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Summary

What is already known on this topic?

The COVID-19 pandemic is a pressing public health challenge. Interven-
tions to reduce disparities in disease such as COVID-19 between racial
and ethnic populations are most effective when they are multifactorial and
community-based.

What is added by this report?

We hypothesize that a framework of delivering health information through
trusted community leaders may partially mitigate the deleterious effects of
government mistrust and could increase COVID-19 testing.

What are the implications for public health practice?

Although specifically directed toward the COVID-19 crisis, this particular
framework could be useful in addressing the disproportionate share of
chronic and other diseases among racial or ethnic minority populations
and other disproportionately affected populations.

Abstract
Cultural mistrust of government with regard to health issues has
pressed the need to engage trusted community leaders with influ-
ence and reach in disproportionately affected communities to en-
sure that essential public health activities related to COVID-19 oc-
cur among populations experiencing disproportionate impact from
the pandemic. In April of 2020, a Georgia-based integrated aca-
demic health care system created a Community Outreach and
Health Disparities Collaborative to unite trusted community lead-
ers from faith-based, civic, and health-sector organizations to

work with the health system and Emory University to develop
tailored approaches and mobilize support within the context of the
communities’ cultural and individual needs to reduce the burden
of COVID-19. We describe the framework used to join health care
and academic collaborators with community partners to mobilize
efforts to address the disproportionate impact of COVID-19 on ra-
cial, ethnic, and socioeconomic minority groups. The framework
outlines a series of steps taken that led to a community-driven col-
laboration designed to engage local influential community leaders
as partners in improving access to care for disproportionately af-
fected communities, collaborations that could be replicated by oth-
er large health care systems. This framework can also be applied
to other chronic diseases or future public health emergencies to
improve communication, education, and health care access for
communities experiencing disproportionate impact.

Problem
The COVID-19 pandemic has amplified health care disparities,
differences in social determinants of health, and cultural mistrust
that have historically and negatively affected racial and ethnic
minority communities and their access to equitable health care (1).
With the spread of COVID-19 in our communities, we are acutely
aware that Black, Hispanic/Latino, and rural communities are dis-
proportionately affected by the virus. Our proposed work is based
in Georgia, one of the early COVID‐19 epicenters in the United
States that has high rates of racial and ethnic inequality in income,
housing, and disease burden (2–4), yet was also the first state to
“re‐open” despite public health advice to the contrary. One study
found that although only 32% of residents in metropolitian At-
lanta are Black, 79% of COVID-19 patients hospitalized at 6 met-
ropolitian Atlanta hospitals from March to April 2020 were Black,
and diabetes, hypertension, chronic kidney disease, obesity, and
smoking were all more prevalent among hospitalized patients than
among nonhospitalized patients (5). The COVID-19 Health Equity
Interactive Dashboard, sponsored by our academic collaborators at
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Emory University, also highlighted the substantial health care dis-
parities among COVID-19 patients in Georgia with corresponding
effects on racial and ethnic minority populations (6).

Structural racism refers to manners in which societies foster racial
discrimination in areas such as housing, employment, and health
care. Examples of how social determinants of health affect racial
minority communities during this pandemic include the inability
for many to effectively socially distance in multigenerational
households, the inability for frontline employees to work from
home, the lack of health care insurance, and the lack of access to
COVID-19 testing sites (7). Evidence of a positive association of
stay-at-home orders with lower state-level COVID-19 case rates
exists, and states with larger Black populations have higher rates
of COVID-19 than states with smaller Black populations, which
highlights the importance of these stay-at-home orders in address-
ing racial disparities in COVID-19 rates of infection (8).

There is a deep-rooted history of cultural mistrust in the United
States that stems from numerous atrocities to racial minority com-
munities, such as the well-known US Public Health Service syph-
ilis study performed at Tuskegee and not so well-known incidents,
including gynecologic procedures on enslaved Black women and
grave-robbing in slave quarters with resultant unauthorized autop-
sies (9,10). Fear of deportation by the US Immigration and Cus-
toms Enforcement is also a consideration in Hispanic/Latino com-
munities (1). This mistrust not only serves as a barrier for access-
ing health care but also in the consideration of enrollment in clin-
ical trials.

Disparities in health care access and patient outcomes are associ-
ated with factors such as race, gender identity, sexual orientation,
primary language, and socioeconomic status. The structural and
cultural divide between the academic health care systems and un-
derrepresented minority communities must be bridged by trusted
sources that, in many cases, are community organizations. Com-
munity organizations that are faith-based, nonprofit, civic, social
support–related, or education-focused serve as the foundation of
community engagement. Because many Black people and people
in other underrepresented minority groups are often not included
in health decision making and policy development, we developed
an integrated academic health care system and community coali-
tion to address complex health challenges and stretch and test the
capacity of traditional health systems to reduce the burden of
COVID-19. This article describes the development of this coali-
tion.

 

 

Call to Action
Coalition recruitment

The chair of the Emory Healthcare board of trustees charged 2
health care board members to lead a group of clinicians, research-
ers, educators, and health advocates to mitigate disparities and de-
termine how the health care system could play a role in reducing
the disproportionate burden of COVID-19. This charge led to the
development of the Community Outreach and Health Disparities
Collaborative (Table 1). This team comprised health care profes-
sionals and leaders from the disciplines of pharmacy, public
health, nursing, medicine, and health care operations. A major ini-
tiative of the team was to unite trusted community leaders from
faith-based, nonprofit, education, civic, and health sector organiza-
tions to work with the health care system and university to devel-
op tailored approaches and mobilize support within the context of
the communities’ cultural and individual needs to reduce the bur-
den of COVID-19. A steering committee was established and cre-
ated 4 work groups to achieve the goals of the team: 1) messaging
— aimed at developing targeted message content and engaging
community representatives, such as social influencers and academ-
ic experts, to provide education and promote best practices for
COVID-19 prevention and intervention; 2) research — focused on
advancing new knowledge and scholarship in health disparities
specific to COVID-19; 3) data — integrates data sources to ana-
lyze and identify populations experiencing disproportionate im-
pact in order to direct resources and target interventions; and 4)
community partnerships — connecting with trusted community
leaders (faith-based, civic and other organizations, businesses, and
others) for bidirectional learning, feedback, and collaborative in-
terventions.

The president of the health system was tapped as the executive
sponsor of the collaborative to ensure connection to the health sys-
tem’s COVID-19 response efforts and accountability to the direct-
ive of the board of trustees. Weekly reports were made to the col-
laborative’s COVID-19 Incident Command Center, and quarterly
reports were made to the board. The established steering commit-
tee comprised the board of trustees’ cochairs, senior university and
health system leaders, innovation and data experts, public health
department representatives, and a leader of a local medical associ-
ation for Black physicians. They met weekly to develop the stra-
tegic work plan, engage participants, and evaluate sources of fund-
ing to support intervention efforts. After 3 months, the steering
committee added a health system director of community engage-
ment and began to field requests for COVID-19 program support
partnerships. The steering committee provided the key benefit of
centralized leadership, decision making, triage of requests for
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community partnerships, and a vector of escalation of barriers to
the Incident Command Center for mitigation.

The messaging work group comprised university and health care
educators with marketing and communication system resources.
This group developed segmented marketing strategies to leverage
messengers representative of the community as a trusted voice to
educate and inform communities of focus and community leaders
on COVID-19 and prevention strategies. A speaker’s bureau was
established to harness and promote these voices to the community.
Personal and organizational print and social media platforms were
leveraged to produce informative ads and videos. Virtual educa-
tional webinars were designed and conducted in partnership with
community organizations for further outreach. A targeted mes-
saging campaign leveraging a text messaging opt-in/out platform
directed recipients to symptom evaluation tools for COVID-19
and to testing sites and provided additional preventive health re-
minders. Outputs of this work group are measured by number of
community-representative messengers, impact of each media plat-
form, and the attendance of educational sessions.

The data group comprised innovation, health system operations,
and research experts working with state and local departments of
health to analyze data to establish a strategy to identify hot spots
and blind spots of COVID-19 disparities. Partnerships and data
agreements to coalesce data streams to produce results are key out-
puts for the work group to design a dashboard for ongoing monit-
oring and analysis. This information can be leveraged to design a
tailored intervention based on the needs of the identified popula-
tion of focus, and it was used to develop the text messaging cam-
paign for targeted recipients. Dashboards continue to raise aware-
ness regarding COVID-19 disparities and can be monitored for the
closure of the identified disparity gap.

Shared learning of the experiences of mobilizing health care to re-
spond to the community during the pandemic and health disparit-
ies research was important and required its own goals to ensure ac-
countability to the academic mission. Research outputs can be
measured by the number of publications and grant-supported
projects addressing these specific topics.

The final component of the framework required engaging trusted
community partners to ensure wider usage of COVID-19 pro-
grams, testing, treatment, vaccination, and interventions among
economically or socially marginalized populations experiencing
disadvantage. We leveraged a parallel effort to establish a com-
munity partners advisory board for the work of the collaborative
and aid community-based intervention research. A customized
email account was created to manage communication to potential
community partners. The members of each work group reached
out to their personal and professional networks, which represent a

diverse group associated with communities experiencing disad-
vantage (Figure). Colleagues from academic, health care, and
community settings were contacted and given a call to action
memorandum informing them of the need to support communities
most disproportionately affected by COVID-19 and requesting
their immediate support. The memorandum outlined the context of
the problem and potential solutions. Memo excerpt:

Emory Healthcare has formed a COVID-19 task force to address the
health disparities that exist in vulnerable and underserved com-
munities. As part of this task force, the research collaborative is
pursuing grant opportunities. We are proposing to rapidly identify
hot spots in vulnerable communities in the state of Georgia, to facil-
itate the connection of these communities to local prevention and
treatment resources. We will do this through deployment of our ex-
isting community partnerships, our COVID-19 Symptom Check tool,
and by delivery of a multi-level intervention targeted at leaders and
individual community members. Our approach will be iterative and
use community-based participatory implementation research meth-
ods. We envision this effort evolving into a national program for rap-
id identification of COVID-19 hot spots. Currently, we are seeking
community partners and advisory board members that are inter-
ested in supporting our proposed efforts.

Figure. Outreach collaborative key representatives in a framework for
mobilizing health care to respond to the community within the COVID-19
pandemic. Abbreviation: CEO, chief executive officer.

Coalition response

Within 5 days of the call to action memorandum being sent, we re-
ceived commitments from 36 individuals statewide. Support was
received from individuals recovered from COVID-19 (n = 4) and
representatives from academic centers (n = 6), health care organiz-
ations (n = 6), business and community groups (n = 15), and civic
and education agencies (n = 5). These supporters became our com-
munity partners. All community partners were asked informally to
commit to a 2-year period of involvement. A multiprong virtual
communication strategy was used to engage community partners,
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given social distancing guidelines, including 1) advisory meetings;
2) developing an organizational structure that gives community
partners equal decision‐making abilities and virtual attendance at
research meetings; and 3) fostering bidirectional learning oppor-
tunities through virtual chat platforms. Surveys were then admin-
istered to help identify themes of community concerns and barri-
ers, which were used to inform discussion and set common goals.

Individuals who recovered from COVID-19 were asked to provide
details of their journey to inform the work and direction of the
group. An engagement survey was distributed to partners for feed-
back on strategies and interventions that require support to mitig-
ate disparities in COVID-19 communities of focus (Box 1). We
also surveyed key informants and community partners (Box 2).
We were interested in learning their concerns, ideas, and perspect-
ive as the team worked toward designing and implementing meth-
ods to effectively reach communities disproportionately affected
by COVID-19 and other chronic illnesses. Engagement and time
commitment preference were also assessed to inform the best way
to communicate with the community partners advisory board.

Box 1. Inteview Questions for Key Informants

What was your personal experience with COVID-19?

How did this affect your interactions with family and friends?

Where did you have your COVID-19 testing performed? Was there informa-
tion within your community to help guide you through the process?

Did you have personal experiences during your COVID-19 illness that you
felt were different because you are from a minority racial group?

Do you know where/how you contracted COVID-19?

What resources, if any, did you use in your community to obtain more in-
formation about COVID-19?

What do you think can be done differently to help underserved and minor-
ity populations in Georgia who have been hard hit by COVID-19?

What resources do you think would have been the most helpful for you (or
anyone else) diagnosed with COVID-19?

What else would you like to share?

Box 2. Survey Questions for Community Partners

Description of the community you represent.

What are the top 3 concerns you have relative to the impact of COVID-19
in the communities you represent?

What do you consider to be the greatest barrier to COVID-19 testing in your
community?

What do you consider to be the 3 greatest barriers to masking and other
COVID-19 disease prevention efforts in your community?

What messages regarding the COVID-19 pandemic are most important for
your community to hear?

Who are the most effective leaders/community partners to deliver trusted
messages to the communities you represent?

Would your organization be interested in partnering with Emory to provide
free consultations/educational seminars regarding COVID-19? If yes, what
kind of consultation would be most helpful?

How would you like to be involved in the Emory Collaborative effort?

Would you be interested in having a meeting (videoconference) with the
collaborative and other community partners to further discuss initiatives?

Twenty-six community partners responded to the survey (re-
sponse rate, 72%). More than half (65%, n = 17) of the partners
were interested in partnering with us to provide free consultations
or educational seminars regarding COVID-19. Community part-
ners shared a desire to have access to health care consultants for
education on COVID-19–related topics. In response, we formed a
speaker’s bureau that could be shared with community partners
where they could select speaker packages for sponsored events.
We also plan to host several education forums that will allow com-
munity partners to network. Topics for future forums include risks
and benefits of returning children to school in the state of COVID-
19 spread, how to engage with others who will not follow the
COVID-19 spread prevention recommendations, the impact of
physical distancing on social isolation experienced during
COVID-19, COVID-19 “Truth and Lies” addressing misconcep-
tions of who is affected by COVID-19, and promotion of our new
normal in COVID-19 times — what can we do safely.

Additionally, 58% (n = 15) of the community partners expressed
that COVID-19 testing and access to health care were major con-
cerns for their communities, with testing availability being the
greatest barrier to testing. A few partners (12%, n = 3) expressed
fear of government documentation as a barrier to testing. After the
team reviewed the survey results, 2 discussion sessions were held
with community partners to further discuss mobilization and next
steps. The following themes emerged from these discussions:
aging community, connecting the community, access to health
care, patient/family experience, staying connected to health care
providers during the pandemic, and COVID-19 vaccine trials.
These emerging themes will inform the future directions of com-
munity outreach efforts.

Interested community, academic, and health care partners will be
added on a rolling basis. To maintain the level of engagement,
routine meetings (in-person or virtual) are being held to identify
problems and strategize solutions to improve outcomes for com-
munities disproportionately affected by chronic disease. The com-
munity partner advisory board also has direct access to medical
experts through the established speaker’s bureau. We are fre-
quently communicating with the group through quarterly newslet-
ters to share updates and emails for time-sensitive information.
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Strengths and Weaknesses
The key strength of our framework for mobilizing health care
through community engagement lies within the unique nature of
the multidisciplinary partnerships that have the capacity to reach
disproportionally affected communities or those with longstand-
ing issues of mistrust in the health care system (11–14). Lever-
aging key influencers and community partners is important in ad-
dressing many of the health disparities amplified by the COVID-
19 pandemic. People with low literacy (and limited health care lit-
eracy) need culturally competent, relevant resources and the abil-
ity to give their feedback to a trusted community advisor who can
help encourage changes to health behavior. Another strength asso-
ciated with our community partnership model is that it is low in
cost to implement, which makes this a feasible approach for low-
resource or rural settings. Lastly, once developed, the partnerships
can be leveraged to disseminate information about vaccine devel-
opment and deployment or be a resource in the event of future
public health emergencies.

The limitations associated with this framework are similar to those
of other volunteer-based programs. Many community partner-
ships are created based on previously established relationships
with individuals and organizations. Community partners could be
lost because of a lack of participation in an ongoing collaboration
without financial incentives or simply because of a lack of time
because of other commitments. To address these weaknesses, part-
nerships should capitalize on momentum and develop strategies
that will ensure community partners remain continually engaged
through frequent meetings and directed action items. It would also
be fruitful to have community partners serve in leadership roles
within the collaborative to promote shared governance and foster
trust with the community.

Implications
This framework for mobilizing health care for community engage-
ment will remain in place beyond the COVID-19 pandemic. The
unique nature of these partnerships should be valued and can as-
sist organizations with removing barriers that can hinder com-
munity partner and member participation to improve the health
status of many groups experiencing disadvantage. Surveys to com-
munity members, partners, and groups are critical for assessing
their needs to create a purposeful and meaningful agenda to effect
change. Connections to the local community will play an increas-
ingly important role as the pandemic continues and can be a way
to prevent the spread of misinformation and promote public health
best practices. Empowering trusted community leaders is essential
to the effective dissemination of a vaccine or information concern-

ing COVID-19 vaccine trials where participation from racially di-
verse communities remains underrepresented (15). It is important
to have appropriate messaging delivered by trusted voices who re-
flect the community being served.

Having support from the administration of the health care system
facilitated the prompt execution of this framework. More specific-
ally, the board of trustees held the collaborative accountable and
expected routine reports to ensure that the population of focus re-
ceived deliverables and resources. We also found that it was
meaningful for us to have work groups focusing on messaging and
education, data, research, and community partnerships because the
output for each group contributed to the goals of another group.
We recommend that interested health care organizations adapt this
framework to their organizational culture and include these focus
areas within their structure to meet their established goals. It is im-
perative for organizations that have existing collaboratives and ef-
forts addressing health disparities to include key collaborators
such as innovators and persons to serve on the front line to engage
in the community. In a broader sense, this framework can be used
to better prepare economically or socially marginalized communit-
ies for future public health emergencies as well as provide insight
as the organization looks at the disproportionate share of chronic
and other diseases among underrepresented minority and margin-
alized populations.
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Table

Table 1. Community Outreach and Health Disparities Collaborative Framework for Mobilizing Health Care to Respond to the Community During the COVID-19 Pan-
demic

Element Governance Messaging and Education Data Research
Community

Partnerships

Goal Develop and implement a
strategy for the
collaborative to address
the disproportionate
impact of COVID-19 on the
health system patient
service areas

• Tailor public-facing
education engagements and
materials for
disproportionately impacted
communities

•

Establish a speaker’s
bureau of messengers that
reflect the community
served

•

Identify COVID-19–impacted
community hot spots and
blind spots

•

Develop reporting strategy to
guide current and future
disparity awareness

•

Develop and
implement a research
platform to publish
findings and
interventions of the
collaborative

• Establish a
community partner
advisory board for
bidirectional
learning and
feedback

•

Input Members: health system
president, board of
trustees, senior academic
leader, senior health
system leader, innovation
leader, health system data
analytics leader,
community leader(s)

• Subject matter experts on
health equity, health
disparities, infectious
diseases, chronic disease,
public health, vaccination,
community outreach, COVID-
19

•

Social influencers and
marketing expertise for
targeted communities

•

Public health data, health
system data, and research
data collaborators

•

Data streams: symptom, race,
ethnicity, age, language,
comorbidity, social
determinants of health

•

Health disparities
researchers

• Community
partners and
leaders

•

Output Steering committee with 4
work groups

•

Strategic plan•
Health system resource
support

•

Virtual and in-person
education events

•

Messaging campaigns on all
platforms — print/radio/
social media

•

Speaker’s bureau•

Dashboard illustrating chronic
disease, health disparity, and
social determinants data

•

Continuous analysis and
recommendation of hot spot
and blind spot interventions

•

Assess and promote
health disparities
research

•

Develop COVID-19
health disparities
research questions
and shared learning
framework

•

Advisory meetings•
Education events•

Metrics Steering committee
engagement

•

Work group goals met•
Amount of secured funding•

Number of messengers
reflecting the community

•

Impact of messaging
campaigns on platforms —
print/radio/social media

•

Attendance of education
events

•

Improvement of identified
health disparity gap

• Number of grant-
supported health
disparities and COVID-
19 projects

•

Number of published
health disparities and
COVID-19 projects

•

Survey
participation

•

Meeting
attendance

•
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