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The purpose of the Global One Health 
Network’s (G1HN) Equity Resource Toolkit for the 
Governance of Infectious Diseases is to inform health 
practitioners, researchers, and decision-makers at 
all governmental levels about the circumstances 
of equity-seeking groups and provide useful 
resources to implement effective and equitable 
pandemic policies and programs for communities 
and populations that are facing significant health 
disparities. The following guiding principles were 
designed to address issues through a health equity 
lens and were gathered from extensive research 
on inequities during the Coronavirus disease 2019 
(COVID-19) pandemic, using data from international 
documentations, and serves as a foundational source 
for future policies, programs, and the broader global 
health agenda:

1. Prioritize equity-seeking groups and 
encourage the integration of health equity 
into policies and programs while considering 
the standing systems and institutions that 
produce disparities and taking into account 
the social determinants of health (SDH).

2.  Promote equity-centered approaches 
for data collection, contact tracing, 
diagnostic testing, vaccination, and 
non-pharmaceutical interventions.

3.  Collect surveillance data on SDH to 
identify and monitor health disparities 
using a health equity lens.

4. Organize multisectoral responses which 
encourage the inclusion of social scientists, 
anthropologists, leaders of marginalized 
communities, and experts in policymaking.

 The Equity Resource Toolkit is designed to 
provide an inventory of suggested resources for 
the modelling, implementation, and integration of 
policies and programs to address health inequities 
in the governance of infectious diseases. First, 
definitions of key terms and an overview of equity-
seeking groups, the SDH, and health disparities are 
provided. Second, the Toolkit provides a description 
of a proposed conceptual framework inspired by 
the Commission on Social Determinants of Health 
(CSDH) Conceptual Framework proposed by the 
World Health Organization (WHO) in 2010 [1], and 
by the Bay Area Regional Health Inequities Initiative 
(BARHII) health equity framework [2]. Ways to 
incorporate health equity into pandemic policies and 
programs are highlighted using real-world examples 
in the context of physical (e.g., contact tracing, 
diagnostic testing, and vaccination) and non-physical 
(e.g., non-pharmaceutical interventions) response 
measures. Finally, case studies are used as concrete 
examples for prioritizing equity-seeking groups, 
promoting accurate communications, and gathering 
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surveillance data on health disparities.

The sections within this Toolkit each contain a 
basic explanation of the steps of the process, and 
suggested evidence-informed actions, to help 
address disparities, as well as practical resources 
for carrying out actions to help reduce disparities, 
including real-world case study examples of how to 
successfully address health inequities. Hyperlinks 
to resources and guidebooks with a focus on health 

equity, and relevant to the content in respective 
sections, are included throughout.

The order with which this Toolkit is followed is 
inconsequential and will depend greatly on the 
most pressing needs regarding the planning and 
evaluation of distinct policies and programs. Some 
sections may be more useful than others and how 
the sections are prioritized is up to the readers’ 
judgements and circumstances.

i. The importance of the governance of infectious 
diseases

In a modern globalizing world, infectious diseases 
are emerging and spreading in the global context 
of growing commercial links and trade activities [11]. 
The response to disease outbreaks today involves 
national institutions, with international organizations 
and other groups coordinating the efforts to prevent 
disease propagation. The governance of infectious 
diseases demands a range of integrated policy, 
information management, command, and control 
mechanisms, for facilitating cooperative action 
to achieve the objectives of infectious disease 
prevention, detection, mitigation, and response [12]. 
Thus, infectious disease outbreaks are not issues of 
public health alone, but rather involve a complex 
array of themes related to ethics, politics, and 
economic interests.

For public health measures to be effective, 
governance solutions must span national and 
international scales. National level efforts and 
international health cooperation, notably through 
the International Health Regulations (IHR), remain the 
cornerstones of effective infectious disease policy; 
however, for these efforts to work, the inclusion 
of non-state actors such as nongovernmental 
organizations and the private sector is imperative. 
Coordination on an international scale involving 
clear guidance for WHO and member states aim 
to achieve a modern and collective perspective 
to public health governance. Risk governance, 
therefore, integrates state-centric issues for 
maintaining trade and economic relationships 
and informs health system strengthening and 
infrastructure development as integral methods to 
prevent the transmission of infectious diseases.

During times of economic and social crisis, 
such as the COVID-19 pandemic, governance 
arrangements to prevent transmission of the SARS-
CoV-2 virus have played a critical role in countries’ 
immediate responses. Early on, drivers that have 
exacerbated the crisis have been documented and 
include: the exponential propagation and pace 
of disease spread, global interconnectedness in 
recent decades, limited health-sector capacity, 
weaker state capacity in the developing world, the 
economic impact of prevention measures, and 
political and societal fragilities related to past global 
economic crises [13]. The COVID-19 pandemic 
further reinforced the importance of moving beyond 

the narrow focus of health security on pandemic 
preparedness and planning, towards illness 
prevention and investments in health infrastructure 
to improve health services delivery globally. In 
this light, assessing the governance of COVID-19 
and other potential infectious diseases is essential 
for shaping governance for the post-pandemic 
world which should aim to coordinate more 
comprehensive multilateral organizations.

ii. The importance of health equity 

Health is a fundamental human right for all. Equity 
is an ethical concept for systemic social justice and 
equal opportunity. Health equity may be achieved 
only when barriers to health are removed and the 
conditions necessary for achieving health are fair. 
Importantly, health equity and health inequality 
are not synonymous. The concept of health equity 
focuses attention on the distribution of resources 
and other processes that drive a particular kind 
of health inequality (i.e., a systematic inequality in 
health or in its social determinants between more 
and less advantaged social groups; 6).  Not all 
health disparities are unfair. For example, young 
adults stereotypically tend to be healthier than the 
elderly populations not due to unfair circumstances, 
but simply due to the inevitably of dotage. On 
the other hand, differences in nutritional status 
between females and males, differences in receiving 
appropriate health care treatment between racial 
or ethnic groups, or differences in achieving higher 
level education between individuals of distinct 
socioeconomic classes would all be causes for health 
equity concerns.

Health equity may be viewed as a process 
(i.e., the process of reducing systemic health 
inequalities and improving equitable access to its 
social determinants), and as an outcome (i.e., the 
goal to eliminate systemic health inequalities). This 
Toolkit views health equity as a process towards 
the outcome. This process has been documented 
in the broader literature, with strategies that 
systematically and effectively measure health 
disparities. Key frameworks towards achieving 
health equity often involve a) identifying health 
disparities of concern, b) working with impacted 
communities to understand the health disparities, 
c) promoting changes to policies, laws, systems, 
environments, and practices to provide resources 
and opportunities to reduce disparities, d) evaluating 

It is paramount to define and differentiate between key terms used throughout this Toolkit to gain a better 
understanding of their inherent meaning, and the context in which they should be used. Below is a list of 
key terms obtained from various health organizations and/or research-backed sources that underscore the 
intended meaning and comprehension of the terms used in this Toolkit.

3. DEFINITIONS OF KEY TERMS

4. OVERVIEW

Equity-seeking groups are groups of people 
that face significant collective challenges in 
participating in society, recognize common barriers 
to equal access, opportunities and resources due to 
disadvantage and discrimination, and seek social 
justice and reparation [3].

Health equity is defined by WHO as the 
“absence of unfair and avoidable or remediable 
differences in health among population groups 
defined socially, economically, demographically or 
geographically” [6]. 

Health inequalities are differences in health, or 
differences in important influences on health, that 
are systematically associated with being socially 
disadvantaged (e.g., being poor, a member of a 
disadvantaged racial/ethnic group, or female), and 
that put already disadvantaged groups at further 
disadvantage [7]. 

Social determinants of health are non-medical 
factors that influence health outcomes. They describe 
the circumstances in which people are born, grow, 
work, live, and age, and the broader set of systems 
and policies shaping the conditions of daily life 
[10]. These systems include economic policies, 
development agendas, social norms, social policies, 
and political systems.

Vulnerable  populations have increased 
susceptibility to adverse health outcomes because of 
inequitable access to the resources needed to address 
risks to health. The concept of vulnerability is based on 
the premise that the same level of exposure may have 
different effects on different socio-economic groups.

Health inequities are defined by WHO as the 
“presence of unfair and avoidable or remediable 
differences among groups of people, whether 
those groups are defined socially, economically, 
demographically, or geographically” [6]. Health 
inequities are differences in health status or in the 
distribution of health resources between different 
population groups, arising from the social conditions 
in which people are born, grow, live, work and age. 
Since health inequities are driven by the inequitable 
distribution of social determinants of health (e.g., 
income and education), they can be reduced by the 
right mix of government policies [8, 9]. 

Health disparities are the differences in the 
incidence, prevalence, mortality, and burden of 
diseases and other adverse health conditions that 
exist among specific population groups [4]. Health 
disparities arise through obstacles to the SDH, 
affecting many equity-seeing groups based on their 
race or ethnicity, socioeconomic status (SES), gender, 
age, disability status, sexual orientation or gender 
identity, geographic location, or other characteristics 
historically linked to discrimination or social exclusion 
[5]. These disparities for most such groups are closely 
linked to their experience of greater social, economic, 
political, and/or environmental disadvantage.
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and monitoring short-term and long-term changes, 
and e) reassessing strategies to plan next steps. Like 
most health concepts, health equity, as a construct, 
cannot be easily measured. One approach to this 
dilemma is to operationalize based on the absence 
of health equity (i.e., assessing health inequity). 
Differences in the social determinants of health that 
are systematically associated with unfair situations 
that affect groups of people who are already at a 
disadvantage are measurable indicators and include, 
for example, indicators of social exclusion, wealth, 
and gender inequality among others [14]. Moreover, 
health inequities may also be measured using well-
documented evidence of historical discrimination 
(e.g., discriminatory practices in the criminal justice 
system) from governmental reports, academic 
literature, and credible media reports. It is argued 
that a comprehensive health policy which does not 
consider systemic differences in health equity is 
both ethically unsound and inefficient from a health 
promotion standpoint.

iii. Evidence of health inequalities in 
pandemics 

Despite early media claims that the SARS-CoV-2 
virus does not discriminate and is a ‘great equalizer’ 
[15], historical evidence from pandemics, such as the 
1918 Spanish flu and the 2009 H1N1 outbreak, attest 
to the relevance of pre-existing unequal disease 
burdens and the inequitable distribution of SDH in 
determining pandemic-related health outcomes 
[16, 17]. A scoping review of published literature 
and a qualitative environmental assessment of 
international documentation of COVID-19’s impact 
on health equity revealed that COVID-19 morbidity 
and mortality were disproportionately distributed 
between and within communities. Certain population 
groups (i.e., members of what we describe as 
equity-seeking groups) have been consistently at 
comparatively higher risk of COVID-19 exposure, 
adverse health effects, and death [18]. Socially 
disenfranchised groups experienced heightened 
COVID-19 vulnerability as a result of their adverse 
social and economic circumstances, extending 
in many instances to greater difficulty accessing 
medical care or health advice, or practicing public-
health advised or proscribed preventive activities 
[19]. Members of these groups have also borne 
the brunt of unfavourable pandemic outcomes as a 
consequence of response measures and policies put 
in place, such as lockdowns and physical distancing 
[20]. These health disparities quickly became 
evident, with the COVID-19 pandemic highlighting 

persistent inequities in health systems that resulted 
from the intersection of race, gender, ethnicity, and 
other socioeconomic factors.

 The available data on infection and death rates 
from COVID-19 suggests that there is considerable 
variation in the impact of the disease not only 
within countries and regions, but also between 
them. However, using these data as evidence 
to explain how different government responses 
to the pandemic affects population health and 
health equity is challenging. Lack of widespread 
diagnostic testing in many regions, variable criteria 
for reporting COVID-19-related deaths, and failures 
to collect systematic information on SDH for people 
affected by COVID-19 means that information 
about the impact of the COVID-19 pandemic on 
health equity is fundamentally incomplete and 
incomparable across distinct political systems.

Therefore, as the COVID-19 pandemic subsides in 
many parts of the globe, the crisis has made salient 
to the public and to policy makers that well-designed 
social policies and programs that best promote 
population health and health equity are essential 
for preparedness for future pandemics. To better 
understand ways to avoid neglecting health equity in 
future pandemic policy responses, decision-makers, 
researchers, and governmental actors should look 
back at the lessons learned from the COVID-19 
crisis for guidance and work together to dispel the 
myth that infectious disease outbreaks, including 
pandemic diseases, are ‘socially neutral’ global crises 
that ‘we are all in it together’. 

iv. Equity-seeking groups

As history repeats itself, the recent COVID-19 
pandemic revealed that ethnic and racially 
marginalized minorities and Indigenous Peoples 
were at heightened risk for COVID-19 exposure and 
worse health outcomes, as has been documented 
in the past [21]. In addition, older adults, individuals 
with physical, developmental, and/or functional 
disabilities, and medically underserved individuals 
(e.g., areas with too few primary healthcare 
providers) also carried the disproportionate 
burden of illness and death [22]. Economically 
disadvantaged individuals and people adversely 
impacted by SDH, including those involved in 
precarious employment, those living in impoverished 
conditions, the homeless, prisoners, refugees, 
undocumented immigrants, and adults and 
children in detainment or correctional facilities were 

disproportionally impacted since the pandemic has 
exacerbated existing social inequalities [23-25]. In 
more complex ways, women were also particularly 
vulnerable to adverse outcomes, especially for 
the large majority of female frontline healthcare 
workers; for those who provide a caregiver role in 
households; for women in abusive relationships 

during lockdowns; for women in the informal 
economy; and finally, for women experiencing 
challenges due to supply chain setbacks influencing 
their sexual and reproductive health [26]. 
Additionally, many in the Global South continue 
to lack basic access to testing, care, or access to 
vaccinations when compared to the Global North. 

As equity-seeking groups and elevated risk populations navigated policy changes abiding 
to new public health regulatory measures and their own health concerns, they also faced 
challenging obstacles when seeking to acquire important COVID-19-related information and 
access to testing, contact tracing, or treatment services (Figure 1). Although we use COVID-19 
as the case example, our comments provide cautionary advice for better pandemic and novel 
infectious disease preparedness going forward.

BOX 1.Obstacles faced by equity-seeking groups during the COVID-19 pandemic

Figure 1. Summary of obstacles faced by equity-seeking groups during the COVID-19 pandemic.

Communication and literacy obstacles include 
barriers related to the cognitive and social abilities 
that enable individuals to gain access to, understand, 
and use health-related information. For example, 
individuals with low health literacy may have difficulty 
locating providers and services, accurately filling 
out COVID-19 questionnaires and forms, providing 
details of their medical history to communicate 
underlying risk factors, and effectively follow health 
instructions and policies. Communication obstacles, 

such as the limited ability to speak and understand 
a country’s official languages, can make it less 
likely for individuals to successfully understand the 
connection between risky behaviors and health, 
seek preventive care, and comply with preventative 
measures. 

Cultural and social obstacles include cultural 
sensitivities and social beliefs about COVID-19 and 
its implications which are heavily impacted by media 
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portrayals, news sources, and an individual’s social 
network and community. For example, social barriers 
that may impact someone’s desire to get tested or 
communicate with a contact tracer include distrust 
of the government and medical professionals and 
overall skepticism about the severity of COVID-19 
and the need for testing efforts.

Healthcare access and functional obstacles 
include physical, logistic, and geographical barriers 
that reduce the likelihood of receiving appropriate 
and timely care for some individuals. For example, 
functional obstacles in the COVID-19 context include 
transportation barriers which may prove challenging 
for those who are reluctant to use public transit, do 
not have the ability to drive, own or have access to 
cars, or otherwise are unable to get to testing sites 
or healthcare centers because of distance, physical 
barriers, or lack of accessible paths for walker, 
wheelchair, and cane use.

Socioeconomic obstacles include social and 
economic barriers that include but are not limited 
to food insecurity, lack of consistently safe shelter, 
unemployment and job insecurity, and insufficient 
income which make it difficult for individuals to 
access testing and treatment centers and to abide 
by social distancing and self-isolation measures. 
For example, many individuals with disadvantaged 
socioeconomic positions comprise the majority of 
frontline essential workers that have continued to 
work throughout the pandemic. Individuals may 
not have access to paid sick leave and may be 
concerned about lost wages for the time spent away 
from work if they test positive.

v. Social determinants of health

There is now widespread recognition in health 
at the individual, community, and population levels 
that the main drivers of health outcomes are not 
limited to health care quality and access, but that 
socioeconomic, environmental, and behavioural 
factors interact at multiple levels within societies to 
impact health. The triggers of pandemic disparities 
are better understood through models of the social 
determinants of health to distinguish the “upstream”, 
macro-determinants and the “downstream”, 
individual-level determinants of exposures, risks, and 
social needs. Differentiating between upstream and 
downstream determinants of health is important for 
both understanding the causes of health inequity 
and identifying key focal points for intervention. 
Upstream factors, such as social disadvantage, 

exposure to risk, and social inequalities play a 
pivotal role in poorer health outcomes and thus 
represent important entry points for reducing 
health disparities. Health equity approaches used to 
examine SDH consider the link between health and 
social inequities embedded in sociodemographic 
factors, taking into account an individual’s SES 
which consists of social class (e.g., race, ethnicity, 
immigration status, gender, sexual orientation, 
and disability status), education, occupation, and 
income [27]. These macro-determinants, which are 
often deemed determinants of determinants, in turn 
influence downstream factors, including nutrition 
and food security, health-related behaviours, 
housing, exposure to air pollutants, access to 
health, and presence of comorbidities and immune 
functioning.

According to a scoping review of the literature 
on COVID-19 and health disparities, racialized and 
ethnic groups, people living in neighbourhoods 
of extreme socioeconomic deprivation, adverse 
physical and environmental conditions, multi-
generational living, overcrowded living conditions, 
substandard housing (e.g., polluted districts), 
and other socially marginalized groups (i.e., 
homeless individuals, prisoners, and street-based 
sex workers) generally have higher rates of pre-
existing chronic diseases and underlying, comorbid 
clinical risk factors that increase the severity and 
mortality of COVID-19, including diabetes, asthma, 
cardiovascular disease, obesity and poor health 
behaviours (e.g., smoking, ineffective hand washing, 
etc.; 28, 29). There were also significant occupational 
inequalities associated with increased risks of 
respiratory diseases, certain cancers, musculoskeletal 
disease, hypertension, stress and anxiety, and 
COVID-19 exposure that are impacted by adverse 
working conditions concentrated in lower-skill jobs 
which include ergonomic hazards, shift work, low 
wages, and job insecurity [18]. Lower-paid workers 
in the food, cleaning, or delivery service industries, 
where historically racialized and ethnic groups are 
disproportionately represented, were much more 
likely to be nominated as ‘essential workers’ and 
were thereby required to go to work, often relying 
on public transport. Access to healthcare, health 
messages, heath products (e.g., sanitation products, 
PPE, etc.), and health insurance was also lacking in 
socially marginalized communities [30]. Additionally, 
structural, systemic inequalities and biases (e.g., 
racism, stigma) were also described as determinants 
of COVID-19 morbidity and mortality influenced by 
socioeconomic and political contexts [31].

As the COVID-19 pandemic 
simultaneously occurred against a 
backdrop of social and economic 
inequalities in a globalizing world, 
disparities in COVID-19 infection and 
mortality rates therefore arose as a 
result of a syndemic, the interactions of 
COVID-19 as a biological/biomedical 
event with persisting inequities in the 
SDH [32]. The concept of a syndemic was 
first developed by Merrill Singer to better 
appreciate the relationships between 
HIV/AIDS, substance use, and violence 
in the United States in the 1990s [33]. 
In theory, this entails that the severity of 
the COVID-19 pandemic was amplified 
due to pre-existing epidemics of non-
communicable diseases (NCDs) which are 
socially patterned and associated with 
SDH. Some have argued that for the most 
disadvantaged communities, COVID-19 
was experienced a ‘co-occurring, 
synergistic pandemic’ that interacted with 
and exacerbated existing NCDs and social 
conditions (Figure 2).

BOX 2. The syndemic of COVID-19 and health 
inequality

Figure 2. The syndemic of COVID-19, chronic diseases, 
and the social determinants of health. This figure is 
adapted from Singer [33] and Dahlgren and Whitehead 
[34] and is further explained in Bambra and colleagues 
[18].

vi. General conceptual framework for pandemics

Social determinants of health do not exist in a 
political vacuum but are shaped by public, social, 
and macroeconomic policy choices, and the cultural 
and societal views or ideologies that can cause 
the relative policy importance of determinants to 
change over time. Below we propose a conceptual 
framework (Figure 3) which offers a dynamic 
understanding of the key social dimensions and 
political structures that impacted and continue to 
impact the health of populations over the course of 
the COVID-19 crisis. 

Three interactive levels of dynamic influences 
are subsumed within the model. First, the 
socioeconomic and political context refers to the 
social relationships within society which define 
individual positions and roles. This is an ideal 
entry point to address inequities through public 
policy responses. The second level considers the 
individual’s or population’s socioeconomic position 
as a function of the degree of exposure to health 
risks and vulnerabilities that result in differential 
health outcomes. Major individual socioeconomic 
characteristics include education, income, 

occupation, level of knowledge and information. 
Combined with the socioeconomic and political 
contextual factors, these form what is referred to as 
“structural determinants”. Structural determinants 
shape patterns of access to resources, including 
health services and systems, and are embedded 
in socioeconomic institutions and policies that 
construct, reinforce, and maintain sociocultural 
values and social ladders in various social systems. 
Third, the intermediary socioeconomic context refers 
to individual or group differences in experiences 
of environmental factors (e.g., physical, social, 
and economic), as well as behavioural outlets and 
psychological supports that ultimately shape specific 
elements of health status. 

Overall, this framework encapsulates the viewpoint 
that social determinants of health inequities are 
dynamic, intersecting, and sustained through the 
act of mediating factors that, over the course of 
pandemics like the COVID-19 pandemic, may be 
subject to intervention and change.
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Figure 3. A public health conceptual framework for understanding health inequities during pandemics for a 
global health agenda. This framework is based on the Commission on Social Determinants of Health (CSDH) 
Conceptual Framework proposed by the WHO in 2010 [1], and the Bay Area Regional Health Inequities 
Initiative (BARHII) health equity framework [2].

5. THE IMPACT OF HEALTH DISPARITIES ON PANDEMIC PREPAREDNESS AND 
PLANNING

At a time of a pandemic, governments and 
health leaders are making many difficult decisions. 
It is important that those decisions take into 
consideration the ways in which the pandemic 
unfairly impacts particular groups, and how action 
or inaction might worsen living conditions that were 
already unjust. Common pandemic preparedness 
strategies to reduce transmission may be nominally 
fair and neutral but create disparities when applied 
in contexts with underlying inequalities. Policies or 
strategies that support a health equity framework 
consider the provision of appropriate funding for 
equity efforts and targeted investments to address 
the disproportionate impacts of pandemics on 
equity-seeking groups.

A pragmatic social justice approach addressing 
both health disparities and barriers to health 
access should inform pandemic preparedness 
and planning. Equity-centered programs and 
practices for data collection, contact tracing, testing, 
vaccination, and non-pharmaceutical measures 
should take into account their unintended negative 
consequences on equity seeking populations and 
include mitigation strategies to address those 
impacts. 

i. Data collection

Data, especially sociodemographic data including 
data on race, ethnicity, age, and gender, are critical 

to understanding health disparities for pandemic 
preparedness and planning, as well as building 
evidence on inequities experienced by marginalized 
groups. Appropriate collection of these data 
ultimately guides efforts to move from collection 
to interpretation, and ultimately to action to create 
equitable pandemic response and recovery.

COVID-19 was a strong catalyst for the 
introduction and expansion of sociodemographic 
data collection in pandemic planning. As one 
example, Indigenous populations around the world 
have managed poorly in relation to their non-
Indigenous counterparts in previous pandemics 
and in the COVID-19 pandemic [35]. Issues such 
as shorter life expectancy, and elevated rates of 
infant mortality, chronic diseases and mental health 
continue to be common issues affecting Indigenous 
populations [36]. Much of this burden of disease is 
driven by poor status in many of the SDH, and the 
ongoing impact of colonization, marginalization and 
discrimination. Due to the vulnerability of Indigenous 
Peoples to more severe outcomes of COVID-19 as 
a result of both historical and contemporary issues 
impacting overall health status, the importance of 
timely and accurate data collection was elevated. 
Due to the intersectionality of SDH and underlying 
health disparities, Indigenous Peoples were more 
likely to experience more severe outcomes (e.g., 
hospitalisation and death) resulting from COVID-19 
[36].

 There were also apparent gaps in reporting 
of SARS-CoV-2 virus among Indigenous Peoples [37]. 
Where data were available, COVID-19 cases were 
higher among Indigenous populations compared 
to their non-Indigenous counterparts in Brazil, Peru, 
and the United States [38]. Publicly available data 
on Indigenous cases or outcomes from COVID-19 
from other countries were scarce. Limited or no 
information regarding Indigenous Peoples and 
COVID-19 hindered policy and decision-making 
which potentially could have minimized the 
pandemic’s impact through tailored approaches 
appropriate for Indigenous Peoples [37]. 

Noteworthy progress has been made to 
encourage the collection of race-based COVID-19 
data in Vancouver, Canada, to better grasp the 
effects that the COVID-19 pandemic has had 
on marginalized communities, where certain 
members of the South Asian community have 
been disproportionately impacted [39]. The City 
of Vancouver advisory committee pushed to 
collect disaggregated race-based data in British 

Columbia and supported other methods including 
public engagement and surveys, thereby allowing 
policymakers to direct their messages and target 
interventions to help reduce the adverse impacts of 
the pandemic on minority groups. The call for these 
data aimed to expose systemic barriers faced by 
racialized groups and Indigenous Peoples, including 
institutional racism, racial bias, and discrimination 
that impede equitable access to public programs 
and services, as well as to housing, the labour 
market, and education [39].

In the future, access to socio-demographically 
disaggregated data will allow policy makers to create 
and develop proper evidence-based decisions and 
interventions at the government level while ensuring 
that public resources are allocated in the most 
strategic and effective way possible. Further, it will 
contribute to identifying gaps and barriers to existing 
programs while leading to the development of more 
culturally sensitive services in an effort to increase 
accessibility amongst marginalized groups. 

BOX 3. Data collection equity resources

1. WHO Guidelines on Ethical Issues in 
Public Health Surveillance

2. In Pursuit of Health Equity: Defining 
Stratifiers for Measuring Health 
Inequality

3. Health Equity Resource Series: Data 
Collection, Stratification, and Use

4. COVID-19 Communication Toolkit:     
A Health Equity Lens

5. The role of data collection in the 
COVID-19 pandemic

https://apps.who.int/iris/bitstream/handle/10665/255721/9789241512657-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/255721/9789241512657-eng.pdf
https://www.cihi.ca/sites/default/files/document/defining-stratifiers-measuring-health-inequalities-2018-en-web.pdf
https://www.cihi.ca/sites/default/files/document/defining-stratifiers-measuring-health-inequalities-2018-en-web.pdf
https://www.cihi.ca/sites/default/files/document/defining-stratifiers-measuring-health-inequalities-2018-en-web.pdf
https://ifdhe.aha.org/system/files/media/file/2021/04/ifdhe_real_data_toolkit_1.pdf
https://ifdhe.aha.org/system/files/media/file/2021/04/ifdhe_real_data_toolkit_1.pdf
https://usdr.gitbook.io/covid-communication-toolkit-health-equity/
https://usdr.gitbook.io/covid-communication-toolkit-health-equity/
https://www.ama-assn.org/delivering-care/health-equity/role-data-collection-covid-19-pandemic 
https://www.ama-assn.org/delivering-care/health-equity/role-data-collection-covid-19-pandemic 
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ii. Contact tracing

Contact tracing functions to intercept the point 
of transmission of infectious diseases between 
individuals and within communities since it consists 
of identifying and monitoring those who have been 
in close contact with an infected person. However, 
contact tracing presents serious challenges including 
technology, communication, and concerns about 
equity. 

Contact tracing has played a pivotal role in 
controlling COVID-19 spread. It has helped 
individuals who have been in contact with a 
case of COVID-19 understand their risk and limit 
further spread of the virus. Given the magnitude 

of COVID-19 cases, the attempt to stop the chain 
of transmission was critical and more urgent in 
vulnerable settings. For example, immigrant and 
refugee communities faced structural inequities 
caused by the intersection of multiple SDH in 
the United States [23]. More specifically, these 
groups often faced obstacles of poverty, food 
and housing insecurity, and lack of access to high 
quality education, health care, and childcare, all of 
which made them significantly more susceptible to 
negative COVID-19 outcomes. I Immigrants also 
often worked in service professions that offered 
lower wages and with limited physical and logistic 
protection policies against COVID-19 [29]. In some 
areas of the United States, immigrant and refugee 
populations also opted not to seek health care due 
to concerns those medical facilities will be targeted 
by immigration enforcement officials, making these 
individuals severely systematically disadvantaged 
during the times of the pandemic [23]. In the 
context of contact tracing, several factors impacted 
immigrant and refugee communities’ ability to be 
traced, for example, individual preconceptions 
and fear of stigmatization and further ostracization, 
mode-specific challenges, and, most notable, health 

literacy, language, and communication obstacles 
[40].

It is essential for program organizers and 
policymakers to consider providing culturally 
appropriate contact tracing services in a manner 
that is inclusive of vulnerable populations and 
elevated-risk individuals, especially considering how 
health inequities had not been accounted for in the 
COVID-19 contact tracing interventions included 
in a rapid review by Mathevet and colleagues 
[41]. To do this communication tools used during 
contact tracing interventions could be adapted to 
groups with low literacy (e.g., integrating visuals 
and pictographs), migrants who do not speak 
official languages (e.g., including other languages), 
and to people with disabilities (e.g., use of audio 
messages). Pandemic preparedness plans could 
further draw on existing tools that can facilitate the 
inclusion of health inequities in the design of public 
health interventions. For example, the REFLEX-ISS 
health equity tool used in Quebec, Canada, aimed 
at decision-makers, researchers, and stakeholders, 
helped to analyse and consider health inequities 
during an intervention and support dialogue 
between stakeholders throughout the lifecycle of the 
intervention [42]. Alternatively,  an equity-centred 
contact tracing guide could bring together evidence 
of how health inequities should be considered 
throughout the intervention process, from design 
to evaluation. This would be an invaluable tool to 
prepare decision-makers and health practitioners for 
the next major pandemic.

wiii. Diagnostic testing 

Two critical features of a successful response 
to a pandemic are early detection and isolation 
of potentially infectious individuals. Therefore, 
the development, validation, and distribution 
of a reliable diagnostic test to confirm infected 
individuals is of great value for public health 
management and containing disease transmission. 
However, barriers exist in terms of access to, and 
availability of resources, and capacity regarding 

testing is inequitable in many communities. For 
populations who have experienced longstanding, 
systemic health disparities, access to testing 
is a particular challenge. Many equity-seeking 
communities experience difficulties in accessing 
testing due to unequal site distribution, lack of 
transportation, and limited hours of operation [43].

Diagnostic testing can help determine if 
individuals are infected with SARS-CoV-2 regardless 
of symptomatic status (e.g., being asymptomatic, 
pre-symptomatic, or symptomatic), and whether 
they are at risk of spreading the infection to others. 
Testing functions to prevent the transmission of 
COVID-19 by identifying individuals who must self-
isolate or self-quarantine to reduce the chances of 
infecting others, as well as identifying those who are 
in need of healthcare attention in a timely fashion. 
Testing matters especially in the disadvantaged 
communities affected most by COVID-19 exposure 
and transmission. However, those communities 
also face the most barriers when trying to reach 
testing facilities. For instance, some individuals with 
disabilities are at higher risk of COVID-19 infection 
and severe illness due to underlying medical 
conditions. According to a United Kingdom-based 
analysis, disabled adults in the UK representing 17% 
of the population accounted for 59% of COVID-19 
deaths [44]. One explanation for this may be that 
these individuals are also subject to ‘diagnostic 
overshadowing’, whereby symptoms of COVID-19 
may be misattributed as illness symptoms from the 
person’s disability. This is an example of the attitudes 
within the health system that lead to discriminatory 
behaviours when it comes to how people with 
disabilities are cared for (i.e., ablism). Therefore, 
reaching individuals with disabilities, especially those 
with mobility disabilities that have difficulty travelling 
to access testing sites, is vital to equity-centered 
policies. 

One successful way that has ensured accessibility 
when reaching populations at risk in COVID-19 
hotspots in Toronto, Canada, was the use of mobile 
testing sites, whereby decommissioned public transit 
busses were stationed in neighbourhoods where 

COVID-19 Testing and Contact Tracing 
Health Equity Guidebook 

The Virginia Department of Health 
authored a comprehensive guidebook 
on COVID-19 testing and contact 
tracing with an equity lens. With a 
focus on inclusiveness and accessibility, 
the guidebook provides guidance on 
integrating experiences of racialization, 
disability, and other determinants of 
health in testing and contact tracing. The 
guidebook is a comprehensive look at the 
“end-to-end process” of understanding 
key populations, planning a testing event, 
developing inclusive and accessible 
communications, preparing personnel, 
executing a testing event, providing 
culturally tailored contact tracing.

COVID-19 Contact Tracing Toolkit

This Contact Tracing Community Messaging 
Toolkit is designed to support the health 
departments, community organizations, and 
trusted messengers to promote the value of 
contact tracing as part of the effort to slow 
the spread of COVID-19 with the public. Since 
the attempt to stop the chain of transmission 
is critical and more urgent in racial and ethnic 
minority communities, given the magnitude of 
COVID-19 cases in these communities.

A Guidebook: Community Led Messaging 
for COVID-19 Contact Tracing

The Pfund Foundation guidebook built a 
custom communications campaign to engage 
and target refugee, immigrant, and migrant 
communities in the COVID-19 contact tracing 
effort. This guidebook aims to equip and 
engage community leaders around the U.S. 
to develop tailored COVID-19 contact tracing 
materials for vulnerable groups. 

A Guide to Community-based 
Workforce Principles for Contact 
Tracing and Recovery

This guide aimed to help state  and 
local leaders and allies advance urgent 
health equity priorities as part of  
COVID-19 response and recovery efforts 
by providing key ethical principles for 
contact tracing.contact tracing materials 
for vulnerable groups. 

BOX 4. Contact tracing equity resources

COVID-19 Testing and 
Contact Tracing Health 

Equity Guidebook

Addressing Health Equity 
During the COVID-19 

Pandemic 

Striving for Equity in 
COVID-19 Testing 

BOX 5. Diagnostic testing equity resources

https://www.vdh.virginia.gov/content/uploads/sites/76/2020/09/Testing-and-Contact-Tracing-Health-Equity-Guidebook-July-2020_Copyright.pdf
https://www.vdh.virginia.gov/content/uploads/sites/76/2020/09/Testing-and-Contact-Tracing-Health-Equity-Guidebook-July-2020_Copyright.pdf
https://preventepidemics.org/wp-content/uploads/2020/10/ContactTracingToolkit_072320.pdf
https://pfundfoundation.org/wp-content/uploads/2021/02/FINAL-Community-Led-Messaging-for-COVID-19-Contact-Tracing-Guidebook-_-Interactive-PDF.pdf
https://pfundfoundation.org/wp-content/uploads/2021/02/FINAL-Community-Led-Messaging-for-COVID-19-Contact-Tracing-Guidebook-_-Interactive-PDF.pdf
https://2hdp0l1trjr524kvdq3mg5sa-wpengine.netdna-ssl.com/wp-content/uploads/2020/07/a_guide_to_community-based_workforce_principles_for_contact_tracing_-_healthbegins_6-18-20.pdf
https://2hdp0l1trjr524kvdq3mg5sa-wpengine.netdna-ssl.com/wp-content/uploads/2020/07/a_guide_to_community-based_workforce_principles_for_contact_tracing_-_healthbegins_6-18-20.pdf
https://2hdp0l1trjr524kvdq3mg5sa-wpengine.netdna-ssl.com/wp-content/uploads/2020/07/a_guide_to_community-based_workforce_principles_for_contact_tracing_-_healthbegins_6-18-20.pdf
https://pfundfoundation.org/wp-content/uploads/2021/02/FINAL-Community-Led-Messaging-for-COVID-19-Contact-Tracing-Guidebook-_-Interactive-PDF.pdf
https://www.vdh.virginia.gov/content/uploads/sites/76/2020/09/Testing-and-Contact-Tracing-Health-Equity-Guidebook-July-2020_Copyright.pdf
https://www.vdh.virginia.gov/content/uploads/sites/76/2020/09/Testing-and-Contact-Tracing-Health-Equity-Guidebook-July-2020_Copyright.pdf
https://www.vdh.virginia.gov/content/uploads/sites/76/2020/09/Testing-and-Contact-Tracing-Health-Equity-Guidebook-July-2020_Copyright.pdf
https://www.acog.org/clinical-information/policy-and-position-statements/position-statements/2020/addressing-health-equity-during-the-covid-19-pandemic
https://www.acog.org/clinical-information/policy-and-position-statements/position-statements/2020/addressing-health-equity-during-the-covid-19-pandemic
https://www.acog.org/clinical-information/policy-and-position-statements/position-statements/2020/addressing-health-equity-during-the-covid-19-pandemic
https://www.chcf.org/blog/striving-equity-covid-19-testing/ 
https://www.chcf.org/blog/striving-equity-covid-19-testing/ 
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getting to a testing center was difficult for nearby 
residents. Using this method, the elderly population 
with comorbid chronic diseases in the community 
were able to quickly and easily gain access to tests 
[45]. 

Providing accessible and free community testing 
services is important for reaching individuals who are 
considered elevated-risk for COVID-19 infection and 
complications. Determining how equity factors into 
the planning, logistics, and coordination for testing 
events will provide useful for patients, caregivers, 
and healthcare providers and administrators.

iv. Immunization1

In recent history, vaccine distribution has 
exacerbated health disparities. One of the largest 
challenges in vaccine distribution during disease 
outbreaks is convincing the public of a vaccine’s 
safety and efficacy, mainly due to the politicization 
of healthcare, leading to vaccine hesitancy. Equity 
challenges also arise when considering vaccine 
availability and prioritization, as well as operational 
and administrative concerns.

Developing immunity by means of vaccination 
reduces the risk of developing COVID-19 and 
infection consequences, allowing the body to fight 
the virus if exposed. However, given its novelty, 
vaccination against SARS-CoV-2 provides multiple 
unique challenges that are not encountered by many 
other vaccination programmes, and vaccination 
rates are inherently restricted by technical details 
including supply and logistics hindrances, as well as 
societal systems and cultural accounts that include 
individual beliefs.

Particularly, linked inequities and disparities in 
the social determinants of health tend to impact 
racialized and ethnic groups disproportionately 
[18]. In addition to experiencing higher incidence 
and prevalence rates of chronic medical conditions, 
historically racialized and ethnic populations tend 
to have limited access to health care, are less likely 
to be insured, and are more likely to live and work 
in conditions associated with high risk, inadequate 
COVID-19 protections, and worse health outcomes 
[21]. According to CDC, several categories of risk 
factors that are associated with COVID-19 illness, 
hospitalization, and death within these communities 

1 The discussion in this section pertains to those primarily high-income countries that were able to advance purchase a supply of approved COVID-19 
vaccines for their entire population. The greatest inequity in vaccine access is that much of the world’s poorer population groups have to wait until 
2022 or 2023 for an adequate supply, owing to ‘vaccine hoarding’ by the rich world and the refusal of patent-holding vaccine producers to share their 
technologies with other vaccine companies.

are often explained by the negative historical impact 
of systemic racism and discrimination [43]. Past 
epidemics have shown the consistent emergence of 
an “inequality paradox,” whereby universal programs 
inadvertently reach privileged populations. Practical 
evidence from past epidemics have also shown 
notable gaps in immunization coverage and low 
vaccine coverage within equity-seeking communities 
which may be a result of healthcare access barriers, 
individual beliefs that vaccines are not safe, and 
historic mistrust of the healthcare system stemming 
from well-documented inequity and exploitation of 
racialized and ethnic communities. 

There were also significant physical barriers 
in access to vaccination clinics especially when 
public transit was reduced during the course of 
the pandemic. Many individuals also had multiple 
jobs or lacked social support or financial resources 
to help with childcare and could not afford to wait 
in long lines for vaccines. Place-based targeting 
of hotspots for vaccine roll outs, as successfully 
demonstrated with COVID-19 diagnostic testing, 
have been implemented in Waterloo, Canada, to 
reach groups with complex vulnerabilities including 
housebound home-care patients, individuals facing 
homelessness, and people who can’t easily make it 
to public health’s vaccination clinics [46]. Importantly, 
although targeting hotspots for immunization 
pop-ups have proved successful, the underlying 
social inequities should be confronted to better 
achieve rollouts since the causes of the regionalized 
discrepancy between COVID-19 burden and 
vaccination reflects complex combinations of 
institutional and social factors, including a lack of 
locations in high-burden areas with the capability to 
administer the vaccines, inconsistent public health 
messaging, delays in the rollout of vaccine supplies, 
and a lack of clear communication to medical 
professionals. 

The fair allocation and distribution of safe and 
effective COVID-19 vaccines are the foundation 
of establishing security at the community level 
to supress the COVID-19 pandemic. One major 
challenge encountered during immunization drives 
is providing accurate, government-approved 
community messaging. Community-targeted 
advertising, accurate messaging, and outreach to 
community leaders and partners particularly for 
groups marginalized within medical and social 

structures are critical for vaccine acceptance.

An ethical framework for global vaccine 
allocation 

To guide fair distribution of vaccines 
across countries, Emanuel et al. proposed 
the ethically defensible and practical 
Fair Priority Model which sought to 
reduce premature mortality as a result of 
COVID-19 in three phases. The acceptance 
of this common ethical framework also 
aimed to reduce duplication and waste 
to ease efforts at fair vaccine distribution 
in an effort to ensure that vaccines will 
be fairly allocated to benefit people who 
need it most.

Framework for Equitable Allocation of 
COVID-19 Vaccine

The Committee on Equitable Allocation 
of Vaccine for the Novel Coronavirus based 
its framework for equitable allocation of 
COVID-19 vaccine on current evidence, 
recognizing its uncertainties and the need 
for flexibility as evidence emerges and 
medical realities change. The framework’s 
foundational principles guide its goal, 
allocation criteria, and allocation phases. 
The goal of the committee’s framework for 
equitable allocation of COVID-19 vaccine 
was to reduce severe morbidity and mortality 
and negative societal impact due to the 
transmission of SARS-CoV-2.COVID-19 cases 
in these communities.

Guidance on the prioritization of key 
populations for COVID-19 immunization

This guidance from the Government of 
Canada aimed to provide assistance for the 
equitable, ethical, and efficient allocation 
of authorized COVID-19 vaccines in the 
context of staggered arrival of vaccine supply 
that required offering vaccines to some 
populations earlier than others. This guidance 
builds on the foundational framework of 
NACI’s preliminary guidance.

Ethical Framework for COVID-19 
Vaccine Distribution

This ethical framework used principles 
of ethics including minimizing harm, 
maximizing benefits, equity, fairness, 
transparency, legitimacy, and public 
trust. The aim of this framework was to 
guide COVID-19 vaccine prioritization 
and distribution decisions and decision-
making processes.

BOX 6. Immunization equity resources

COVID-19 Vaccine Equity Toolkit

The Kaiser Permanente team offered 
a healthcare system framework for the 
equitable administration of the COVID-19 
vaccine. This toolkit was designed to 
adaptable to the unique needs, capacity, and 
context of communities and organizations. 
It offers a method for measuring vaccine 
equity along with metrices and indices to 
assess equity impact. To enhance current 
vaccine administration approaches, the core 
of this toolkit offers a large variety of equity-
enabling opportunities. 

v. Non-pharmaceutical interventions

In the absence of vaccines, infection rates 
can be reduced by various non-pharmaceutical 
interventions (NPIs). NPIs refer to a wide 
range of both top-down (i.e., governmental) 
and bottom up (i.e., self-initiated) measures 
aimed to interrupt chains of infection. These 
large-scale non-pharmaceutical interventions 
vary between countries but include shelter-
in-place orders, social distancing, border 
closures, school closures, measures to isolate 
symptomatic individuals and their contacts, 
and large-scale lockdowns of populations with 
all but essential internal travel banned. The 
key aim of these interventions is to reduce Rt, 
a fundamental epidemiological quantity that 
represents the average number of infections 
generated at time t by each infected case 
over the course of their infection. However, 

https://science.sciencemag.org/content/sci/369/6509/1309.full.pdf?casa_token=5E8vRC5mX88AAAAA:BbasnMORGC8EoaGZNekV4aqVyypXOT_IdpCZOCukezkL12irwTQYnsMyE_ddCN2NuNijaLd76cBGLtW0
https://science.sciencemag.org/content/sci/369/6509/1309.full.pdf?casa_token=5E8vRC5mX88AAAAA:BbasnMORGC8EoaGZNekV4aqVyypXOT_IdpCZOCukezkL12irwTQYnsMyE_ddCN2NuNijaLd76cBGLtW0
https://www.nap.edu/catalog/25917/framework-for-equitable-allocation-of-covid-19-vaccine  
https://www.nap.edu/catalog/25917/framework-for-equitable-allocation-of-covid-19-vaccine  
https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/guidance-prioritization-key-populations-covid-19-vaccination.html 
https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/guidance-prioritization-key-populations-covid-19-vaccination.html 
https://files.ontario.ca/moh-ethical-framework-for-covid-19-vaccine-distribution-en-2020-12-30.pdf 
https://files.ontario.ca/moh-ethical-framework-for-covid-19-vaccine-distribution-en-2020-12-30.pdf 
https://about.kaiserpermanente.org/content/dam/kp/mykp/documents/instructions/covid-19-vaccine-equity-toolkit-external.pdf 
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i. Prioritizing equity seeking groups

Case study: The Michigan Coronavirus Racial 
Disparities Task Force [51]

Findings from the Michigan Coronavirus Racial 
Disparities Interim Report have shown the efforts 
made by the Michigan Coronavirus Racial Disparities 
Task Force, which has focused on addressing 
COVID-19 related health inequities in the state, 
resulting in the reduction of COVID-19 related 
cases and mortality among Black residents. The 
Task Force prioritized understanding historical and 
systemic inequalities that underlie health disparities, 
reducing racial and ethnic disparities in COVID-19 
cases and deaths, and proposing policy changes that 
strengthen communities of colour’s resilience. 

Across the pandemic, the cumulative COVID-19 
case rate in Black and African American populations 
has been over 40% higher than the rate in White 
populations. COVID-19 disparities have also 
appeared by ethnicity. The cumulative COVID-19 
case rate per million population among Hispanic 
and Latino persons in Michigan has been over 70% 
higher than the rate in White populations. 

To address inequities in communities of colour, 
Michigan identified critical actions including a) 
designing targeted and effective interventions, b) 
ensuring cross-sectoral collaboration and diversity 
within the Task Force, c) enabling leadership 
and state leaders, and d) developing sustainable 
infrastructure to address inequities beyond the 
pandemic. To achieve its goals, the Michigan Task 
Force established workgroups to address five 
primary focus areas, including: 1) supporting testing 
infrastructure, 2) facilitating primary care provider 
connections, 3) centering equity, 4) increasing 
telehealth access and 5) addressing environmental 
issues.

Substantial progress in addressing COVID-19 
health disparities have been made by the Task 
Force. Since the start of the pandemic, the 
Task Force has distributed 6 million free masks, 
administered over 24,000 free COVID-19 tests in 
previously underserved communities, improved the 
quality of data reporting on racial disparities, and 
responded to the social determinants of health by 
providing resources to quarantined individuals (e.g., 
food boxes, hygiene products, etc.). As a result of 
their efforts, the rolling 7-day average of daily new 

confirmed and probable COVID-19 cases and deaths 
per million population decreased significantly across 
racial groups from March 2020 to October 2020 (see 
Figure.4 below).  

This case study includes lessons that can be 
applied by governments to address the enduring 
challenges faced by communities of colour and 
historically marginalized groups. Implementing 
leadership, sustainable initiatives, and short- and 
long-term partnerships to address health disparities 
will prove vital for progress in the months ahead.

ii. Promoting community and communication

Case study: Activating Community Partnerships for 
Responsive Equity Solutions in San Francisco [52] 

health disparities and socioeconomic inequalities 
have been shown to influence the uptake of NPIs by 
vulnerable populations [47]. At the same time, these 
policy interventions may come with physical and 
psychological health harms, group and social harms, 
and opportunity costs that may disproportionately 
impact equity-seeking populations.

For example, COVID-19 presents significant 
challenges for homeless populations, unstably 
housed individuals (e.g., those living in urban 
centers, prisoners, etc.), and those living in close 
quarters such as in homeless shelters. These groups 
have an increased risk of disease transmission, 
higher rates of infection and mortality [24]. These 
particular equity-seeking groups also have higher 
numbers of pre-existing medical conditions and 
less access to healthcare including access to 
COVID-19 testing [24]. For those without stable 
housing, uptake of NPIs such as social or physical 
distancing, handwashing and maintaining hygiene, 
wearing personal protective equipment, following 
appropriate quarantine and isolation regulations, 
and using less public transportation is difficult and 
often unfeasible. 

Incorporating equity in non-pharmaceutical 
interventions guidance is integral for the appropriate 
planning and response to COVID-19 transmission, 
especially among those experiencing homelessness 
or unstable housing situations. Guidance should 
support the response to COVID-19 by involving 
the community, including local and state health 
departments, service systems, housing authorities, 
emergency planners, healthcare facilities, and 
outreach services. NPIs must be supplemented with 
SDH policy and program interventions (such as 
emergency income support and health benefits) to 
ensure that NPIs have their intended effect.

One way to ensure that NPI’s do not have 
unintentional effects is to use social prescriptions 

(SPs). SPs include methods and models for delivering 
health and social interventions to expand options 
available for primary care professionals, nurses, and 
other community-based practitioners who enable 
the provision of personalized care for physical 
and mental health through social interventions by 
referring groups to a range of local, non-clinical 
services [48]. In this sense, acting on these social 
and material needs is an important dimension when 
considering health equity to reduce population 
health gaps and barriers to accessing health care.

For example, feelings of social exclusion, stigma, 
and loneliness have become a serious mental health 
concern in the era of COVID-19 [49]. Since strict 
isolation and quarantine restrictions have been 
imposed for those who have been exposed with the 
virus, studies have shown a positive link between 
prolonged social isolation during the COVID-19 
pandemic and feelings of loneliness [49]. Loneliness 
and isolation are also correlated with marginalization 
and key social determinants of health, including 
younger age, pre-existing prevalence of anxiety and 
depression, and lower income status [50]. Groups 
who are both lonely and isolated are more likely 
than others to be Indigenous; to be a member of 
the LGBTQ2S+ community; or to have a physical 
disability. For these groups, and other individuals 
experiencing social challenges that effect their health 
and overall wellbeing during the pandemic, primary 
healthcare providers may be their most trusted 
connection in their communities since loneliness and 
other mental health concerns are linked to increased 
contact with primary healthcare. 

Thus, sustainable and effective ways of addressing 
social exclusion, isolation, and loneliness are needed 
to support the social needs of equity seeking groups. 
SPs are a meaningful healthcare tool that seek to 
ensure that patients and clients are connected with 
the appropriate social and material supports.

Modeling COVID-19: 
Nonpharmaceutical 

Interventions
Equity toolkit for policy 
making and evaluation

Tools & Resources for Achieving 
Racial Equity in Policymaking

Policies to Advance 
Health Equity

Community Tool Box: Coronavirus Response Tool 
Box: Tools for Public Health and Community Action 

BOX 7. Non-pharmaceutical interventions equity resources

6.  INCORPORATING HEALTH EQUITY INTO PANDEMIC RESPONSE 

Figure 4. Rolling 7-day avg. daily new confirmed 
and probable US COVID-19 a) cases per 
million population and b) deaths per million 
population, by race, 3/1 - present.

https://www.rand.org/pubs/working_papers/WRA1080-1.html
https://www.rand.org/pubs/working_papers/WRA1080-1.html
https://www.rand.org/pubs/working_papers/WRA1080-1.html
https://www.nccmt.ca/knowledge-repositories/search/150
https://www.nccmt.ca/knowledge-repositories/search/150
https://independentsector.org/resource/tools-resources-for-achieving-racial-equity-in-policymaking/ 
https://independentsector.org/resource/tools-resources-for-achieving-racial-equity-in-policymaking/ 
https://www.tpchd.org/home/showpublisheddocument?id=8357
https://www.tpchd.org/home/showpublisheddocument?id=8357
https://ctb.ku.edu/en/coronavirus-tools
https://ctb.ku.edu/en/coronavirus-tools
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If ethical frameworks for pandemic preparedness, 
planning, response, and recovery are to be 
valuable, the attention must shift from intangible 
discussions of ethical commitments, principles, 
and goals to more concrete matters of enactment. 
Considerations of the ethical issues involved in 
pandemic preparedness too often provide only 
high-level normative analyses of abstract principles 
which offer little specific guidance. Although such 
considerations provide insight into important moral 
issues, they leave unanswered critical questions 
about how guidance can be practically implemented 
in the complex context of an epidemic or pandemic. 
To be truly practical, ethical frameworks and 
resources for guiding pandemic planning and 
response should be supplemented with moral 
analyses of implementation issues and practices 
and, most importantly, learning from the past. This 
Equity Resource Toolkit can provide a starting 
point for engaging with existing tools to address 
health inequities in the context of infectious disease 
emergencies that have proven valuable and useful.

As we now look forward to the emergency 
approval of new therapeutic drugs to treat 
COVID-19, it is more important than ever that we 
ensure equity-seeking groups are considered 
when looking at the initial limited distribution of 
these drugs within community settings. People 
with low access to family care services will be 
at a possible disadvantage to receiving timely 
access to COVID-19 therapeutics. Additionally, 
communities with limited access to advanced 
healthcare services or communities with limited ICU 
capacity should be prioritized for the delivery of 
therapeutics. This may include remote and isolated 
Indigenous communities, where early intervention 
with therapeutics may slow the spread of disease in 
community and prevent the need for hospitalization 
in faraway urban centres.

Inequities in the health and economic security of 
California’s communities have been made salient 
during the COVID-19 pandemic, with alarming 
disparities in health outcomes by race and ethnicity. 
To respond to the crisis, Local Health Departments 
and the equity team in Southern California worked 
with community partners elected officials, and 
other departments and agencies to address these 
inequities through their emerncy response and 
recovery processes. After the first national reports 
of stark disparities in COVID-19 hospitalizations and 
deaths were released, San Francisco developed and 
published a map of COVID-19 impacts by ZIP code 
to structure the city’s response.

In the state, Latin American individuals have 
experienced the greatest number of infections 
with 56% of cases, while comprising only 39% of 
the state’s population. Latin American workers 
are also 57% more likely to be employed in front-
line essential jobs than White workers. Through 
close collaboration with partners, staff learned that 
some members of the Latin American community 
were hesitant to work with contact tracers due to 
outstanding language barriers and fear of sharing 
information with the government due to their 
immigration status. By holding a listening session 
in Spanish with community leaders in Long Beach, 
the Equity team learned that many people of 
Latin American descent were fearful of seeking 
COVID-19 tests due to fears that their children 
would be removed from the home or separated by 
immigration authorities if a parent tested positive. 
The equity team in Southern California escalated 
this information through the Emergency Operations 
Center (EOC) equity system, and the San Francisco 
Department of Public Health (SFDPH) quickly 
organized an informational webinar for Spanish-
language media, emphasizing that immigration 
status would have no bearing in contact tracing 
and other pandemic response. As a result of this 
structure and a robust network of community 
partners, equity staff were able to identify the critical 
barriers impacting residents in Southern California. 
The Long Beach Public Information Officer shared 
this with LA County and the Dept. of Children and 
Family Services quickly responded with public 
messaging to directly address these fears.

The SFDPH also opened a Field Care Clinic in the 
Bayview area, a predominantly African American 
neighborhood, to increase access to urgent care and 
primary care and COVID-19 testing. This removed 
the admission burdens on nearby hospitals while 
simultaneously increasing capacity for the equitable 

testing and treatment of individuals in undeserved 
neighborhoods. The City also took substantial action 
to address the needs of its community members 
experiencing homelessness, including moving 
people from shelters into hotels and increasing 
social distancing and food access in shelters. Some 
of the key tools that the EOC utilized to accomplish 
this include the use of Office of Racial Equity reports, 
disparity data trackers, and publishing framing 
reports that expand what constitutes “vulnerable 
populations” to prioritize and mobilize resources to 
the communities hit the hardest by the pandemic. 

This case study has shown that integrating equity 
into emergency response structures is essential 
to position communities to address the full range 
of the COVID-19 crisis. Incorporating equity into 
all phases of emergency management will help 
jurisdictions better identify the needs of the whole 
community, especially equity-seeking groups. This 
integration will also support government leaders 
and communities in creating the programs, policies, 
and procedures needed to equitably address those 
needs.

iii. Gathering surveillance data on health 
disparities

Case study: The Health Equity Tracker (United 
States) [53]

The COVID-19 pandemic has taken a devastating 
toll on marginalized communities and exposed 
existing healthcare disparities. However, efforts 
to tackle these inequities were hampered by 
inconsistencies in data reporting for vulnerable 
populations. To address gaps in health, an industry 
coalition attempted to map systemic health 
inequities that impact these communities. The 
Health Equity Tracker is a public-facing data platform 
that displays and contextualizes health disparities, 
particularly facing communities of color, throughout 
the United States, with an initial focus on the 
COVID-19 pandemic. 

Using Google as the main supporting tech 
company working directly with Satcher Health 
Leadership Institute providing technical expertise 
in the areas of data analytics, engineering, product 
development, and design support, this data map 
was capable of tracking multiple conditions and 
determinants that have impacted COVID-19 
outcomes and exacerbated health inequities.

At launch, the tracker recorded COVID-19 cases, 

deaths and hospitalizations nationwide across race 
and ethnicity, sex and age, and by state and county. 
The tracker also measured comorbidities associated 
with COVID-19, including COPD, diabetes and 
social and political determinants of health, including 
uninsured and poverty rates. The aim was to expand 
the tracker to include additional conditions such as 
mental and behavioral health, as well as more social 
and political determinants of health that impact 
vulnerable communities, including persons with 
disabilities, LGBTQ+ individuals and people with 
lower socioeconomic status. 

The tracker aims to empower policymakers, 
public health officials, advocates and community 
organizers with data in order to create actionable, 

evidence-based policy changes to attain health 
equity and ensure disproportionately impacted 
communities receive resources and support, the 
organizations said. However, the tracker’s emphasis 
on unknown and missing data, as exhibited using 
map visualizations, points to the work ahead toward 
improved data collection and reporting standards. 
The tracker demonstrated the often-perceived 
invisibility of health inequities among populations, 
which may largely be masked by the lack of data 
and unlocked essential data and insights that will 
help inform public health experts, policymakers, 
community leaders, and other key decision-makers 
as they work to better understand and address 
the health disparities impacting marginalized 
communities throughout the United States.

BOX 3. Data collection equity resources

CDC COVID-19 Response 
Health Equity Strategy

An Equity Lens Tool for 
Health Departments

From risk to resilience: 
An equity approach to 

COVID-19
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http://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/cdc-strategy.html
http://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/cdc-strategy.html
https://www.bigcitieshealth.org/equitytool
https://www.bigcitieshealth.org/equitytool
https://www.canada.ca/en/public-health/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/from-risk-resilience-equity-approach-covid-19.html
https://www.canada.ca/en/public-health/corporate/publications/chief-public-health-officer-reports-state-public-health-canada/from-risk-resilience-equity-approach-covid-19.html
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18 19

1. World Health Organization. (2010). A conceptual 
framework for action on the social determinants 
of health. https://apps.who.int/iris/bitstream/
handle/10665/44489/9789241500852_eng.pdf 

2. BARHII Bay Area Regional Health Inequities 
Initiative. (2008). Health Inequities in the 
Bay Area. http://barhii.org/resources/
health-inequities-in-the-bay-area/ 

3. Canada Council for the Arts. (2020). https://
canadacouncil.ca/glossary/equity-seeking-groups 

4. Centers for Disease Control and Prevention. 
(2021). https://www.cdc.gov/aging/disparities/

5. Braveman, P. (2014). What are health 
disparities and health equity? We need to 
be clear. Public health reports, 129, 5-8.

6. World Health Organization. (2021). Social 
determinants of health. https://www.who.int/
health-topics/social-determinants-of-health

7. McCartney, G., Popham, F., McMaster, R., 
& Cumbers, A. (2019). Defining health and 
health inequalities. Public Health, 172, 22-30.

8. Arcaya, M. C., Arcaya, A. L., & Subramanian, 
S. V. (2015). Inequalities in health: 
definitions, concepts, and theories. 
Global health action, 8(1), 27106.

9. World Health Organization. (2021). https://
www.who.int/healthsystems/topics/equity/en/

10. Pan American Health Organization. 
(2021). https://www.paho.org/
hq/index.php?option=com_
docman&view=list&slug=social-determinants-
health-9725&Itemid=270&lang=en

11. Abrams, E. M., & Szefler, S. J. (2020). COVID-19 
and the impact of social determinants of health. 
The Lancet Respiratory Medicine, 8(7), 659-661.

12. Maestripieri, L. (2021). The Covid-19 
Pandemics: why intersectionality matters. 
Frontiers in Sociology, 6, 52.

13. Collins, A., Florin, M. V., & Renn, O. (2020). 
COVID-19 risk governance: drivers, 
responses and lessons to be learned. Journal 
of Risk Research, 23(7-8), 1073-1082.

14. Gausman, J., & Langer, A. (2020). Sex and 
gender disparities in the COVID-19 pandemic. 
Journal of women’s health, 29(4), 465-466.

15. Mein, S. A. (2020). COVID-19 and health 
disparities: the reality of “the Great Equalizer”. 
Journal of General Internal Medicine, 35(8), 2439.

16. Grantz, K. H., Rane, M. S., Salje, H., Glass, 
G. E., Schachterle, S. E., & Cummings, D. A. 
(2016). Disparities in influenza mortality and 

transmission related to sociodemographic 
factors within Chicago in the pandemic of 
1918. Proceedings of the National Academy 
of Sciences, 113(48), 13839-13844.

17. Rutter, P. D., Mytton, O. T., Mak, M., & 
Donaldson, L. J. (2012). Socio-economic 
disparities in mortality due to pandemic 
influenza in England. International journal 
of public health, 57(4), 745-750.

18. Bambra, C., Riordan, R., Ford, J., & Matthews, 
F. (2020). The COVID-19 pandemic 
and health inequalities. J Epidemiol 
Community Health, 74(11), 964-968.

19. Kantamneni, N. (2020). The impact 
of the COVID-19 pandemic on 
marginalized populations in the United 
States: A research agenda.

20. Vieira, C. M., Franco, O. H., Restrepo, C. G., 
& Abel, T. (2020). COVID-19: The forgotten 
priorities of the pandemic. Maturitas, 136, 38-41.

21. Brandt EB, Beck AF, Mersha TB. Air 
pollution, racial disparities, and COVID-19 
mortality. Journal of Allergy and Clinical 
Immunology 2020; 146(1):61-63.

22. Statistics Canada (2021). COVID-19 mortality 
rates reveal the uneven health impacts of the 
pandemic. https://www150.statcan.gc.ca/n1/
pub/11-631-x/11-631-x2021001-eng.htm 

23. Behbahani, S., Smith, C. A., Carvalho, M., 
Warren, C. J., Gregory, M., & Silva, N. A. 
(2020). Vulnerable immigrant populations 
in the New York metropolitan area and 
COVID-19: lessons learned in the epicenter 
of the crisis. Academic Medicine.

24. Tsai, J., & Wilson, M. (2020). COVID-19: 
a potential public health problem for 
homeless populations. The Lancet 
Public Health, 5(4), e186-e187.

25. Lofgren, E., Lum, K., Horowitz, A., Madubuowu, 
B., & Fefferman, N. (2020). The epidemiological 
implications of incarceration dynamics in jails for 
community, corrections officer, and incarcerated 
population risks from COVID-19. MedRxiv.

26. Burki, T. (2020). The indirect impact 
of COVID-19 on women. The Lancet 
Infectious Diseases, 20(8), 904-905.

27. Mikkonen, J., Raphael, D. (2010). Social 
Determinants of Health: The Canadian Facts. 
Toronto: York University. Retrieved April 4, 
2012: http://www.thecanadianfacts.org/

28. Ganatra, S., Hammond, S. P., & Nohria, 

A. (2020). The novel coronavirus disease 
(COVID-19) threat for patients with 
cardiovascular disease and cancer.

29. Ranscombe, P. (2020). Rural areas at 
risk during COVID-19 pandemic. The 
Lancet. Infectious Diseases, 20(5), 545.

30. Germain, S., & Yong, A. (2020). COVID-19 
highlighting inequalities in access to 
healthcare in England: A case study of 
ethnic minority and migrant women. 
Feminist legal studies, 28(3), 301-310.

31. Choi, S. (2021). “People look at me like I AM 
the virus”: Fear, stigma, and discrimination 
during the COVID-19 pandemic. Qualitative 
Social Work, 20(1-2), 233-239.

32. Gravlee, C. C. (2020). Systemic racism, chronic 
health inequities, and COVID-19: A syndemic in 
the making?. American Journal of Human Biology.

33. Singer, M. (2009). Introduction to syndemics: 
A critical systems approach to public and 
community health. John Wiley & Sons.

34. Dahlgren G, Whitehead M. Policies and 
strategies to promote social 9. Equity in health. 
Stockholm: Institute for Future Studies, 1991.

35. Power, T., Wilson, D., Best, O., Brockie, T., 
Bearskin, L. B., Millender, E., & Lowe, J. (2020). 
COVID-19 and Indigenous Peoples: An 
imperative for action. Journal of clinical nursing.

36. Marrone, S. (2007). Understanding barriers 
to health care: a review of disparities in 
health care services among indigenous 
populations. International Journal of 
Circumpolar Health, 66(3), 188-198.

37. Mallard, A., Pesantes, M. A., Zavaleta-Cortijo, C., 
& Ward, J. (2021). An urgent call to collect data 
related to COVID-19 and indigenous populations 
globally. BMJ Global Health, 6(3), e004655.

38. Goha, A., Mezue, K., Edwards, P., Madu, K., 
Baugh, D., Tulloch-Reid, E. E., ... & Madu, 
E. (2021). Indigenous people and the 
COVID-19 pandemic: the tip of an iceberg of 
social and economic inequities. J Epidemiol 
Community Health, 75(2), 207-208.

39. Sajan, B., (2020). What’s race got to do with 
it? Data collection and COVID-19. https://
bc.ctvnews.ca/what-s-race-got-to-do-with-it-
data-collection-and-covid-19-1.5198687

40. Saifee, J., Franco-Paredes, C., & Lowenstein, 
S. R. (2021). Refugee Health During 
COVID-19 and Future Pandemics. Current 
Tropical Medicine Reports, 1-4.

41. Mathevet, I., Ost, K., Traverson, L., Zinszer, 
K., & Ridde, V. (2021). Accounting for 
health inequities in the design of contact 
tracing interventions: a rapid review. 

International Journal of Infectious Diseases.
42. Guichard, A., Hébert, C., Nour, K., Lafontaine, 

G., Tardieu, É., & Ridde, V. (2018). Adaptation 
and conditions of use of a health equity tool: the 
Reflex-ISS tool. Sante Publique, (HS), 121-130.

43. CDC., (2021). Health equity considerations 
and racial and ethnic minority groups. https://
www.cdc.gov/coronavirus/2019-ncov/
community/health-equity/race-ethnicity.html

44. Office for National Statistics UK. (2020). 
Updated estimates of coronavirus (COVID-19) 
related deaths by disability status, England: 24 
January to 20 November 2020. https://www.
ons.gov.uk/peoplepopulationandcommunity/
birthsdeathsandmarriages/deaths/articles/

45. Walker, M., (2021). Mobile COVID-19 
testing clinics still operating in Toronto hot 
spots. https://toronto.ctvnews.ca/mobile-
covid-19-testing-clinics-still-operating-
in-toronto-hot-spots-1.5427424

46. Platt, B., How one Ontario region has made 
COVID rapid tests free and widely available—and 
others may soon follow. https://nationalpost.
com/news/canada/how-one-ontario-region-
has-made-covid-rapid-testing-free-and-widely-
available-and-others-may-soon-follow

47. Mamelund, S. E., Dimka, J., & Bakkeli, N. 
Z. (2021). Social Disparities in Adopting 
Non-pharmaceutical Interventions 
During COVID-19. Journal of Developing 
Societies, 0169796X21996858.

48. Mercer, C. (2018). Primary care 
providers exploring value of “social 
prescriptions” for patients.

49. Killgore, W. D., Cloonan, S. A., Taylor, E. 
C., & Dailey, N. S. (2020). Loneliness: A 
signature mental health concern in the era of 
COVID-19. Psychiatry research, 290, 113117.

50. Hossain, M. M., Sultana, A., & Purohit, N. 
(2020). Mental health outcomes of quarantine 
and isolation for infection prevention: a 
systematic umbrella review of the global 
evidence. Epidemiology and health, 42.

51. Michigan Coronavirus Racial Disparities 
Task Force Interim report. https://www.
michigan.gov/documents/coronavirus/
Interim_Report_Final_719168_7.pdf

52. Bay Area Regional Health Inequities Initiative. 
Embedding equity into emergency operations: 
strategies for local health departments during 
covid-19 & beyond. https://phasocal.org/
wp-content/uploads/2020/07/Embedding_
Equity_Into_Emergency_Ops_Brief.pdf

53. Satcher Health Leadership Institute. Health 
Equity Tracker. https://healthequitytracker.org/

8. REFERENCES

https://apps.who.int/iris/bitstream/handle/10665/44489/9789241500852_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/44489/9789241500852_eng.pdf
http://barhii.org/resources/health-inequities-in-the-bay-area/ 
http://barhii.org/resources/health-inequities-in-the-bay-area/ 
https://canadacouncil.ca/glossary/equity-seeking-groups  Centers for Disease Control and Prevention.
https://canadacouncil.ca/glossary/equity-seeking-groups  Centers for Disease Control and Prevention.
https://canadacouncil.ca/glossary/equity-seeking-groups  Centers for Disease Control and Prevention.
https://canadacouncil.ca/glossary/equity-seeking-groups  Centers for Disease Control and Prevention.
https://www.who.int/health-topics/social-determinants-of-health 
https://www.who.int/health-topics/social-determinants-of-health 
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www.who.int/healthsystems/topics/equity/en/ Pan American Health Organization. (2021). https:
https://www150.statcan.gc.ca/n1/pub/11-631-x/11-631-x2021001-eng.htm
https://www150.statcan.gc.ca/n1/pub/11-631-x/11-631-x2021001-eng.htm
http://www.thecanadianfacts.org/
https://bc.ctvnews.ca/what-s-race-got-to-do-with-it-data-collection-and-covid-19-1.5198687 
https://bc.ctvnews.ca/what-s-race-got-to-do-with-it-data-collection-and-covid-19-1.5198687 
https://bc.ctvnews.ca/what-s-race-got-to-do-with-it-data-collection-and-covid-19-1.5198687 
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race-ethnicity.html 
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race-ethnicity.html 
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race-ethnicity.html 
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/
https://toronto.ctvnews.ca/mobile-covid-19-testing-clinics-still-operating-in-toronto-hot-spots-1.54
https://toronto.ctvnews.ca/mobile-covid-19-testing-clinics-still-operating-in-toronto-hot-spots-1.54
https://toronto.ctvnews.ca/mobile-covid-19-testing-clinics-still-operating-in-toronto-hot-spots-1.54
https://nationalpost.com/news/canada/how-one-ontario-region-has-made-covid-rapid-testing-free-and-wi
https://nationalpost.com/news/canada/how-one-ontario-region-has-made-covid-rapid-testing-free-and-wi
https://nationalpost.com/news/canada/how-one-ontario-region-has-made-covid-rapid-testing-free-and-wi
https://nationalpost.com/news/canada/how-one-ontario-region-has-made-covid-rapid-testing-free-and-wi
https://www.michigan.gov/documents/coronavirus/Interim_Report_Final_719168_7.pdf 
https://www.michigan.gov/documents/coronavirus/Interim_Report_Final_719168_7.pdf 
https://www.michigan.gov/documents/coronavirus/Interim_Report_Final_719168_7.pdf 
https://phasocal.org/wp-content/uploads/2020/07/Embedding_Equity_Into_Emergency_Ops_Brief.pdf 
https://phasocal.org/wp-content/uploads/2020/07/Embedding_Equity_Into_Emergency_Ops_Brief.pdf 
https://phasocal.org/wp-content/uploads/2020/07/Embedding_Equity_Into_Emergency_Ops_Brief.pdf 
https://healthequitytracker.org/

