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Background & Significance
● Pandemic revealed disparities across racial + ethnic groups, and along with 

societal reckoning with racism, highlighted the issue of health (in)equity

● One response: policy makers used disadvantage indices (DIs) to address 
social + racial justice

● DIs recognize disadvantage is often intersectional, clustered, and 
cumulative 

● 34 states used during COVID-19 vaccine allocation to address disparate 
impact on racial minorities

○ CDC Social Vulnerability Index (SVI)

● Structural racism and discrimination (SRD) is the root cause for these racial 
disparities

CDC SVI Documentation 2018



Background & Significance
● Vaccine allocation prioritization not w/o 

controversy 
● Project began with recommendation that 

NASEM use DIs
○ Led to investigating how many CDC 

jurisdictions adopted DIs in their 
vaccine allocation



Research Question

What are the strengths/ weaknesses of DIs for addressing 
SRD in COVID-19, future pandemics, and routine health 

care?



● Predictive modeling and 
difference-in-difference analyses of 
vaccine rollout to understand DI’s 
association with racial opportunity 
gap (ROG)

● Qualitative interviews with vaccine 
allocation and health equity leaders 

AIM 1

Identify the impact, strengths, and 
weaknesses of using DIs in Covid-19 

vaccine allocation to address SRD and 
improve healthcare access and 

outcomes of disadvantaged 
communities of color. 



Aim 1: Scoping Review of Measures of Racism

Analyze results

Full text screening and 
Excel extraction

Repeated by A.E. 

Screen title and abstract for 
relevant articles using 

Covidence

 

                                  Repeated by A.E.  

04

03

02

01
Search on Embase, Pubmed, 

and Web of Science 

Search string: (“Systemic racism" OR 
"structural racism" OR "institutionalized 
racism" OR "institutional racism") AND 

(measure* OR scale* OR index* OR 
"health inequities")

Time frame: 2010-2022



Preliminary Findings: 18 measures



Preliminary findings (cont.)

● Most measures were created for specific contexts (10 out of 18)



Preliminary Findings (cont.)

●  Only 1 measured structural racism affecting non-Black minorities



Preliminary Findings (cont.)
● Some measures (3) were constructed in a way that would allow them to be used at the state level, 

even though they were at smaller geographic units



AIM 2

Identify strengths and weaknesses of 
using DIs outside of emergency settings 
to address SRD and improve healthcare 
access and outcomes of disadvantaged 

communities of color.  

● Qualitative interviews and the 
Delphi Method to understand 
health equity task force leaders’ 
and equity leaders’ preferences 
for using DIs to reduce the impact 
of SRD on health outcomes 
outside of COVID-19



Tracking Health Equity Units: Aim 2

Retrieve data from 
.gov websites

How are these units 
structured? Have they 
acknowledged racism in 
health?

Create extraction 
tool

Track health equity 
units belonging to 
CDC’s 32 most 
vulnerable jurisdictions

Analyze trends in units

What are the states that have acknowledged 
racism in health doing about it? Are there 
best practices in certain jurisdictions that 
should be highlighted?

- A.S. repeated search extraction
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Preliminary Findings



Preliminary Findings (cont.)

of the 32 most 
disadvantaged CDC 
jurisdictions have a health 
equity unit

100%

● Mostly permanent, 5 
temporary  

● All structured under the 
locality’s health department

is the average number of 
staff members working in 
these units

20 people
of jurisdictions are 
grantees of at least one 
HHS OMH Partnership 
Grant

72%

● Ranges from 1-100

● Mix of board members and 
administrative staff

● 14 of the jurisdictions have 
received 2 or more grants

● Influence services offered



Next Steps

● 5 year ongoing study Year 1

● A.E. & A.S. work on 
manuscripts for 
publication

● Predictive modeling 
of DI’s performance

● Difference-in-Differe
nce analysis of 
vaccine roll-out

● Interviews: Health 
Department vaccine 
leaders

● Interviews: Health 
Department SRD 
leaders

●
●
●
●
●
●

Year 2

● Predictive modeling 
of DI’s performance

● Difference-in-differ
ence analysis of 
vaccine roll-out

● Interviews with 
health department 
SRD leaders

● Delphi Study: 
Health Department 
SRD leaders

● Delphi Study: 
Hospital system 
SRD leaders

Year 3

● Finish predictive 
modeling of DI’s 
performance

● Finish 
difference-in-diff
erence analysis 
of vaccine 
roll-out

● CHAT 
deliberative 
engagement

Year 5

● Interviews with 
state department 
SRD leaders

● Survey 
experiment/publi
c attitudes on DIs 
outside of 
emergency 
situations

Year 4

● CHAT 
deliberative 
engagement



Key Lessons Learned
● Librarians are invaluable 

● Not finding something is a significant finding!

● Public health information can be really inaccessible

● Collaboration in academia is crucial
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We want to hear from you!
Questions or Comments?

aeapen@sas.upenn.edu 
@alx_eapen

ajs0224@auburn.edu
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