the proposed framework can be used; kingcounty.gov/covid/impacts for exam-  dents filed almost 554 000 unemploy-
and the documented extent of racial ples and additional details). ment claims."® The unemployment rate
disparities. We observed statistically rose from 2.4% in February to a peak of
significant changes in overall county- Economic 14.9% in April, then slowly decreased to
wide trends and by race/ethnicity for 4.3% in November 2020. Those
economic, social, physical, and mental Unemployment rose drastically employed in the accommodation and
and behavioral health indicators following the implementation of NPI food services, health care and social
between March and December 2020 strategies; between March 1 and assistance, and retail trade industries
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had the highest rates of unemployment
claims. BIPOC workers were overrepre-
sented in these highly impacted indus-
tries; more than 1 in 3 workers who
identified as American Indian/Alaska
Native (AI/AN) or Black filed claims as did
52% of Native Hawaiian/Pacific Islander
(NH/PI) workers.

Calls to the 2-1-1 social service
hotline increased substantially shortly
after the beginning of the pandemic,
with more than double the number
of calls in mid-March compared with
February 2020 (prepandemic).

Housing and food needs were the most
common reasons King County residents
called to seek assistance in spring 2020.
Hispanic/Latinx (1.6 times), Black (4.7
times), and NH/PI (3.0 times) residents
were disproportionately represented
among callers seeking food assistance
as compared with their proportion ofthe
overall population. In a local needs
assessment, BIPOC respondents were
1.9 to 3.3 times more likely to report
feeling impacted by and struggling to
meet financial obligations or essential
needs.

Traffic volume and mobility provided
information about economic activity and
the extent to which people were staying
home and reducing nonessential activity
and travel. Across King County, traffic
volume fell to its lowest point on March
27,2020, soon after the statewide stay-
home order: a 56% decline in usual
weekday volume. Traffic volume gradu-
ally rose between April and September
and, as of December 15, remained only
15% below the previous year even
though many NPl restrictions continued.
Cellphone-based mobility data
document that 37% of residents
stayed completely at home the week
of December 15, 2020, compared
with 28% the same week in December
2019.

Research Wongetal.

Social

Food insufficiency doubled from March
toJuly 2020, with 11% of adults in the
King-Pierce-Snohomish tricounty area
reporting that their households did not
have enough food in the last week,
compared with 5% before March 2020.
For households with children, food
insufficiency peaked in mid-July 2020 at
17%. Food insufficiency for Black, NH/PI,
Al/AN, and Hispanic/Latinx communities
were 2.2 to 2.8 times that of Asian
residents, who reported the lowest food
insufficiency. Enrollment in food assis-
tance programs also increased: 17%
more households enrolled in the Wash-
ington Basic Food program (comprising
the Supplemental Nutrition Assistance
Program [SNAP] and the Food Assis-
tance Program for Legal Immigrants) in
August than January 2020, and enroll-
ment in the Special Supplemental
Nutrition Program for Women, Infants,
and Children (WIC) increased by 8.4%
from January to October 2020.

In 2020, emergency department (ED)
utilization data' showed an initial
4-month decline in domestic violen-
ce-related ED visits among county res-
idents from March to June, in parallel
with an overall decrease in ED visits for
any reason during the early months of
the pandemic. However, as of July 2020,
domestic violence-related ED visits
returned to 2019 levels even while NPIs
continued. While ED visits for domestic
violence among BIPOC communities
remained higher than for Whites in
2020, we observed no differences within
race/ethnicity when we compared 2019
to 2020. Domestic violence hotline calls
increased 25% from January to Decem-
ber 2020. Legal sector data on felony
referrals for domestic violence did not
decrease even though courts were
closed or transitioned online for a

portion of the year. The number of ED
visits for suspected child maltreatment
followed a similar pattern of an initial
decrease. Suspected elder maltreat-
ment investigations remained steady
across 2020.

With many employers and schools
moving to remote models, access to
technology can be a barrier to adhering
to NPIs. Prepandemic data showed that
6% (estimated 57 000) of King County
households did not have a computer or
broadband Internet access. Approxi-
mately 21 200 children in the county
lived in households that lacked a com-
puter or lacked broadband Internet
access, both of which are essential for
remote schooling. AlImost 500 000 peo-
plein King County were digitally insecure
(e.g., where Internet access was limited
to cellular or public plans, who had a
borrowed device or only a smartphone
to access the Internet, or who rely on
others to use the Internet). Sixteen
percent of residents lacked the neces-
sary digital skills to use the Internet
independently.’” Relative to their
proportion of the population, a higher
proportion of access-limited and device-
limited residents were Black or Hispanic/
Latinx, with Asians overrepresented
among those with limited digital skills.
This indicates that additional supports
are needed for all populations to suc-
cessfully work or attend school
remotely.

Health

Washington State expanded access to
Medicaid under the Affordable Care Act,
which increased eligibility for adults
aged 18 to 64 years with incomes less
than 138% of the federal poverty level,
according to the US Department of
Health and Human Services. This could
provide coverage for some adults who



lost health insurance while unemployed.
By November 2020, an additional 40 400
King County residents were enrolled

in Medicaid, a 10% increase compared
with January 2020. Black (1.3 times
higher) and AI/AN (1.4 times higher)
adults represented a higher

proportion of new enrollees compared
with prepandemic enrollees. By
December 2020, 24% of adults in

the tricounty area reported forgoing
needed medical care because of the
pandemic, with higher rates (31%)
reported by AI/AN, NH/PI, and multiracial
residents.

Mental and behavioral health is of
high concern as the pandemic contin-
ues. The percentage of adults in the
tricounty area reporting depressive
symptoms increased 1.75 times by the
week of July 16,2020, compared with the
week of April 23, 2020, with the highest
levels of depressive symptoms among
those who lost employment or live with
someone who lost employment, and
among those identifying as AI/AN, NH/PI,
or multiple races. In December 2020,
depression prevalence remained similar
at around 26%. Calls to King County's
behavioral health crisis line increased in
April 2020 (12% higher than April 2019)
and continued to increase during the
year (24% higher in November 2020
than November 2019). In a local assess-
ment survey conducted between August
and October 2020, 56% of adults
responded that their children had
experienced more difficulties in emo-
tion, concentration, behavior, or getting
along with other people since the pan-
demic began.

All-cause death rates increased by
12% in 2020, with 14 893 deaths among
King County residents in 2020, com-
pared with the 2017-2019 baseline
(annual average of 13137 deaths). All-
cause mortality and specific causes of

death were selected to focus on leading
causes of death and causes potentially
ancillary to NPI measures. Overall mor-
tality rates were significantly higher
among AlI/AN (38% increase) and His-
panic/Latinx residents (37% increase).
Increased mortality rates were observed
for drownings (61%), homicide (36%),
diabetes and its sequelae (23%), over-
dose (23%), unintentional injuries (19%),
and cardiovascular disease (7%). Overall
mortality rates did not reflect a statisti-
cally significant difference from baseline
for deaths attributable to cancer,
dementia, suicide, traffic, or firearms.
Although causal mechanisms remain
unknown for all causes of death,
drownings have been attributed to lack
of lifeguards when swimming areas were
closed.® Although firearm deaths did
not reflect a statistically significant dif-
ference, analyses by manner of death
revealed that this was attributable to a
decreasein firearm-related suicides that
offset an increase in firearm-related
homicides."’

We found significant economic,
social, and health changes with
inequitable impacts on BIPOC commu-
nities through this analysis. We
documented the ongoing impact on
unemployment, social service needs,
food insecurity, family violence, health
care access, mental and behavioral
health, and mortality rates during the
pandemic. Racial disparities in eco-
nomic, social, and health indicators
increased compared with prepandemic
baselines. BIPOC communities were
disproportionately affected because
they may work in occupations
affected by the COVID-19 pandemic.
Because of historic and ongoing sys-
temic racism before the pandemic,
BIPOC communities were also more
likely to experience hardship because
of NPIs.
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IMPACTS ON SOCIAL
DETERMINANTS AND
RACIAL INEQUITIES

High-quality disaggregated data were
critical to inform decisions that support
racial equity during the pandemic
response and recovery at multiple
stages of program implementation.
These data were used to inform devel-
opment and implementation of an evic-
tion prevention program, a food assis-
tance funding program, and recovery
plans including the county’s budget
decision-making process.

Food insecurity has continued to be a
concern during the pandemic, involving
factors such as access to healthy foods,
availability of food, and cultural accep-
tance of provided food."® King County
government utilized findings from this
framework to establish and implement a
new food security assistance program to
fund community-based organizations to
distribute food and increase food infra-
structure. Food security and food assis-
tance (SNAP and Basic Food, WIC)
enrollment data from this framework
were used to justify why the food assis-
tance program was needed. The data
were then used to inform program
development: quantify scope and depth
of current need across the county,
identify which zip codes had a high
density of need and which racial/ethnic
groups were disproportionately
experiencing food insecurity, and struc-
ture the program to maximize reach of
available resources. Food security and
food assistance data were then used to
inform decisions on which racial/ethnic
and geographic communities were
prioritized for funding awards.
Community-based organizations
applied to implement the program
through a competitive funding process.
In the application, they were asked to
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identify which zip codes and which
racial/ethnic groups they intended to
serve, with awards prioritized to these
organizations to reduce disparities.
Program implementation data were
then compared with SNAP enrollment
data to estimate reach of the program
for people who became food insecure
because of COVID-19 impacts.

In another example, a local city used
information from this framework as
performance metric inputs to their eco-
nomic development plan, which
included recovery planning and support
strategies. This city also used these
findings to understand the prevalence of
topics of concern, such as mental health,
among city residents, and shared the
prevalence along with referrals for local
resources. Cross-sector collaborations
were critical to informing these impor-
tanttopics. Thissummary captures justa
few of many possible use cases for these
publicly available data; these tools and
approaches can be valuable to inform
both decisionmakers and communities
in the midst of the pandemic.

ADDRESSING
CHALLENGES TO PUBLIC
HEALTH 3.0 APPROACHES

While this example found early and
ongoing indicators that warrant concern
in planning for response and recovery,
there are still important topics that lack
comprehensive data such as childcare
availability, childcare needs, educational
outcomes, housing, and community
violence. Likewise, the patchwork of
resources and services around domes-
tic violence, even within a single county,
required collating across multiple data
sets to understand patterns of commu-
nity experience and resulted in a likely
underestimate of domestic violence
trends.'® These data limitations may be

Research Wongetal.

unique to our locality, and these topics
warrant important consideration in
other jurisdictions.

Some data sources in the framework,
such as domestic violence or behavioral
health crisis calls, do not collect infor-
mation about race/ethnicity. When dis-
aggregated data were not available,
communities consistently expressed
that they felt invisible and were less able
to advocate for resources to meet their
needs. High-quality disaggregated data
by demographic characteristics, includ-
ing detailed race categories, are critical
to ensure that data support equity-
informed decisions, represent all com-
munities, and do not inadvertently
widen existing disparities. Data collec-
tion that includes detailed demographic
information is the first step to ensure
these data are available. Reliance on
secondary data sources rather than
primary data collection limits compar-
isons by demographics because of dif-
ferencesin data collection and reporting
across sources. In cases in which quan-
titative data may not capture demo-
graphic information or are unreliable
because of small numbers,
qualitative analysis can enhance under-
standing of the impacts experienced by
specific populations.

Implementing this monitoring and
evaluation framework requires devel-
oping new cross-sector data partner-
ships, quickly developing knowledge of
new data sets, scaling up workforce skills
for automation, and building capacity
with quick turnaround and regular
updates. Having a well-defined
approach,?® rationale, and framework'"
for why these data were important was
helpful when approaching new partners
to discuss why we were asking for some
of the nontraditional data. In some
cases, PHSKC had previously broached
the concept of data sharing with data

stewards, but had not yet been able to
access the data. In cases in which data-
sharing agreements needed to be
signed, it was helpful to have an experi-
enced contracts office. For the analysis
and presentation of the data, developing
checklists for the analysis process, con-
ducting quality assurance of the data as
it was received and analyzed, and cre-
ating data visualization templates help
streamline the process. Having an online
dashboard available has supported
regular updates and public use, as
measured by more than 65 000 hits on
the main page in 9 months. This repre-
sents a much larger reach than our
existing interactive dashboards that are
updated annually, and demonstrates
the importance of timely dissemination.

CONCLUSIONS

This project demonstrates the feasibility,
utility, and importance of monitoring the
economic, social, and health impacts of
COVID-19, including impacts of NPIs,
using a novel monitoring and evaluation
framework. This framework is intended
to be replicable for other governmental
health jurisdictions adopting a Public
Health 3.0 approach by analyzing and
disseminating high-quality, timely, cross-
sector data to inform the COVID-19
response and recovery. Cross-sector
collaboration between public health and
other sectors addressing the social
determinants of health are an essential
first step to address long-standing racial
inequities. While the indicators included
in the monitoring and evaluation
framework may differ for other jurisdic-
tions because of data availability or local
priorities, we believe these approaches
are critical to inform development of
strategies that simultaneously alleviate
racial inequities and promote recovery
from the pandemic. 4JPH



ABOUT THE AUTHORS

All'authors are with Public Health-Seattle and King
County, Seattle, WA. Eva Y. Wong is also with the
Department of Epidemiology, School of Public
Health, University of Washington, Seattle. Hannah
N. Collins is an applied epidemiology fellow, Council
of State and Territorial Epidemiologists, Atlanta, GA.

CORRESPONDENCE

Correspondence should be sent to Eva Y. Wong,
401 Fifth Ave, #1300, Seattle, WA 98104 (e-mail:
eva.wong@kingcounty.gov). Reprints can be
ordered at http://www.ajph.org by clicking the
“Reprints” link.

PUBLICATION INFORMATION

Full Citation: Wong EY, Schachter A, Collins HN, et
al. Cross-sector monitoring and evaluation frame-
work: social, economic, and health conditions
impacted during the COVID-19 pandemic. Am J
Public Health. 2021;111(S3):.5215-5223.

Acceptance Date: May 21, 2021.
DOI: https://doi.org/10.2105/AJPH.2021.306422

CONTRIBUTORS

E.Y.Wongand A. A. Laurent prepared the first draft
of the article, with substantive contributions from
other authors. All authors reviewed the final article.

ACKNOWLEDGMENTS

This work is funded by Public Health-Seattle and
King County, the Washington State Department of
Health, and the Centers for Disease Control and
Prevention’s (CDC's) Epidemiology and Laboratory
Capacity for Prevention and Control of Emerging
Infectious Diseases cooperative agreement (CK19-
1904). This work was supported in part by an
appointment to the Applied Epidemiology Fellow-
ship Program administered by the Council of
State and Territorial Epidemiologists and funded
by the CDC cooperative agreement
1TNU380T000297-03-00.

We thank Sally Honeycutt, Daniel Kidder, Nadine
Chan, and Marguerite Ro for their comments on
the framework, and we thank partner organiza-
tions for their collaboration.

CONFLICTS OF INTEREST

The authors report no conflicts of interest.

HUMAN PARTICIPANT
PROTECTION

This study was exempt from institutional review
board review because of public health practice
nonresearch activity (see https://www.cdc.gov/os/
integrity/docs/cdc-policy-distinguishing-public-
health-research-nonresearch.pdf).

REFERENCES

1. Public Health 3.0: A Call to Action to Create a 21st
Century Public Health Infrastructure. Washington,

DC: US Department of Health and Human
Services; 2016.

. Smith SMS, Sonego S, Wallen GR, Waterer G,

Cheng AC, Thompson P. Use of non-
pharmaceutical interventions to reduce the
transmission of influenza in adults: a systematic
review. Respirology. 2015;20(6):896-903. https://
doi.org/10.1111/resp.12541

. Ferguson NM, Cummings DAT, Fraser C, Cajka JC,

Cooley PC, Burke DS. Strategies for mitigating an
influenza pandemic. Nature. 2006;442(7101):448-
452. https://doi.org/10.1038/nature04795

. Dunn CG, Kenney E, Fleischhacker SE, Bleich SN.

Feeding low-income children during the COVID-19
pandemic. N Engl ] Med. 2020;382(18):e40. https://
doi.org/10.1056/NEJMp2005638

. Douglas M, Katikireddi SV, Taulbut M, McKee M,

McCartney G. Mitigating the wider health effects of
COVID-19 pandemic response. BMJ. 2020;369:
m1557. https://doi.org/10.1136/bmj.m1557

. Holshue ML, DeBolt C, Lindquist S, et al. First case

of 2019 novel coronavirus in the United States. N
Engl ] Med. 2020;382(10):929-936. https://doi.org/
10.1056/NEJM0a2001191

. Office of the Governor, State of Washington.

Proclamations. Available at: https://www.
governor.wa.gov/office-governor/official-actions/
proclamations. Accessed January 30, 2021.

. Constantine D, Hayes P. Racism is a public health

crisis: the transformation starts here. It starts with
us. Available at: https://publichealthinsider.com/
2020/06/11/racism-is-a-public-health-crisis.
Accessed June 11, 2020.

. Public Health-Seattle and King County. The race

gap. King County, WA. 2020. Available at: https://
www.kingcounty.gov/depts/health/data/~/media/
depts/health/data/documents/the-race-gap.ashx.
Accessed October 27, 2020.

. Public Health-Seattle and King County. Economic,

social and overall health impacts. Available at:
https://www.kingcounty.gov/covid/impacts.
Accessed January 19, 2021.

. Centers for Disease Control and Prevention. An

approach for monitoring and evaluating commu-
nity mitigation strategies for COVID-19. Available
at: https://www.cdc.gov/coronavirus/2019-ncov/
php/monitoring-evaluating-community-
mitigation-strategies.html. Accessed January 27,
2021.

. van Belle G, Fisher LD, Heagerty PJ, Lumley T.

Biostatistics: A Methodology for the Health Sciences.
2nd ed. Hoboken, NJ: John Wiley & Sons; 2004.
https://doi.org/10.1002/0471602396

. King County labor area summary, June 2020.

Olympia, WA: Washington State Employment
Security Division; 2020.

. Washington State Department of Health. Rapid

Health Information Network (RHINO). Available at:
https://www.doh.wa.gov/
ForPublicHealthandHealthcareProviders/
HealthcareProfessionsandFacilities/
PublicHealthMeaningfulUse/RHINO. Accessed July
15, 2021.

. King County. Broadband Access Study. February

2020. Available at: https://www.kingcounty.gov/
~/media/depts/it/services/cable/202002-
Broadband-Access-Study.ashx?la=en. Accessed
May 22, 2020.

. Lybrink C. 60 people have drowned in Great Lakes

this year: How to stay safe. Detroit Free Press.
August 19, 2020. Available at: https://www.freep.

20.

RESEARCH & ANALYSIS

com/story/news/local/michigan/2020/08/19/
great-lakes-drownings-michigan-holland/
5606488002. Accessed October 20, 2021.

. Colombara D, Schachter A, Wong E, Laurent A.

Changes in death rates during the COVID-19
pandemic in King County, WA. Seattle, WA: Public
Health-Seattle and King County; 2021.

. Northwest Harvest. Addressing the food insecurity

crisis in Washington. May 22, 2020. Available at:
https://www.northwestharvest.org/wp-content/
uploads/Addressing-Food-Security-Crisis-in-WA_
2020.05.22.pdf. Accessed June 26, 2020.

. Campbell JC. Promise and perils of surveillance in

addressing violence against women. Violence
Against Women. 2000;6(7):705-727. https://doi.
org/10.1177/10778010022182119

National Association of County and City Health
Officials. Connecting the dots: a data sharing
framework for the local public health system. May
2014. Available at: https://www.naccho.org/
uploads/downloadable-resources/Issue-Brief-
Data-Sharing-Framework-NA592.pdf. Accessed
October 20, 2021.

Advocacy

for

Public

Health

Policy Change:
An Urgent
Imperative

Harry M. Smyder, MD
Anthany 8. fton, MD,
10, MeH

Imiproving laws and policies start with advocacy
and now mare than ever this new hook, Advocacy
for Public Heafth Policy Change: An

Imperative will be instrumental in training public

health practitioness and students to turn their

expertise into sound policies and laws. It will help
these readers in these five key areas:

» Address the growing need to turn knowledge
inta betier health policy.

* Offer a step-by-step planning and
implementation framework for public health
advocacy campaigns from start to finish,

» Expand professional development and
satisfactions opportunities for the field.

» Improve service delvery.

* Improve health outoomes.

Place orders at aphabookstore.org.

Email boal Vi pha.org to request

an exam copy for classroom use,

15BN 97E-0-87553-313-1 2020, SOFTCOVER, 250 PG

£ APHA PRESS

A O AMERICAN FRELS HEAATH ANESEIATIGN

Research

Wongetal.

Hdlv

€S ON ‘LLL |OA ‘120z ‘€ Waws|ddns

§223


mailto:eva.wong@kingcounty.gov
http://www.ajph.org
https://doi.org/10.2105/AJPH.2021.306422
https://www.cdc.gov/os/integrity/docs/cdc-policy-distinguishing-public-health-research-nonresearch.pdf
https://www.cdc.gov/os/integrity/docs/cdc-policy-distinguishing-public-health-research-nonresearch.pdf
https://www.cdc.gov/os/integrity/docs/cdc-policy-distinguishing-public-health-research-nonresearch.pdf
https://doi.org/10.1111/resp.12541
https://doi.org/10.1111/resp.12541
https://doi.org/10.1038/nature04795
https://doi.org/10.1056/NEJMp2005638
https://doi.org/10.1056/NEJMp2005638
https://doi.org/10.1136/bmj.m1557
https://doi.org/10.1056/NEJMoa2001191
https://doi.org/10.1056/NEJMoa2001191
https://www.governor.wa.gov/office-governor/official-actions/proclamations
https://www.governor.wa.gov/office-governor/official-actions/proclamations
https://www.governor.wa.gov/office-governor/official-actions/proclamations
https://publichealthinsider.com/2020/06/11/racism-is-a-public-health-crisis
https://publichealthinsider.com/2020/06/11/racism-is-a-public-health-crisis
https://www.kingcounty.gov/depts/health/data/&hx223C;/media/depts/health/data/documents/the-race-gap.ashx
https://www.kingcounty.gov/depts/health/data/&hx223C;/media/depts/health/data/documents/the-race-gap.ashx
https://www.kingcounty.gov/depts/health/data/&hx223C;/media/depts/health/data/documents/the-race-gap.ashx
https://www.kingcounty.gov/covid/impacts
https://www.cdc.gov/coronavirus/2019-ncov/php/monitoring-evaluating-community-mitigation-strategies.html
https://www.cdc.gov/coronavirus/2019-ncov/php/monitoring-evaluating-community-mitigation-strategies.html
https://www.cdc.gov/coronavirus/2019-ncov/php/monitoring-evaluating-community-mitigation-strategies.html
https://doi.org/10.1002/0471602396
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/HealthcareProfessionsandFacilities/PublicHealthMeaningfulUse/RHINO
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/HealthcareProfessionsandFacilities/PublicHealthMeaningfulUse/RHINO
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/HealthcareProfessionsandFacilities/PublicHealthMeaningfulUse/RHINO
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/HealthcareProfessionsandFacilities/PublicHealthMeaningfulUse/RHINO
https://www.kingcounty.gov/&hx223C;/media/depts/it/services/cable/202002-Broadband-Access-Study.ashx?la&hx003D;en
https://www.kingcounty.gov/&hx223C;/media/depts/it/services/cable/202002-Broadband-Access-Study.ashx?la&hx003D;en
https://www.kingcounty.gov/&hx223C;/media/depts/it/services/cable/202002-Broadband-Access-Study.ashx?la&hx003D;en
https://www.freep.com/story/news/local/michigan/2020/08/19/great-lakes-drownings-michigan-holland/5606488002
https://www.freep.com/story/news/local/michigan/2020/08/19/great-lakes-drownings-michigan-holland/5606488002
https://www.freep.com/story/news/local/michigan/2020/08/19/great-lakes-drownings-michigan-holland/5606488002
https://www.freep.com/story/news/local/michigan/2020/08/19/great-lakes-drownings-michigan-holland/5606488002
https://www.northwestharvest.org/wp-content/uploads/Addressing-Food-Security-Crisis-in-WA_2020.05.22.pdf
https://www.northwestharvest.org/wp-content/uploads/Addressing-Food-Security-Crisis-in-WA_2020.05.22.pdf
https://www.northwestharvest.org/wp-content/uploads/Addressing-Food-Security-Crisis-in-WA_2020.05.22.pdf
https://doi.org/10.1177/10778010022182119
https://doi.org/10.1177/10778010022182119
https://www.naccho.org/uploads/downloadable-resources/Issue-Brief-Data-Sharing-Framework-NA592.pdf
https://www.naccho.org/uploads/downloadable-resources/Issue-Brief-Data-Sharing-Framework-NA592.pdf
https://www.naccho.org/uploads/downloadable-resources/Issue-Brief-Data-Sharing-Framework-NA592.pdf

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



AIDI‘I RESEARCH & ANALYSIS

Immigrant Communities and
COVID-19: Strengthening the
Public Health Response

Lan N. boan, PhD, MPH, Stella K. Chong, BA, Supriya Misra, ScD, Simona C. Kwon, DrPH, and Stella S. Yi, PhD, MPH

The COVID-19 pandemic has exposed the many broken fragments of US health care and social service
systems, reinforcing extant health and socioeconomic inequities faced by structurally marginalized
immigrant communities. Throughout the pandemic, even during the most critical period of rising cases in
different epicenters, immigrants continued to work in high-risk-exposure environments while
simultaneously having less access to health care and economic relief and facing discrimination.

We describe systemic factors that have adversely affected low-income immigrants, including limiting their
work opportunities to essential jobs, living in substandard housing conditions that do not allow for social
distancing or space to safely isolate from others in the household, and policies that discourage access to
public resources that are available to them or that make resources completely inaccessible. We
demonstrate that the current public health infrastructure has not improved health care access or linkages
to necessary services, treatments, or culturally competent health care providers, and we provide
suggestions for how the Public Health 3.0 framework could advance this.

We recommend the following strategies to improve the Public Health 3.0 public health infrastructure and
mitigate widening disparities: (1) address the social determinants of health, (2) broaden engagement with

AJPH  Supplement 3, 2021, Vol 111, No. S3

stakeholders across multiple sectors, and (3) develop appropriate tools and technologies. (Am J Public
Health. 20271;111(S3):5224-S231. https://doi.org/10.2105/AJPH.20271.306433)

he COVID-19 pandemic has
Texposed the many broken frag-
ments of US health care and social
service systems, reinforcing extant
health and socioeconomic inequities
faced by structurally marginalized
immigrant communities. With more
than 44.7 million immigrants in the
United States, immigrants form the
backbone of American society and rep-
resent a significant portion of the
essential workforce including agricul-
ture, food services, construction, and
health care industries."? Throughout
the pandemic, even during the most
critical periods of rising cases in different

8224 Research poanetal.

epicenters, immigrants continued to
work in high-risk-exposure environ-
ments while simultaneously having less
access to health care and economic
relief and facing discrimination.®
Promoting equity in the public health
response means prioritizing engage-
ment of immigrant communities in dis-
cussions related to COVID-19 public
relief funds and COVID-19 testing and
vaccination allocation. Undocumented
immigrant workers have been ineligible
for economic relief for more than a year,4
with the exception of the recently
approved $2.1-billion economic relief bill,
the Excluded Workers Fund, in New York

State. As part of the Healthy People 2030
campaign, the US Department of Health
and Human Services launched a new
model of public health response, Public
Health 3.0, which emphasizes collabora-
tion among federal, state, and commu-
nity leaders to address social, economic,
and environmental factors that contrib-
ute to health inequities.® This most
recent Public Health 3.0 era has a strong
emphasis on addressing the social
determinants of health, broadening
engagement with stakeholders across
multiple sectors, and developing appro-
priate tools and technologies to improve
health outcomes for all communities.”


https://doi.org/10.2105/AJPH.2021.306433

The purpose of this article is to illus-
trate the impact COVID-19 has had on
immigrants in the United States and the
role of public health to mitigate
the short- and long-term impacts of the
pandemic on immigrant communities.
First, we discuss how systemic racism
manifests through racial capitalism,
immigration-related policies and citi-
zenship status, and health and social
policies that vary based on immigration
status.® We consider immigration as a
social determinantthat has animpacton
health and overall well-being and that
puts immigrant communities at greater
riskfor COVID-19 infection while they are
also less likely to access health care or
have greater delays in entry into health
care.*® We demonstrate that the
current public health infrastructure has
not improved health care access or
linkages to necessary services, treat-
ments, or culturally competent health
care providers, and provide suggestions
for how the Public Health 3.0 framework
could advance this.

DETERMINANTS DRIVING
COVID-19 DISPARITIES

Research increasingly shows that low-
income Black, Hispanic/Latinx, Asian
American, Native Hawaiian, Pacific
Islander, and Indigenous populations
are disproportionately affected by
COVID-19, with higher incidence, hospi-
talization, and death rates.” Immigrants,
many of whom are people of color," are
unequally impacted by the COVID-19
pandemic because of socioeconomic-
related challenges such as poverty and
limited access to health care services.
We describe systemic factors that have
adversely affected low-income immi-
grants, including limiting their work
opportunities to essential jobs, living in
substandard housing conditions that do

notallow for social distancing or space to
safely isolate from others in the house-
hold, and policies that discourage access
to public resources that are available to
them or that make resources completely
inaccessible.

Immigrant Essential
Workforce

Despite official public health recom-
mendations for stay-at-home orders
and social distancing, many immigrants
are unable to work remotely and have
continued to work in essential indus-
tries, including food services, health
care, manufacturing, construction,
agriculture, and transportation.® Racial
capitalism, defined as the social and
economic value extraction from people
of color, contributes to the root causes
for the limited job opportunities avail-
able to immigrants and overrepresen-
tation of immigrants in essential and
frontline jobs.>® These factors have
allowed for the deliberate exploitation of
immigrants and communities of color
working in low-wage, precarious, and
physically demanding jobs, and failed to
offer these individuals sufficient com-
pensation, benefits, and worker protec-
tions.? For example, agricultural and
food production workers in the United
States, many of whom are immigrants,
have experienced a high incidence of
COVID-19 outbreaks.'® In addition to
greater occupational exposure to
COVID-19 infection, COVID-19 trans-
mission is also aggravated by substan-
dard housing units and unsanitary
workplace conditions.”'® Although sim-
ilar COVID-19 outbreaks have occurred
in food production facilities in Europe,
US workers experienced a dispropor-
tionately higher COVID-19 burden that
can be connected to poorer worker
protections (e.g., paid sick leave, health
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insurance) and fewer safety precautions
(e.g., high speeds for slaughtering and
processing animals increase occupa-
tional risks and do not allow workers
enough time to take breaks)."’

Immigration Status

Because of increased anti-immigrant
sentiments and hostile policies, undoc-
umented immigrants also face legal
challenges that increase their exposure
to and potential severity of COVID-19."2
Systemic racism contributes to dispro-
portionate enforcement of immigration
policies via racial profiling of immigrants
of color and the communities in which
they live."® Immigration and Customs
Enforcement (ICE) has continued
immigration raids, detention, and
deportation of undocumented immi-
grants, asylum seekers, and refugees.
From February 2020 to January 2021,
9099 cases of detainees who tested
positive for COVID-19 while in ICE cus-
tody were reported.'* The COVID-19
spread among the detaineesis amplified
because of unsanitary living conditions,
overcrowding, and limited access to
timely medical care."”

Before the pandemic, millions of
undocumented immigrants and tempo-
rary visa holders were ineligible for
federal safety net programs.* Hostile
immigration and enforcement policies
deter immigrants from seeking help; the
fear of detention and deportation neg-
atively affects the physical and mental
health of immigrants. Thus, undocu-
mented immigrants often access health
care at lower rates and only seek care as
a last resort after health issues become
severe.” During the pandemic, undocu-
mented immigrants have been left with
limited or no access to health care
services. Because of the public health
guidance to avoid emergency
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departments, they may delay seeking
proper care for COVID-19. Documented
immigrants are also dissuaded from
seeking medical and social services for
which they are eligible because of fear of
legal repercussions to their green card
or visa applications under the public
charge rule. Public charge is a long-
established immigration policy rooted in
racism and xenophobia that seeks to
deny lawful permanent US residence
(i.e., lawful permanent residence status
or a "green card”) to immigrants who
receive public assistance, such as Med-
icaid and the Supplemental Nutrition
Assistance Program (SNAP).'® The
Public Charge Final Rule was updated
in February 2020 to include more
restrictions on immigrant use of public
benefits and pathways to legal perma-
nent residence."® Public charge was
overturned in March 2021, but the fear
of public charge and ambiguity on the
updates continue to have implications
on the health and well-being of
immigrants.

SOCIAL AND ECONOMIC
IMPACTS OF COVID-19

COVID-19 has adversely affected immi-
grants socially and economically, result-
ing in unemployment and significant
financial strains for many families.*
Immigrants contribute significantly to
the US economy by paying federal, state,
and local taxes, including $458.7 billion
in taxes in 2018, with $31.9 billion paid
by undocumented immigrants.'’ Yet,
undocumented immigrants were ineli-
gible for economic relief through the
Coronavirus Aid, Relief, and Economic
Security (CARES) Act.? Similarly, undocu-
mented individuals living with a spouse
or children who are US citizens were
ineligible for any economic relief
because a valid Social Security number
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was required.® For mixed-status house-
holds, in which family members have
varied citizenship status (i.e., undocu-
mented immigrants, permanent legal
residents, US citizens), this can manifest
in avoidance and delay in accessing
resources for which they are eligible
because it might risk identification of
their undocumented family members—
so then the whole household misses out
on benefits."®

Unemployment

The clients of many New York City (NYC)
immigrant-serving organizations have
reported being ineligible for public
benefits or struggling to obtain govern-
ment assistance despite being eligi-
ble.' La Colmena, a community-based
organization that primarily serves day
laborers, domestic workers, and low-
wage immigrant workers, estimated
that almost all of their clients were not
eligible for the first federal stimulus
check despite having US-born chil-
dren.'® Policies like public charge have
disincentivized many immigrants from
seeking benefits or assistance during
the pandemic. Immigrants also lack
information and proper guidance to
request benefits, such as reapplying
for SNAP and Medicaid, partly because
of language and technology access
issues that are highly prevalent in
immigrant communities."® The system-
atic exclusion from pandemic relief
efforts will have long-term financial
impacts.

The lack of federal economic support
is particularly concerning for immigrant
workers reporting high unemployment
rates. Nationally, the unemployment
rateincreased from 4% in February 2020
to 14% among US-born workers but 16%
for immigrant workers in April 2020.2°
Low-income immigrant families were

even more severely affected, with 26%
reporting that they or their spouse or
partner lost a job and 26% reporting a
family member was furloughed, had
reduced work hours, or lost income.*
The combination of job loss and ineligi-
bility for stimulus payments and
cunemployment insurance have also
forced many immigrants into essential
worker positions, which put them at
greater exposure to COVID-19, to pay for
rent, utilities, and other basic living
needs.

Housing Stability

The COVID-19 economic impact is far
reaching beyond income and unem-
ployment. Since losing their jobs and
primary income sources, many immi-
grant families are facing challenges in
affording basic needs, which places
them in precarious living situations such
as unstable housing and food insecurity.
Systemic racism also influences the res-
idential patterning of where immigrants
live; immigrants are more likely to live in
underresourced neighborhoods, which,
in turn, affects housing quality.?" Immi-
grants living in multigenerational
households have increased risk of
COVID-19 transmissions, particularly if
there is an essential worker in the
household who is unable to safely self-
isolate from other household members
(e.g., older and immunocompromised
individuals).?? Immigrant households
are more likely to be overcrowded with
insufficient space for social distancing or
self-isolation, which is exacerbated by
lack of economic resources and threats
of eviction."®?3 The cumulative financial
strain from unemployment, income loss,
and housing insecurity complicates
access to health care services and
increases risk of household



transmission of COVID-19 for immigrant
communities.

Food Insecurity

The neighborhoods where immigrants
live also have implications on food avail-
ability, food access, walkability, and indi-
vidual health behaviors. Many immigrant
households are experiencing greater
food insecurity during the pandemic,
exacerbated by unemployment and loss
of their primary income sources. Immi-
grant households, particularly newer
immigrants, are at greater risk for food
insecurity than US-born households'®
and may live in disinvested neighbor-
hoods with restricted healthy food
options because of unaffordable or low-
quality foods and far proximity and lim-
ited modes of transportation to food
establishments. During this pandemic,
immigrant families are facing even
greater barriers in securing fresh and
healthy foods with the additional chal-
lenge of grocery and restaurant closures.

Food insecurity is highly prevalent
among immigrant communities. NYC
community organizations reported that
even with local and state resources to
increase food access, their clients are told
they are ineligible without explanation,
are worried about leaving their homes to
pick up food, cannot afford food delivery,
and are eating fewer meals.'® Children
are equally stressed by food insecurity
with concerns about not having enough
food at home or not being able to cook for
their younger siblings while their parents
are working because of lack of cooking
knowledge and skills."® Food insecurity is
exacerbated if fear of public charge leads
immigrant parents to disenroll their
American children from SNAP or the
Special Supplemental Nutrition Program
for Women, Infants and Children, or to
avoid applying for the Pandemic

Electronic Benefit Transfer, which pro-
vides money to families of children who
were previously receiving free or
reduced-price school lunches regardless
of citizenship status.** The essential
nutritional and food needs of immigrant
communities are in jeopardy as they
struggle to find and access affordable and
healthy foods during the pandemic.

HEALTH STRESSORS AND
HEALTH CARE ACCESS
DURING COVID-19

The lack of access to affordable, pre-
ventive health services exacerbates risk
for COVID-19, as many immigrants have
higher prevalence of underlying chronic
comorbidities (e.g., obesity, hyperten-
sion) linked to severe COVID-19.>® For
instance, South Asian immigrants have
increased risk of type 2 diabetes and
cardiovascular disease, which increase
their risk for more severe COVID-19
symptoms. This was apparent in the
Bangladeshi community in NYC, the
earliest epicenter of the pandemic,
where Bangladeshi immigrants suffered
high mortality rates.* Immigrants with
limited English proficiency, particularly
individuals with limited digital access and
older adults, are also less likely to receive
public health alerts and resources in
their native language to protect them-
selves from COVID-19.2>%°

Mental Health

The COVID-19 pandemic has aggravated
health disparities, particularly mental
health distress, in immigrant communi-
ties. The challenges of social distancing
and growing concerns over increased
COVID-19 risk in overcrowded, multi-
generational households contribute to
increasing mental health stressors,
including constant anxiety and fear from
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aggressive antiimmigration policies.?’%?

Poorer mental health has been further
amplified during the pandemic because
oflack of adequate and clear information
regarding COVID-19-related health and
social services and limited financial
resources for basic necessities. In
addition, social isolation may increase the
risk of mental health stressors among
older immigrant adults who face cul-
tural, linguistic, and digital access
barriers.?’

Mental health care was already inac-
cessible to many immigrants before the
pandemic because of lack of infrastruc-
ture for affordable and linguistically
accessible services and culturally com-
petent providers.? Immigrant families
at risk for detention and deportation
because of public charge are less likely to
seek care and more likely to delay health
care use, which has consequences on
management and treatment of mental
health and chronic conditions.”*32 In
NYC, there has been an increase in
mental health stressors and need for
services among immigrant communi-
ties.'” Community organizations that
largely serve Hispanic/Latinx, Black, and
Asian immigrant clients are reporting
that there are not enough mental health
providers and services to fulfill the
mental health needs of the community
because of the high demand, transition
to telehealth, and barriers to care for
individuals with limited or no Internet
access.'?NYC's Academy of Medical and
Public Health Services has been provid-
ing free mental health therapy services
to their clients in English and Spanish;
however, they are only able to provide a
limited number of free mental health
services, and there are long waiting
lists."® Similarly, Libertas Center for
Human Rights reported that their men-
tal health services and referrals have
been exhausted during the pandemic."®
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Sexual and
Reproductive Health

Missing from current discussions is the
pandemic’s impact on access to sexual
and reproductive health care for immi-
grants. Immigrants are ineligible for or
have limited access to sexual and repro-
ductive services, including pregnancy-
related services and sexually transmitted
infection and reproductive cancer
screenings offered through public health
programs, because of health insurance
eligibility restrictions and exclusions for
undocumented immigrants.>* Changes
to the Title X national family planning
program in 2019 reduced the capacity
and services of many publicly funded
family centers that primarily served low-
income, uninsured immigrant women.>?
In addition, there are few culturally
competent providers, particularly in
suburban and rural regions in the United
States, and immigrants with Medicaid
coverage may choose to forgo sexual
and reproductive health services or
disenroll entirely because of public
charge®* The pandemic poses a great
threat to the health of immigrant women
and families because of the limited and
delayed access to sexual and reproduc-
tive health services, leading to greater
health disparities in maternal health
outcomes, reproductive cancer, and
sexually transmitted diseases.

COVID-19 Testing and
Vaccination

The Families First Coronavirus Response
Act (FFCRA) passed in March 2020 pro-
vided up to 2 weeks of paid sick leave for
COVID-19-related illnesses and free
COVID-19 testing for uninsured individu-
als through reimbursements.® However,
this is no longer in effect as of December
31,2020, and FFCRA did not cover COVID-
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19-related treatment. NYC community
organizations reported that their immi-
grant clients were denied COVID-19 test-
ing because of inconsistencies in the
interpretation of and confusion about
guidelines and shortage of testing kits."®
COVID-19 testing in NYC was also limited
to drive-through tests at specific loca-
tions, requiring some individuals to pay
for transportation costs or skip testing
because of financial constraints.'® Testing
and treatment of COVID-19 for immigrant
communities are further delayed
because of the lag in official communica-
tion from city and state health officials in
native languages. The Arab community in
Brooklyn, New York, reported receiving
little to no outreach or communication
regarding the pandemic and were
unaware of resources such as free hotel
quarantine to prevent the spread of
COVID-19 in their homes and neighbor-
hoods."” Immigrants do not have access
to accurate, up-to-date information on
COVID-19 prevention or guidance on how
to access care and proper treatment of
COVID-19-related symptoms, and are
hesitant to seek care for COVID-19 at
hospitals.'® Similar challenges to COVID-
19 vaccination access plague immigrant
communities, including poor communi-
cation and misinformation about vaccine
eligibility, costs, and information needed
for decision-making alongside social bar-
riers (e.g., low health literacy, language
access, transportation).®

EDUCATIONAL IMPACTS
OF COVID-19

The shift to virtual learning has over-
whelmed both parents and children and is
a particular concern for immigrant
households. Compared with households
with US-born parents, households with
immigrant parents may be at a greater
disadvantage because of cultural and

linguistic communication barriers, unfa-
miliarity with the US education system,
and jobs that have little flexibility to work
from home or allow more parental

involvement.”

For immigrant parents
with limited English proficiency, it is espe-
cially difficult to provide educational
assistance to their children.'® Similarly,
children may be stressed and isolated in
their roles as remote learners, alongside
additional responsibilities of assisting their
parents with applying for unemployment
insurance benefits and other economic
relief programs.'® Even if immigrant
parents are able to virtually work, they may
be juggling multiple low-wage, full-time
positions or acting as caregivers for chil-
dren and older adults in the household.
Crowded living conditions prohibit
children from staying engaged and pro-
ductive in their remote learning environ-
ments.'? Many immigrant families do not
have sufficient access to high-speed
Internet or appropriate technology to
attend virtual classes and complete
assignments.'?* Despite the NYC
Department of Education’s attempt to
support remote learning by providing
students with laptops and tablets, there
are still challenges with completing
schoolwork because the correct applica-
tions are not downloaded on the devices.
The educational impacts of COVID-19 on
children from immigrant families is closely
tied with the socioeconomic and health
impacts and, if left unaddressed, could
negatively affect their development

and have consequences across the life
course.

STRENGTHENING THE
PUBLIC HEALTH
RESPONSE

Improving the public health infrastruc-
ture means envisioning a Public
Health 3.0 era that includes immigrant



communities. We propose recommen-
dations to strengthen the COVID-19
public health response by addressing
the social determinants of health,
broadening engagement with multisec-
toral stakeholders, and developing
appropriate tools and technologies.”

Addressing the Social
Determinants of Health

Two ways to mitigate widening dispar-
ities include removing access barriers to
COVID-19 testing, treatment, vaccina-
tion, and general health care, and
increasing programs and support for
immigrant-owned businesses,
immigrant-serving organizations, and
immigrant communities.

First, public health institutions should
denounce organizations and policies
that impede public health efforts, like
clearly communicating to immigrants
that engaging in health or social services
will not have an impact on citizenship
status and that collected information will
not be used to identify them for deten-
tion and deportation.>® For example, the
US Department of Homeland Security
issued a press release encouraging
everyone to get the COVID-19 vaccine
when available to them, regardless of
immigration status.*® The press release
further detailed that ICE and US Cus-
toms and Border Protection will not
conduct enforcement operations near
sensitive locations, including hospitals
and vaccination distribution sites.*%4'
Promoting a more equitable public
health response would include free and
easy access to COVID-19 tests and
vaccines for immigrant communities,
and community immunity protects
everyone.3®

This includes ensuring that COVID-19
testing and vaccination sites are easily
accessible (e.g., mobile clinics) and

having service providers (e.g., commu-
nity health workers) who can assist with
language access.® For example, health
care providers can share local health
resources and culturally relevant com-
munity resources with immigrant fami-
lies or encourage immigrant families to
participate in public programs for which
they are eligible and receive free COVID-
19 testing and vaccination. Greater
investment in linguistically and culturally
appropriate preventive health care
services (e.g., federally qualified health
centers) and increasing funding for
organizations that predominately serve
immigrants (e.g., immigration legal serv-
ices) would strengthen communication
strategies to immigrant communities in
the publichealth response. Expansion of
current policies can also increase health
insurance coverage and access for
immigrant families, like expanding Med-
icaid to cover low-income adults, elimi-
nating children’s immigration status
requirement for the Children’s Health
Insurance Program, and extending sex-
ual and reproductive services and
rights.®*

Second, state and local public health
departments should create emergency
cash assistance funds to support
immigrant-owned businesses and
immigrant workers, continue to extend
the eviction moratorium and provide
rent relief for small businesses, and
protect immigrants who are essential
workers with hazard pay and timely
access to COVID-19 vaccines."® Immi-
grants should be a priority in the public
health response because they are over-
represented in essential industries and
are more likely to become unem-
ployed.*? Furthermore, the number of
immigrant-owned businesses
decreased by 36% between February
and April 2020, compared with 18%
among businesses with US-born
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owners.*3 Expanding eligibility to federal
relief funds and resources will be par-
ticularlyimportantto mitigate worsening
COVID-19-related outcomes for immi-
grant communities.

Broadening Engagement
With Stakeholders

For the immediate response, public
health assistance and timely interven-
tions are paramount in the COVID-19
response for immigrant communities.
Thus far, community organizations have
stepped up to fill the gaps in the public
health infrastructure and respond to
needs of immigrant communities.
Community-based organizations have a
track record of collaboration with his-
torically marginalized communities and
earned trust in these communities that
could bolster COVID-19-related public
health prevention measures. For exam-
ple, the Kovler Center Child Trauma
Program (KCCTP) in Chicago, lllinais,
rapidly disseminated linguistically rele-
vant information and resources for food
pantries, school lunches, and rental
assistance to refugee and immigrant
families.** KCCTP also started remote
programming for regular check-ins with
youths through text, phone, or video
conferences to ensure that youths and
their families were adjusting and doing
well during the pandemic.** Similarly, a
joint model of community outreach
between a medical student association,
Ironbound, and community-based
organization, Mantena Global Care, was
launched in New Jersey to assist the
Latinx immigrant community.** Medical
students served as telehealth patient
navigators to link community members
to federally qualified health centers,
provided up-to-date medical guidance
through social media platforms, and
connected community members to
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nonclinical services like food pantries to
address food insecurity.** Inclusion of
community-based organizations and
patient navigators in the public health
response would improve patient-
centered care and address issues
related to health care accessibility by
providing culturally and linguistically
concordant clinical (e.g., wellness
checks) and nonclinical (e.g., enrollment
assistance for public benefits) services.
Relatedly, funding should be allocated
equitably to invest in and adequately
compensate community organizations
for their expertise and contributions to
building a culture of health in their
communities.

Developing Appropriate
Tools and Technologies

Lastly, public health information systems
need to be timely and collect relevant
health information. The role of public
health information systems, like elec-
tronic health records and COVID-19
case and vaccination trackers, is to col-
lect quality demographic and health
data; however, these systems have been
inadequate in providing real-time data
needed to identify high-risk populations.
The unique structural vulnerabilities
engendered by immigration and docu-
mentation status have not been ade-
quately considered in tracking data and
deploying tailored responses to immi-
grant communities in need. For exam-
ple, having robust health data sources
with both race/ethnicity and immigra-
tion status could better highlight gaps
that need to be addressed in the public
health response—Ilike whether immi-
grants who are eligible for public
benefits are enrolled in and using the
services. Current public health informa-
tion systems need to collect and report
quality demographic data (e.g.,
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disaggregated race/ethnicity, language
preference) and up-to-date COVID-
19-related data to support the immedi-
ate COVID-19 public health response.

This is an opportunity to build better
public health systems for immigrant
communities in the longer term by rec-
tifying a legacy of exclusion and disen-
franchisement. Strengthening the public
health response will require intentional
engagement of multisector stakehold-
ers to ensure there are multiple access
points to improve health for immigrant
communities. In addition, timely, multi-
level interventions and collective advo-
cacy for structural improvements in
federal policies and initiatives are
needed to mitigate the impacts of
COVID-19 on immigrant communities.
AJPH
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