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m Purpose and Goals

 To highlight how states have used disadvantage indices to inform their COVID-19
vaccination efforts

- To surface early insights, challenges, and lessons learned based on states’
experiences to date

- To identify important areas for evaluation that could inform the ongoing pandemic
response, as well as potential future uses of indices to advance health equity

The goal is to surface early evidence and evaluation needs that can help
policymakers and researchers better understand the use of disadvantage indices to
promote equity during the COVID-19 pandemic and beyond.
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m Logistics

* Questions may be submitted at any time using the Q&A box

* A recording of this webinar will be available on the
AcademyHealth website in one week

* For technical assistance during the webinar, please contact Zoom
Support at (888) 799-9666

4
4

AcademyHealth



Health, place and priority setting:

Addressing social justice in vaccine allocation (and
elsewhere) through disadvantage indices

Harald Schmidt, PhD*

(*with multiple collaborators)

@harald_tweets




(Collaborators and/or assistance with key questions, not endorsement of following slides)
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Main points:

Unadjusted, traditional rationing frameworks risk
compounding existing income, racial/ethnic inequities*

In a major shift, Disadvantage Indices were integrated in
vaccine rationing to promote social, racial/ethnic justice

There is public support and broader use; explore equity-
promoting potential beyond the pandemic

B S, 4 0
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1918 Flu pandemic

1918:

Neighborhoods with higher
unemployment, higher population
density, and lower literacy levels: higher
transmission rates and cumulative
influenza mortality

@ CrossMark

Disparities in influenza mortality and transmission
related to sociodemographic factors within
Chicago in the pandemic of 1918

Kyra H. Grantz*®', Madhura $. Rane®’, Henrik Salje™, Gregory E. Glass™, Stephen E. Schachterled,
and Derek A. T. Cummings™®-*

SEE COMMENTARY

“Department of Biology, University of Florida, Gainesville, FL 32611; “Emerging Pathogens Institute, Univs
Deg Epstemialo Washington, Seattle, artment of

Hea e, WD 212 I Modelling Unit, Inst 75015, Fra
Gainesville, FL 32611; and “Epidemiology, Woridwide Safety & Regulatory, Pfizer Inc. New York, NY 10017

Edited by Burton H, Singer, University of Fiarida, Gainesville, FL, and approved Soptember 28, 2016 freceived for review August 10, 2016)

Social factors have been shown to create differential burden of in-  increased case fatality rates, and also, they were unable to detect
i 0 phi plored the relationship  variation in cxoess mortality within countries or even finer spatial scales.

(AS _PNASN |

gy 50 ] )
”' ‘ I ll I https://www.cdc.gov/flu/pandemic-resources/national-strategy/planning-guidance/index.html
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1918 Flu pandemic & 2018 US Flu
pandemic guidelines

Table 1. Category, vaccination population groups, estimated number in population group,

. and tiers for low, moderate, and high/very high pandemic severity
; Accesible version at Wt e gvhufpandemicresources/naional strategy/planing guidance/gubdance_SO8 bmlstable.

Neighborhoods with higher
unemployment, higher population

Category

TIER1"  TIER2Z TIER3 TIER 4

Population Group

Deployed" & mission essential personnel

TIER 5

Estimated

[

density, and lower literacy levels: higher el e
transmission rates and cumulative e}
influenza mortality NI oot

@ CrossMark

Disparities in influenza mortality and transmission

Department of Epidemialogy, University of Washingtan, Seattle, WA 8818 Johns Hopkins ‘af Public

support
services

ity

Health care praviders in long-term care facilities
Pharmacists & pharmacy technicians
Community support & emergency management
Mortuary services personnel

Other health cars personnel

Emergancy services & public safety sector personnel
{EMS, Law enforcement, & fire services)

Manufacturers of pandemic vaccine & antivirals

Communications/information technology (),

related to sociodemographic factors within | i g e e
Chicago in the pandemic of 1918 e | a1 pemion| 25000
::;a D:r:‘:a:l;'; rmidr‘:::i:inane“‘, Henrik Salje®, Gregory E. Glass®", Stephen E. Schachterle?, ?EE.‘”‘E%E:;Z:}.;EIﬁéﬁfﬁ%;&ﬂ V00000

Very High
Severlty

Health, Baltimere, MD 21205; "Mathematical Modellng Unit, Institut ot "Deartment of Geagraphy, University of Florida, Pregnant women 4000,000
Gainesville, FL 32611; and SEpxiemiology, Worldwide Safety & Regulatary, Pfizer Inc., New York, NY 10017

Infants & toddlers 6-35 months old 11,000,000
itot by Burton H. Singer, University of Florida, Gainesville, FL, and approved Septamber 28, 2016 (received for review August 10, 2016) iousehold contacts of infants < monthe o 200000
Swd factors. hM been mvwn to create d\ﬂema:ﬂwrr;:‘r;u:;:n :."‘T-‘,;l;:;“‘rlm\.\&n\[:‘:;ﬂ:;l\l||\, " h]n\{ll:::“nl:l::r %\:_:f:lnm;l:k"‘:]\kt:: General Children 3-18 years. ald with high risk condition 7,000,000
® th population | Chkien 318 years old mithot igh 2000000
Aduls 19-64 yaars old with high sk concition 300000
Adults 565 years old 41,000,000

132000000 I

Healthy adlults 19-64 years old

B 4 0N

https://www.cdc.gov/flu/pandemic-resources/national-strategy/planning-guidance/index.html
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Prioritizing across groups

Fig. 1: Priority groups under NASEM and ACIP frameworks.

From: Equitable allocation of COVID-19 vaccines in the United States

Groups based primarily on: ¥ Occupation m Age W Health status M Residence
Age 65+ in H
: i it i omeless
First congregate Frontline critical risk workers Other critical risk
responders settings Teachers Age 65+  Incarcerated workers
[Healthcar Two or more
One comorbidity Young ts Children age 5-15 All other people

e ﬂ

269 million 328 million

High-risk conditions
: (not yet addressed
age 16-64
under ACIP)

0 Long term care residents 211 million 263 million 328 million

Schmidt, H., Weintraub, R., Williams, M.A. et al. Equitable allocation of COVID-19 vaccines in
the United States. Nat Med (2021). https://doi.org/10.1038/s41591-021-01379-6
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Prioritizing across & within groups

) .
Phase 1 Phase 2 S Phase 3 e Phase 4 I nco rpo rate a metrlc Of
Phase 1a “Jumpstart Phase” ('« K~12 teachers and school staffand | e Young adults [« Everyone residing . .
® High-risk health hild ke o Chil in the United S .
el o B e social disadvantage:

access to the
vaccine in previous
phases

 First responders settings—workers who are in

industries essential to the function-
Phase 1b ing of society and at substantially
higher risk of exposure

and occupations

important to the

o People of all ages
with comorbi

functioning of society
and at increased risk of

g condiions | »Peale of lages withcomorbdSd]  cnposrep rcuded SVI incorporates “variables

that put them at “:‘d“;‘/i:l;;“r‘l‘.ﬁ::"ﬁ':ﬂ put them in Phase 1 or2

significantly higher risk at moderately higher ris| . .

N that the committee believes
group homes for individuals with

disabilities, including serious mental

te or

dedsettings | L evclopmental and el are most linked to the
tual disabilities, and physical
disabilities or in recovery, and staff

ook sch g disproportionate impact of

* People in prisons, jails, detention

bbb COVID-19 on people of
» All older adults not included in

e » . color and other vulnerable
Equityisa  Ineach population group, vaccine access should be prioritized . ”
crosscutting for geographic areas identified through CDC's Social Vulnerability pop u | atlo nS :

consideration: Index or another more specific index.

» set aside 10% of
federally available
vaccines for vulnerable
communities

« States: “special efforts”

National Academies of Sciences Engineering and Medicine. A Framework for Equitable Allocation of Vaccine

Penn for the Novel Coronavirus. Washington, DC:2020
Schmidt H. Vaccine Rationing and the Urgency of Social Justice in the Covid-19 Response. Hastings Cent Rep.

UNIVERSITY ¢f PENNSYLVANIA 2020,50(3)46'49




Disadvantage Indices: separate, overlapping
worlds

Socioeconomic
Status

Household
Composition &
Disability

Minority Status
& language

>
=
)
©
|
U
5
S
>
L
Q
>
o

Housing Type &
Transportation

Below Poverty

Unemployed

ncome

No High School Diploma

Aged 65 or Older

Aged 17 or Younger

Older than Age 5 with a Disability

Single-Parent Households

Minority

Speaks English "Less than Well"

Multi-Unit Structures

Mobile Homes

Crowding

No Vehicle

Group Quarters

|0 0| W | Y | Y | NS, U | W | VY | W | W | W | W |

10 Indicators

Nutrition Child
(1/6) mortality

(1/6)

Cooking fuel (1/18) —

Health (1/3)

Living Standards (1/3)

3 Dimensions of Poverty

© Oxford Poverty and
Human Development Intiative (OPHI)

JONATHAN WOLFF
ond AVNER DE-SHALIT

Disadvantage

OXFORD

UNIVERSITY of PENNSYLVANIA

SVI: https://svi.cdc.gov/Documents/Data/2018_SVI_Data/SVI2018Documentation.pdf
Area Deprivation Index: https://www.neighborhoodatlas.medicine.wisc.edu
(Global) Multidimensional Poverty Index: https://ophi.org.uk/multidimensional-poverty-index/



Intersection race/ethnicity, disadvantage

Table 1. Demographics of SVI Quartiles in Minnesota

Q1 SVI (High) Q2 svi Q3 svi Q4 SVI (Low)

Race/Ethnicity

American Indian or 5 o o o
Alaska Native S4% 17% 8% 7%
Black or African o o o o
e 53% 20% 11% 9%
Hispanic or Latinx 47% 22% 17% 14%
Asian or Pacific

Islander 24% 22% 22% 26%
White 24% 22% 22% 26%
Multiple 35% 23% 16% 20%
Other 39% 24% 14% 20%

gy s Minnesota Department of Health. COVID-19 Vaccine Equity Metric Evaluation Brief
'.‘ Penn https://www.health.state.mn.us/diseases/coronavirus/vaccine/mnsvivaxbrief.pdf
Y O'Brien, R., Neman, T., Seltzer, N., Evans, L. & Venkataramani, A. Structural racism, economic opportunity and

RS AEEE NN SYLVANIA racial health disparities: evidence from U.S. counties. SSM Popul. Health 11, 100564 (2020).



https://www.health.state.mn.us/diseases/coronavirus/vaccine/mnsvivaxbrief.pdf

C19 Incidence, mortality and SVI

Figure 1. Heat Map of US Counties Showing Coronavirus Disease 2019 (COVID-19) Incidence and Mortality by Social Vulnerability Index (SVI)

[A Overall SVI |B' COVID-19 incidence

CcoviD-19
cases

0

Overall &
svi

1.00
0.75
0.50
o 0.25

O 150000
—

{ ) 200000

covip-19
deaths
0

5000

10000

15000

20000

Karmakar M, Lantz PM, Tipirneni R. Association of Social and Demographic Factors With

- gy e
I e I l I l COVID-19 Incidence and Death Rates in the US. JAMA Netw Open. 2021;4(1):e2036462.

UNIVERSITY Of PENNSYLVANIA doi:10.1001/jamanetworkopen.2020.36462



Adoption of disadvantage indices by CDC’s 64 jurisdictions,
Nov '20 - Mar ‘21

- March 2021:

35

" * 34 states, 3 cities
25 use Index

20 * 43 states/cities
use index/zip

(Note: Analysis of
Nov 2021 Jan 2021 March 2021 plans’ not practlce)

15

10

wv
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"’ the United States. Nature Medicine (2021). https://doi.org/10.1038/s41591-021-01379-6
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Improving equity in allocations within

states/jurisdictions

4.

S.

Larger shares of vaccines to more disadvantaged
areas, appointments (n=17/24)

TN, MA, CA, AK, IL, IN, MI, MN, ND, OH, WI, CT...

Define priority groups (17/17)
AL, AK, FL, GA, Houston, KS, MD, NY, OR, PA...

Outreach and communication (n=12/16)
AK, AZ, CT, LA, MA, MD, MI, NC, NY, VT, WA...

Dispensing site locations (n=8/10)
CT, LA, MI, NC, NH, NJ, Philadelphia, SD

Monitor, course-correct (n=4/5)
CA ML NC and OH

B S, 4 0
® . ®
e UNIVERSITY of PENNSYLVANIA
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Schmidt, H., Weintraub, R., Williams, M.A. et al. Equitable allocation of COVID-19 vaccines in
the United States. Nature Medicine (2021). https://doi.org/10.1038/s41591-021-01379-6



Public acceptability (?)

° Survey experiment, natl. representative
sample, week before ‘vaccines for all’

* Additional allocations relative to
foregrounding a) race, b) structural
racism, and c) disadvantage:

- Approval/support for additional
allocations?

- If additional allocations: how much

B %y 4 08 Schmidt, H, Shaikh, SJ, Sadecki, E, Buttenheim, A, Gollust, S. Race-based and place-based prioritization
' '. e I . I I in COVID-19 vaccine allocation through the use of disadvantage indices: Framing effects and public
_— UNIVERSITY of PENNSYLVANIA attitudes (iunder reVieW)



Indices’ use, concepts of disadvantage

* Area Deprivation Index (ADI, n=2)

* Social Index (SVI, h=29)

° COVID-19 Community Index (CCVI,
n=>5)

* California Healthy Places Index (HPI)

BN 2y 5 08 - = — : : 3 q
€. Penn Schmidt, H., Weintraub, R., Williams, M.A. et al. Equitable allocation of COVID-19 vaccines in
Y 2 ~ A the United States. Nature Medicine (2021). https://doi.org/10.1038/s41591-021-01379-6



Indices’ overlap, differences: domains

Figure 2. Reported geographic units of disadvantage indices
ADI
S
Block Group Census Tract Zip Code County
Increasing Geographic Size
*Note: ADI provides linkages between block group and zip codes but does not calculate rank based on zip codes.

N gy, 4 0
V.‘ Penn Srivastava, T, Schmidt, H, Sadecki, E, Kornides, M, Social vulnerability, disadvantage, and COVID-19 vaccine
". rationing: A review characterizing the construction of disadvantage indices deployed to promote equitable

ARRRERIAC R E s s XA A allocation of resources in the United States (July 8, 2021).



Indices use: Covid, elsewhere

Title/abstract, all fields: “Area Deprivation Index”, “Social Vulnerability Index”

ADI SVi

RESULTS BY YEAR RESULTS BY YEAR

SRR
L4 (A}

RN

.-____-___-l_-l-IIII __________.______.|I|IIIIII|||

Penn
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Indices use: Covid, elsewhere

ADI SVi

RESULTS BY YEAR RESULTS BY YEAR

bl

SRR 7

RIR7

RESULTS BY YEAR RESULTS BY YEAR

S

.||.I.II||II\‘ ; -.-|.|.II||||||
& Pey = e o B




ADI and SVI use (2000-2021), primary focus

Total 126 69
Public health 68 50

Covid 7 24
Clinical 54 16
Methodology 4 3
‘Off label’ n/a 58

Note: Prelim data/WiP/ongoing review! Capturing (1988-2021): Country/region;
geospatial analytic frame; type of application; Index as equity adjustment vs
descriptive use (if former: data on impact)

B S, 4 0
® . ®
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Conclusion

* Disadvantage indices: unprecedented, rapid and widespread
adoption--plausibly mitigated racial, social inequities

* Now: ‘vaccines for all’: but equity story (still) not over.
Challenges:

- Co-existing high supply/low ‘demand’, low supply/high
demand
- Natl: gap most/least advantaged increased
* Universalize index uptake, esp if/when boosters

* Look beyond ‘needles into arms’, to broader index use—where
fitting—for social, racial justice

B S, 4 0
® . ®
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CALIFORNIA

ALL

California’s Equity Tools for
COVID-19:

The Healthy Places Index and
Beyond

y
\. .V Rohan Radhakrishna MD, MPH, MS (he, him, his)

CDPI I Office of Health Equity — Deputy Director
California Deparn California Department of Public Health

PubtheaIth rohan.radhakrishna@cdph.ca.gov @DrRohanRad
Aug 3¢ 2021
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Office of Health Equity

Vision:
Everyone in California has equal opportunities for
optimal health, mental health and well-being.

Mission:

Promote equitable social, economic, and
environmental conditions to achieve optimal health,
mental health, and well-being for all.

Central Challenge:

Mobilize understanding and sustained commitment
to eliminate health inequity and improve the health,
mental health, and well-being for all.

04 &
Statute

CBPI—{ Established, as authorized by Section 131019.5 of

~— - the California Health and Safety Code, to provide a

Ca e Diepartent ot key leadership role to reduce health and mental

PublchealiéQ health disparities to vulnerable communities.




¥ S
o)( DPH

PubtheaIlh

Office of Health Equity

https://www.cdph.ca.gov/Programs/OHE/Pages/OfficeHealthEquity.aspx

® %'~~3" PORTRAIT OF
PROMISE:

M Calﬂam Statewide Plan to Promote
and Mental Health Equity

CQOVID-19
Health Equity
in Response &
Recovery

Community Health in All
Development & Policies and Racial
Engagement Health Equity
Initiative




Healthy Places Index: Unique Approach

Granular Validated
Fine geographic resolution Each indicator — and the overall
reveals the variation within index —is linked to a summary
cities, counties, and health outcome: life expectancy
communities at birth

Policy Solutions

Each indicator is supported by a
wealth of policy solutions detailed in
the Policy Guides

. . . % PUBLIC
pUbllC healch "OF southern california a Partnership for Healthy Places gHEALTH 27

Fiscally administered by the Public Health Institute INSTITUTE



HPI Indicators

Economic
32%

*Employed
*Income
*Above Poverty

Education
19%

In Pre- School
In High School

Bachelor’s
Education or
Higher

public healch alionce™or southern california

Fiscally administered by the Public Health Institute

Transportation
16%

Automobile
Access

Active
Commuting

Social
10%

e Two Parent
Household

* Votingin 2012

Neighborhood
8%

Retail Density
Park Access
Tree Canopy

Supermarket
Access

Alcohol Outlets

Housing
5%

Low-Income
Renter Severe
Housing Cost
Burden

Low-Income
Homeowner
Severe Housing
Cost Burden

Housing
Habitability

Uncrowded
Housing

Homeownership

A Partnership for Healthy Places

Clean

Environment

5%

Ozone
PM 2.5
Diesel PM

Water
Contaminants

% PUBLIC
HEALTH

INSTITUTE




Most Healthy
Conditions(1.53)
| (A)th percentile

- Indicator scores are standardized (Z S > | Roseville
SCOI’e) 83'rd percentile
» Policy Action Area score (mean of
indicators)

State Mean
1l
p 50t percentile

» Policy Action Area weights (predictive of
ife expectancy)

» Final HPI calculated by:
« Multiplying each policy action area
score with its weight SRt Vet
« Summing across eight policy action e
e Areas Least Healthy Conditions (-

o) 1.99)
Oth Percentile

Del Paso
 Heights
(-0.73)

9th percentile




rom Data to Action Using HPI

.S The California Healthy Places Index (HPI)™ Q Enter a location & 2
M : OF SOUChErN COIIFOPNIQ A Partnership for Healthy Places .
. AR
¢ Costa Mesa x California
Details Healthy Places
Index

M HPI Score: 15.7 Percentile
Census Tracts
View
Indicators

Score Percentile

Less More
Healthy Conditions

0 25 50 75 100
| 1
M
This tract has healthier community conditions Less More

than just 18.7% of other California census tracts. Healthy Conditions

No Data Available
Tract information

Zip Code: 92627

Create Census Tract FIPS: 06059063605
Custom Population: 5,672

Score

- Poiicy Action Areas are ordered by their contribution o the
—1 overail HPI Score

Data
Upload

w=|--=m Economic v
ﬁ = Education v
- I- Transportation v
il = Social v
- | = Neighborhood ~

F = Housing v

. . . . % PUBLIC
public health allilonce™oR southern california A Partnership for Healthy Places HEALTH 20

Fiscally administered by the Public Health Institute INSTITUTE"



Employed Retail Density Ozone

Median Income Park Access Fine Particulate Matter

3

Above Poverty Tree Canopy Diesel Particulate Matter

[ & ke H

(P

o)

BREBRR B

5

Preschool Enrollment

Q

Supermarket Access Safe Drinking Water

A0
&

]
LB
=5

HS Enrollment Alcohol Availability Insured Adults

DS o

‘1 ) . . ‘\\|,/’
\“Iga Bachelor’s Education Low-Income Renter Housing -Q Extreme Heat

Low-Income Homeowner

Automobile Access i
Housing Cost Burden

Impervious Surfaces

5 D

Active Commuting Housing Habitability Outdoor Workers

% K,

<

2-Parent Households Uncrowded Housing Public Transit Access

i)
ol

oy ]
[

Voting Homeownership Sea Level Rise




cases/ 10,000

120-

20-

60-

30-

Healthy Places Index

inferquartile range — median




500 Healthy Places Index Economic Indicato overty Line % with Health Insu Mare than Bachel
= iy, M, T, M,
B o o meston o 5o o ncaos e s o
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Blueprint for a Safer Economy and Equity

 (California implemented the Blueprint on August 30, 2020 to reduce COVID-19 in the state
with criteria for loosening and tightening restrictions on activities.

A health equity metric took effect on October 6, 2020. To advance to the next less
restrictive tier, a county must meet an equity metric or demonstrate targeted investments
to eliminate disparities in levels of COVID-19 transmission, depending on its size.

Higher Risk = Lower Risk of Community Disease Transmission***

Measure

Widespread

Adjusted Case Rate for

Tier Assignment** (Rate
per 100,000 population®
excluding prison cases”,
7 day average with 7 day

lag)

Tier4
Minimal
(Yellow)

Vaccinate

Test Positivity®
(Excluding prison
cases”, 7 day average
with 7 day lag)

=2




Use HPI scores
to assign Countyrisklevel | Adjusted caserate® |Positivityrate™
county’s census st o
"’CIC"S 1.0 Entire county Healthy equity quartile
guslilizs

Positive tests
hany non-essential indoor
business operations are closed

Positive tests

Sum pOSiﬁve tests 40-7.0 ) 5.0 - 8.0%

and total tests for
the bottom quartile

l 1.0-3.9 2.0-4.9%
Daily new cases (per 100k P

Divide total positive
tests by total tests
and multiply by 100

Ositive tests




=)

8
=
3
8
ke

sep 15

Bottom Guartile HPI = wm ow w w Countywide




Immediate COVID-19 Response Strategies

» Testing

« Contact Tracing
 Isolation Support
« Worker Protections

.V i
COVID-19 [
H eCI "h Eq U"y Medium and Longer-term COVID-19 Response

Strategies
* Housing Security and Homelessness
« Economic Security

Playbook for
COmm U niﬁeS » Schools and Childcare

« Transportation / Physical Access and Mobility
* Health in All Policies (HIAP)/Governing for All

Cross cutting strategies

+ Data

 Communication

* Language Access and Cultural Competency
« Community and Stakeholder Engagement *7




Goal: to provide fast, responsive
regionally relevant technical
assistance

Components
» Local Coordination Team
» ELC funding positions
« Community engagement

TeC h n iC q I « Strategic Partnerships

» State Subject Matter Expert (within and

. outside of Public Health)
ASSISII.G n C e * Philanthropic funded efforts + CBOs
« PHI, Kaiser, Together Toward Health
» Regional Collaborative
« BARHII, Public Health Alliance of Southern
California, San Joaquin Valley Consortium
* Advocacy efforts
« Changelab Solutions, California Pan
Ethnic Health Network, Public Health
Advocates, Prevention Institute

Principles
Strategies
Promising practices and Examples
Resources

38




HPI captures disparity in COVID mortality

Least

Advantaged



Equal is not Equitable: Use Age AND Place

100% 71% 64% Equity lower quartiles leads to
more equal benefit

90% 75% 70% 64% 58%

67% 62% 57% 51%

(=]

<

&=
1

same coverage for all

Equal IJE’yr areas leads to un-equal
benefit

70%

60% -

Coverage Among 65+

50% -

without action coverage will
Reallty be lower in lower quartiles

40% due to access and mistrust

HPI Quartile Source: Stanford SC Cosmo



HPI informed the vaccination strategy

NA - ~c ~
i C v SEARCH  Search this site Select language v

m., Your Actions Save Lives

San Francisco Chronicle

Vaccination progress data

LOCAL
Last updated June 10, 2021 at 3:04 PM

California is changing its vaccine system to allocate
40% of supply to lowest-income ZIP codes R

& i GIOIONN |
arch 4, 202 Vaccination progress by quartile .
8.407.551 8,129.050 3,037,679
e 365% 319% 22
sk == =
o
525% 57.9%
Quartie 1 Quartile 2 Quartile 3 Quartile 4
Paril vocsnated ] [
Fuly vacainated n 1

Fully vaccinated by quartile over time

s

n
Week Ending Date
Note: Ifthe seiected county does.not contain any zip codes in a certain quartie, that quartie will not show up on the chart_ In the
ination occured is

residence was nol reporied, fhe 2ip Code where vacr:
e fewer than 11 records in 2

Stalewide display of the Vaccine Equity Metric, where zip code
used. Inthe county display, only zip codes of residence reported are used. Dala is ol shown where there ar
group

u 2 3 -

https://www.sfchronicle.com/local/article/California-to-allocate-40-of-vaccine-supply-to-15999065.php https://covid19.ca.gov/vaccination-progress-data/
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Vacc

Vaccine Equity Metric (VEM) Used for Allocation Strategy & Provider
a Prioritization

« On March 2", CA started allocating
40% of vaccines to zip codes in the
lowest VEM quartile (Q1)

State Vaccine Allocation

» This matched Q1’s disproportionate

share of COVID-19 case and death

|
burden at 40%

» CA allocation strategy incorporates ‘\ &
equity metrics where providers best at

reaching Q1 or other priority

communities get larger vaccine
allotments

-. Vaccinate LY

Information contained in this file is confidential, preliminary, and pre-decisional
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« CA monitors vaccination rate

trends by quartile to identify
policies, events, or eligibility
changes that impact equity

« Expanding eligibility to high-
risk occupations and
iImplementing the 40-20-20-
20 allocation policy led to
higher Q1 shares

* Eligibility expansion to all
adults led to lower Q1
shares

-. Vaccinate LY

Using VEM To Track Equity Trends Over Time

Select 1+ Dose or Fully Vaccinated

1+ Dose - [ 2 3 B4

Vaccine Equity Metric Quartile

1+ dose represents individuals who have received at least one dose of any COVID-19 vaccine.

30%

25%

NI
.

15?& E 3|f2x E 3|f1 5*:

1226 1/9 /23 2/ 220 36 320 43 417 51 5M5  5/29 6M2 626 THO Ti24 &7
Week Ending Date

* 3/2: Allocated more vaccines to lowest quartile

** 3/15: Staded vaccinating individuals at higher risk

Doses administered Tier1 Tier3 Tiera
in the Vaccine Equity Widespread Moderate Minimal
Q i i (Purple) (Orange) (Yellow)

Case Rate Case Rate Case Rate

doses administered >7 1-3.9 <1

Goal #1: 2 Million Case Rate Case Rate Case Rate

administered >10 1-39 <1

Goal #2: 4 Million Case Rate Case Rate Case Rate
doses administered

Information contained

>10 2-59 <2




Correlations between VEM and COVID-19 Case/Death Rates as of March 2021 (when
VEM was developed)

Vaccinate ALL 58
(ol st e o

VEM and COVID-19 Case Rates VEM and COVID-19 Death Rates

30 0.70

25 0.60

Information contained in this file is confidential, preliminary, and pre-decisional




HPI can help monitor equity in vax coverage

After 5M Doses Statewide After 20M Doses After ~43M Doses

Vaccinations by doses administered Vaccinations by doses administered

Number of vaccine doses given in California Nurnber of vaccine doses given in California

W % of total and number of doses administered W % of total and number of doses administered

28.9%
12,411,576
30.1%
7,278,125 24.0% 24;.(8?‘&:
25.8% 10,310,088 10519251
23.3% 6,246,617
20.9% 5,636,258
g
g
2
z
£
2
E]
LEAST MOST
ADVANTAGED ADVANTAGED
Quartile 1 Quartile 2 Quartile 3 Quartile 4 Quartile 1 Quartile 2 Quartile 3 Quartile 4
' Least healthy community conditions Most healthy community conditions Least healthy community conditions Most healthy community conditions

HPI guariile

Updated April 16, 2021 with data from April 15, 2021. "Unknown/undifferentiated” includes those who Updated July 28, 2
declined to state, whose gender information is missing, or who identify as transgender, gender non-

21 with data from July 2

binary, gender queer or intersex

.. The challenges are systemic and persistent

)QBPH

PublicHealth




Total vaccinations by race/ethnicity over time

Vaccinate ALL 58
(ol st e o

Race/ethnicity data as reported by State vaccination dashboard ~66% W h |te p (@) p u I at| on

1+ dose by racelethnicity over time SeloctMec - duse - Of white 12+ population is vaccinated 1+ dose as
1oo% ~00.0% of 7/27, compared to 56% of white 12+ population
509 90.8% as of 5/11

65.7%
60% 54 5%
40% 9T

34.7%
a0 - // Of LatinX 12+ population is vaccinated 1+ dose as

of 7/27, compared to 38% of LatinX 12+ population

0%
1
111 21 3an 41 51 81 m 81 as Of 5/1
Week Ending Date
Note: Population estimates do not include “other” or “unknown” race and ethnicity categories, therefore their percentage of state population is not
available. Some race/ethnicity groups in this county may have small populations. Where the county of residence was not reported, the county
where vaccinated is used. Data is not shown where there are fewer than 11 records in a group

B American Indian or Alaska Native Native Hawaiian and other Pacific Islander ~49% B | aC k p O p u | a‘t i O n

[ Asian American [ Other Race
1 ek o Of Black 12+ population is vaccinated 1+ dose as
B Muit-Race of 7/27, compared to 37% of Black 12+ population

as of 5/11

1. Equity Ops team deployed 5/3
Source: https://covid19.ca.gov/vaccination-progress-data/ as of 7/29/2021, 7am PT

(]
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https://covid19.ca.gov/vaccination-progress-data/

As the State move from “surge to surgical”, the continuous impact assessment
suggests that tailored combinations of levers can keep driving equity

Vaccinate ALL 58
(ol st e o

To help inform decision making about where to scale vaccination efforts, an operational impact assessment was
conducted based on insights from Local Health Jurisdictions, surveys, and site-level vendor data

Initial learnings: Specific combinations of levers/resources may be more effective for different communities or geographies
than others, some examples include:

Geography/ Population? Levers Potential lever ‘recipes’

Racially or culturally diverse communities e e 0 Host clinics at sites with a high degree of community trust (e.g. schools,
FBOs, SMBs)

Urban areas and large cities o e e Ensure incentives are immediately distributed and tailored to
the targeted community

Small and dispersed communities 0 e Focus door-to-door canvassing around highly convenient and well-
known sites

Agricultural and other working communities o ° Pair walk-in availability and off-work hours with extensive local signage

Linguistically diverse communities o ° Provide multi-lingual services at every stage of vaccination (e.qg.

outreach, education, on-site)
1. Geography/Population can overlap
Note: 1. Increasing public awareness and amplifying education 2. Encouraging vaccination 3. Increasing vaccination site convenience 4. Ensuring vaccination accessibility
Source: CDPH Equity Operations workstream

o
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HPI can be the common language for addressing inequities

Vaccine ‘Hesitancy’ MIS-C Cases Seroprevalence

MIS-C Incidence Rate (all ages - 434 cases)
compared fo highest HPI Quartile

HP1 Quartie:

=
2
S
S
g
]
=
2
51
o«
@
g

HPI Quartile (by tract)

High Risk Occupations School Reopenings

Pre-existing Conditions Hard-to-Count Populations

District: ‘Not Open for In-Person Instruction’
(public schools)

in HPl Quartile  ma1



Housing and
Community
Development

Housing and
Community
Development

Business and
Economic
Development

Housing and
Community
Development

Public Health

Public Health

CalTrans

Healthcare
Services

Housing and
Community
Development

Public Health

Employment
Development

Public Health

Social Services
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HPIl Into Action Statewide

“EQUITABLE

GRANT MAKING

ASSESSMENT &
DECISION-MAKING

Over $450 million in grant funding

Caltrans

Sustainable Transportation Planning Grants
($25M/yr)

Adaptation Planning Grants ($6M/yr)

California Strategic Growth Council
Transformative Climate Communities ($25M in
2018)

California Transportation Commission
Active Transportation Program (~$220M/yr)

California Air Resources Board
Community Air Protection Program ($5M/yr)

California Department of Public Health
(CDPH) - Nutrition & Obesity Prevention
Development of 3-Year Implementation
Workplans

CDPH - Maternal, Child and Adolescent Health
Division

Community Birth Plan to Reduce Preterm Births in
African American Women in Los Angeles

CDPH - Office of Health Equity

Mortality Rates Among Caucasian Men in Central
San Joaquin Valley

California Air Resources Board
Research Call - Mapping and Evaluating
Transportation Access and Built Environment

public healch alionce™or southern california

Fiscally administered by the Public Health Institute

A Partnership for Healthy Places

Governor’s Office of Planning & Research

General Plan Guidelines

Senate Bill 1000 Guidance

Integrated Climate Adaptation - CA Executive
Order B-30-15

Resilient CA - State Adaptation Clearinghouse

California Natural Resources Agency
Safeguarding California Plan

California Transportation Commission
Regional Transportation Plan Guidelines
Comprehensive Multimodal Corridor Guidelines

California Environmental Justice Alliance
SB 1000 Toolkit - Environmental Justice Element

% PUBLIC
HEALTH

INSTITUTE"
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HPI Into Action Locally & Regionally

PRIORITIZING
INVESTMENTS

Southern California Association of Governments
Sustainable Communities Planning Grants

Kaiser Permanente, Southern California
Mental Health & Wellness Initiative: Local Partnership
Grants

Riverside University Health System — Public
Health

Adverse Childhood Experiences Score Program
Census Tract Identification for Increased Women,
Infant & Children Program Outreach

Ventura — Community Memorial Health System
Wellness Collaborations - Prioritization by Census
Tracts

Contra Costa County, Department of Public
Health

Targeting Home Energy Efficiency Resources

Kaiser Permanente, Southern California
Catalyst of Organizational Assessment and Equity
Framing

Community Health Needs Assessment

Los Angeles County Department of Public Health

85+ City and Community Health Profiles

Santa Barbara County Public Health Department
Presentations on Federal Budget Impacts on Health,
and Community Health Needs Assessment

Santa Monica - St. John’s Medical Center
Community Health Needs Assessment

Solano County Public Health Department

Local Community Indicator Comparison Project

Sutter County Public Health Department

Community Health Assessment, Community Health
Improvement Plan, and Strategic Plan

public healch alionce™or southern california

Fiscally administered by the Public Health Institute

A Partnership for Healthy Places

PUBLIC HEALTH

Southern California Association of Governments
2016 and 2020 Regional Transportation Plan
Active Transportation Database

Prevention Institute — Healthy, Equitable, Active
Land Use Network

Strategic Planning Guide for Public Infrastructure
Spending

Hospital Association of Southern California
Communities Lifting Communities Initiative

Ventura County
General Plan 2040 Update

Solano County Public Health Department
Maternal and Child Health Verification of Cumulative
Health Impacts from Social Factors

% PUBLIC
HEALTH

INSTITUTE"
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oo Equity Index Best Practices

PublicHealth

Work closely with locals
Make it explainable and transparent with the public

Check fidelity often and use creatively to prioritize resources
Carrots & Sticks
Vaccine Allocation
Provider Prioritization
Targeted Outreach (Air Game & Ground Game)
Mobile Clinic Deployment

Demonstrate the impact




S Equity Index Challenges & Lessons Learned

PublicHealth

Not a “cure all” always look at race/ethnicity & special pop.

Resource allocation decisions can invite methodology
critiques. Document science-based responses to concerns

Expect tradeoffs, keep equity as your North Star for
practical impactful choices




