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I ABSTRACT

Attaining equity in vaccination distribution is a moral and
ethical goal that ensures all members of our community
are properly cared for. We suggest a comprehensive
approach that involves allocating community resources
based on local economic, demographic, and COVID-19
infection data, removing technology barriers by staffing
vaccine appointment call-in centers, distributing vaccines
based on objective factors (eg, household density) rather
than on a "first come, first served” basis, and creating
pop-up vaccination sites at trusted community organiza-
tions such as federally qualified healthcare centers,
churches, libraries, and barber/beauty shops. Until every
community is safe, no community will be safe.

Il INTRODUCTION

The COVID-19 pandemic has exposed longstanding
inequities in healthcare within the United States.!
From the cradle to the grave, racial and ethnic
minority groups and low-income White individuals
experience a greater disease burden.’ Specifically,
Black community members experience higher rates
of infant and maternal mortality and lower life
expectancy than White community members. While
the racial disparity in life expectancy is decreasing
nationally, there continues to be a persistent gap in
life expectancy across the lifespan. In fact, the dif-
ference in life expectancy between Black and White
community members can be as high as 20 years in the
same county or census tract.’

While it is distressing, it is not surprising that sys-
temic stressors created by the COVID-19 pandemic
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have exposed cracks in our public health structure’s
ability to protect the most vulnerable members of our
society—Black, minority, and poor rural White. With
the onset the COVID-19 pandemic, the system was
tasked with the challenge of making diagnostic test-
ing available in racial and ethnic minority communi-
ties that were disproportionately impacted. Although
the goal was to avoid worsening health inequalities,
we were unable to rise to the challenge. Hospitaliza-
tion rates were 4 times higher, and death rates 3 times
higher, in Black patients with COVID-19 versus their
White counterparts.t Moreover, reports surfaced of
individuals from outside communities driving into
under-resourced areas to get vaccinated.

The current and most important challenge of the
COVID-19 pandemic is ensuring that we reach lev-
els of public vaccination above 75% that will permit
the nation to achieve “herd immunity.” Moreover,
concerns are arising that more contagious variants
from the United Kingdom, South Africa, and Brazil
may increase the percentage threshold necessary to
achieve herd immunity

Il VACCINE HESITANCY

Vaccine hesitance remains a formidable challenge.
Recent polling data indicate that only 49% of Black
community members say they will get the vaccine.’
Another 31% report that they “will not” and 19%
report that they are “unsure.” Several factors are
responsible. A long-standing historical mistrust stem-
ming from the misuse of medical research in racial
and ethnic minority communities is widely prevalent.
The perception that politics rather than medical sci-
ence influenced the speed of vaccine development
and approval also has played a role in shaping this
unfortunate and detrimental public perception
among Black community members.
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I STRUCTURAL BARRIERS

[t is myopic and detrimental to the goal of achiev-
ing broad uptake of the vaccine in racial and ethnic
minority groups to fail to recognize the role structural
barriers play. These systemic challenges include social
and economic factors such as high rates of unem-
ployment, wage instability, low generational wealth
transfer, and low rates of health insurance coverage—
all of which more commonly impact marginalized
populations. These barriers are exemplified by large
gaps in household earnings. For example, the median
Black household income is 61% of that for White
households and household wealth for Black families
is 10% of that for White families.®” These disparities
cumulatively result in a household that is more vul-
nerable to the unanticipated economic impact of the
COVID-19 pandemic.

Now with the availability of 2 vaccines that
have been rigorously tested and determined to be
safe and 94% to 95% effective—and a 3rd vaccine
with comparable effectiveness after 1 dose—another
manifestation of the structural inequities imbedded
in our society and healthcare delivery system is being
revealed.® Comparatively, lower access to medical
care among those from Black and minority communi-
ties continues to be problematic and is highlighted
by the COVID-19 vaccination roll out. Although
racial and ethnic demographic data are available
for only 50% of patients vaccinated thus far, the US
Centers for Disease Control and Prevention (CDC)
notes that Black Americans represent only 6% of
those vaccinated despite representing 13% of the
national population. While vaccine hesitancy may
be contributing to these lower rates of vaccination,
it is important to remember that vaccine hesitance
is present within White communities as well, and in
some instances, at similar rates. Thus, it is fair to posit
that a large component of the disparity is lack of vac-
cination access.

In Ohio, Black community members represent
only 5% of those vaccinated despite accounting for
14% of the state’s population.'® This statistic is more
alarming because early rollout focused on healthcare
providers and historically, healthcare systems employ
ahigher percentage of racial and ethnic minority com-
munity members in service roles. One may argue that
with the high presence in healthcare system, these
individuals should have comparable, if not higher,
vaccination rates than their White counterparts.

Access to COVID vaccination is most starkly
demonstrated for those elderly Black individuals
who, despite living within a 10-mile radius of a met-
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ropolitan hub, find themselves unable to navigate the
complexities of vaccination scheduling. Time, tech-
nology, and transportation are key variables that pres-
ent formidable obstacles. These include having the
time and availability to schedule and physically wait
in a line, the technology competence to use online
scheduling, and having transportation to drive to a
physical site to receive the vaccine. Furthermore, 1 in
every 5 seniors 65 years or older lives in a household
without internet access.!! The number could be fur-
ther terrifying for Black seniors as US Census Bureau
data shows that 9% of Black households have no
internet subscription compared with 4.9% of White
households.!

A larger systemic issue of a frenzied rush with
mandated time goals to achieve rapid vaccination
distribution in prescribed stages may actually work
to the detriment of racial and ethnic minority groups
that struggle with these structural impediments, com-
pounded by vaccine hesitancy. If speed is the goal, an
individual with hesitance and structural impediments
to scheduling is less likely to move through the pro-
cess quickly and more likely to be left behind. These
factors create a perfect storm for poor vaccine rollout.

M WIDENING ACCESS

To combat these challenges, state and county health
services charged with leading the vaccine effort must
acknowledge the existence of such barriers. First, a
complete understanding of this inequity is best dem-
onstrated through detailed and complete racial and
economic demographic data of COVID-19 cases,
fatalities, and vaccine administration rates. The
mandate for complete anonymized racial and ethnic
data must originate at the federal and state level and
extend down to both private and governmental vac-
cination sites, allowing resources to be appropriately
allocated. However, this has already proved to be
problematic as racial and ethnic data are available for
only 50% of vaccine recipients.

Second, technology barriers in Black, racial and
ethnic minority, and low-income White communities
must be reduced by allocating resources to staff tele-
phone appointment centers with counselors who can
provide accurate vaccine information. The CDC has
previously published 4 ethical principles to guide vac-
cination distribution when the quantity is limited."”
These are:

1. maximize benefits and minimize harms;
2. mitigate health inequity;

3. promote justice; and

4. promote transparency.
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When we make vaccination roll out a matter of “first
come, first served,” we inherently introduce a bias
that favors more resourced communities.

Third, to this end, vaccine distribution should be
based on objective factors such as the Social Vulner-
ability Index (SVI), Area Deprivation Index (ADI),
or both. The CDC’s SVI identifies vulnerable com-
munities based on social and economic variables
and medically underserved areas as defined by the
US Health Resources and Services Administration.
These are areas the federal government has identi-
fied as requiring assistance following disasters and
areas that lack access to primary care. The ADI is a
validated and publicly accessible measure classifying
neighborhood adversity that uses variables such as
education, employment, housing quality, and poverty
measures originally drawn from US Census data.'* As
such, these underserved communities should be iden-
tified and prioritized for vaccine distribution.

And finally, healthcare systems are finding them-
selves with limited number of vaccines for their
employees and patients. Therefore, county health
department programs should partner with existing
and trusted community facing organizations such
as federally qualified healthcare centers, churches,
libraries, and barber/beauty shops to provide vaccina-
tions with trained community-based vaccinators to
create “pop-up” vaccination sites. All sites should be
staffed with personnel who can provide information
as needed and address patient concerns.

As physicians, we must also not overlook the
important role we play in helping expand vaccine
access and utilization rates in our local communi-
ties. The COVID-19 pandemic represents the single
greatest challenge in many of our careers and is an
opportunity to demonstrate leadership in disseminat-
ing accurate public health information to enhance
the management of this crisis and bring an end to
the COVID-19 pandemic. In particular, evidence
exists that minority physicians maintain a credibil-
ity within their communities, which may facilitate
effective delivery of factual information around the
science of the vaccination.

Il CONCLUSION

Some may view this effort to attain equity in vaccina-
tion distribution as an act of benevolence. However,
we believe it is a moral and ethical goal that helps
ensures all members of our communities are properly
cared for. Many of these communities are high-risk

for COVID-19 because of decades of historical disin-

vestment and discrimination resulting in social deter-

minants of health. Moreover, it is a public health
priority. The longer the virus circulates at high levels
in communities, the more likely it will be that muta-
tions, more contagious virus variants, or more vaccine
resistance will occur. And that just means a longer,
drawn out end to the pandemic for everyone. Until
every community is safe, no community will be safe.
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