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Call to Order, Welcome and Introductions  
CAPT Samuel Wu  
Designated Federal Officer, Office of Minority Health 
  
CAPT Wu opened the fourth meeting of the COVID-19 Health Equity Task Force (HETF) by 
welcoming attendees to the meeting and wishing them a happy Asian American, Native 
Hawaiian, and Pacific Islander Heritage (AANHPI) month. CAPT Wu thanked Dr. Minh Wendt 
for serving as the Designated Federal Officer for the past two meetings while he was on 
deployment. CAPT Wu also thanked the leadership of the Office of Minority Health (OMH) to 
include RADM Felicia Collins, CAPT Danny Nguyen, Ms. Roslyn Holliday-Moore, and Dr. 
Martin Mendoza for their support during his absence. He reminded attendees that the meeting 
was being live streamed and recorded and that the recording would be available for viewing at a 
later time. Additionally, all materials presented in the meeting would be available 
at minorityhealth.hhs.gov/hetf. CAPT Wu noted that American Sign Language (ASL) interpreter 
services were available for the meeting and closed captioning was available at both hhs.gov/live 
and the OMH YouTube channel. CAPT Wu welcomed members of the public to provide 
comments as stated in the meeting notice published in the Federal Register by emailing 
COVID19HETF@hhs.gov no later than 7 days after the meeting.  
  
Opening Remarks  
Marcella Nunez-Smith, M.D., M.H.S.  
Chair, COVID-19 Health Equity Task Force  
 
Dr. Nunez-Smith introduced the meeting by stating its objective: to discuss interim 
recommendations to address xenophobia and discrimination. She highlighted that xenophobia 
and discrimination drive COVID-19 and other health inequities at the structural level. She noted 
that a long history of racialized and targeted policies and practices in this country in housing, 
nutrition, education, healthcare, policing, immigration, and employment has functioned to 
marginalize too many, systematically limiting access to opportunity. Further, she stated that 
history remains all too present in the current COVID-19 landscape as communities of color have 
been overrepresented in COVID-19 infections, hospitalizations, and deaths and underrepresented 
in access to lifesaving therapies and vaccinations.  
 
She reminded Task Force members that today’s meeting marked 1 year after Mr. George Floyd 
was killed by Minneapolis police and 100 years since the Tulsa Race Massacre, in which a 
thriving Black community known as the Black Wall Street was violently destroyed by White 
residents. Dr. Nunez-Smith acknowledged that the year-long conversation and reckoning 
following the collective witnessing of Mr. Floyd’s murder should be inseparable from the Task 
Force’s shared understanding of the effects of the COVID-19 pandemic and from the work of the 
Task Force. 
 
Dr. Nunez-Smith acknowledged that while experiencing discrimination and racism is not new to 
the AANHPI communities, the COVID-19 pandemic has heightened inflammatory and 
xenophobic rhetoric and tragic action. These events called for President Biden to issue a 
memorandum condemning racism, xenophobia, and intolerance against the AANHPI 
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communities, followed by the Department of Justice’s agency-wide initiative to address and 
prevent race-based hate crimes. Further, she mentioned that the COVID-19 Hate Crimes Bill was 
recently passed into law, the Centers for Disease Control and Prevention (CDC) declared racism 
as a public health threat, and that over 208 Federal, State, and local entities have declared racism 
a public health crisis or emergency. 
 
In closing, Dr. Nunez-Smith reminded the Task Force that xenophobia and discrimination affect 
all citizens. She then reviewed the meeting agenda and recognized the contributions of the 
Federal staff, Task Force members, subcommittee members, and subject matter experts who 
have contributed to the body of interim recommendations thus far. 
 
After Dr. Nunez-Smith’s opening remarks, CAPT Wu performed a roll call of the HETF 
members and announced a quorum for the meeting. 
 

Updates from HHS 
VADM Vivek H. Murthy, M.D., M.B.A.  
U.S. Surgeon General  
 
VADM Murthy expressed gratitude to the Task Force for their work and for being invited to 
attend the meeting. He shared his own personal experience as an immigrant child growing up in 
Miami. At times, he felt different from others and reminded the Task Force and audience of our 
collective responsibility to remedy injustices. Xenophobia and discrimination affect health 
outcomes and are mediating factors to loneliness and isolation. He explained that whether from 
physical trauma or emotional trauma as an adult or child, the results profoundly impact the 
likelihood of developing substance use disorder, depression, anxiety, and/or other physical 
illnesses and conditions.  
 
VADM Murthy noted that people respond to trauma in different ways. Trauma induces shame 
and powerlessness, and it can prevent someone from seeking help when they need it the most. 
Persons who experience racism and xenophobia are at increased risk of feeling isolated and 
lonely but may also face mental health complications, increased incidence of dementia, 
experience sleep disturbances, and meet premature death. He stated that a growing body of 
research tells us that in the face of trauma, including deep trauma, one of the greatest sources of 
healing we have is community and connection. VADM Murthy reminded the Task Force and 
audience that our relationships with one another have the power to heal. As agents of healing, 
through the power of our relationships, we can address some of the deep trauma that so many 
people have experienced in our country. 
 
Regarding priorities for the country, VADM Murthy stated that COVID-19 will remain a 
primary focus, with three additional issues being mental health, substance use disorder, and 
equity. He explained that while these issues were certainly present prior to the pandemic, they 
have been exacerbated by COVID-19. In closing, VADM Murthy stated that equity is more than 
providing people with equal access to care or ensuring that people have good health outcomes. 
Equity is a statement of value. It’s an affirmation of who we are as a community and the 
standards we choose to live by. VADM Murthy shared that equity should be a lens through 
which we examine issues. It should be a metric that we use to guide our progress when 
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addressing the COVID-19 pandemic or any other public health challenges that our country might 
face. 
 
Panel Presentation and Discussion 
Two invited speakers, Dr. Winston Wong and Dr. David Williams, presented on xenophobia and 
discrimination and how they drive COVID-19 and other health inequities for racial and/or ethnic 
minority communities. The presentations were followed by a brief discussion period. 
 
Winston Wong, M.D.  
Scholar-in-Residence  
UCLA Kaiser Permanente Center for Health Equity  
 
Through interactive dialogue with the Task Force members, Dr. Wong addressed how the Task 
Force subcommittees should take on the questions regarding xenophobia and some of the 
specific issues around AANHPI health. 
 
Dr. Wong shared the following data points for the Task Force to consider: 

• The majority of Asian Americans (59%) are foreign born, but when you add in Native 
Hawaiians, Pacific Islanders, and other populations that have compacts with or were 
under the governance of the United States since World War II, assumptions can be 
misleading. 

• Thirty percent of Asian American households are intergenerational, with potentially three 
generations living in one household, which is atypical of American households that are 
predominantly nuclear and one generation. This has implications for how to address 
issues with COVID-19 contact, screenings, and vaccination follow-up as these require 
looking at the individual within his or her household context. 

• Although about 20 percent of medical students are of Asian descent and approximately 
21 percent of the actual medical workforce, Asian Americans still experience issues 
accessing healthcare due to language barriers. An estimated 33 percent of the Asian 
American population is considered limited in English proficiency. 

 
Dr. Wong also added that in 2020, one in eight Asian Americans experienced some form of anti-
Asian hate incident.  
 
These factors, along with socioeconomic status and access to interpreter services, have a 
profound impact on the risk of infection and access to and utilization of care and resources as it 
pertains to COVID-19 and other issues. Dr. Wong elucidated that some data suggest that the 
Asian American population case fatality rate is disproportionately higher than that of the general 
population.  
 
Dr. Wong recommended that the Task Force deliberately address factors associated with 
exacerbating xenophobic ideology and action considering the White House’s recent declaration 
to accelerate the examination into the origins of COVID-19 and any association with the Wuhan 
Virology Laboratory. He explained that historically, when international fears rise between the 
United States and a country in Asia, it has had a direct and profound impact on the relationships 
of Asian Americans and the general community. 
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To further illustrate the sensitive nature of this issue, Dr. Wong reminded the Task Force of the 
killing of Vincent Chin by a group of disgruntled autoworkers in Michigan who associated the 
industrial downturn of the U.S. car industry with Japanese inroads into the auto industry. He also 
pointed to the relationship between Japan and the United States during and post World War II 
that resulted in the incarceration internment of Japanese Americans. 
 
Dr. Wong emphasized the important role of the Task Force to examine, anticipate, and find ways 
to mitigate any xenophobic response to the investigation and/or potential findings of the origins 
of COVID-19. Another recommendation is to intentionally engage local leaders of diverse 
AANHPI communities in the planning and execution of efforts and to be proximal to smaller 
groups of AANHPI communities to effectively mitigate COVID-19 discrimination and 
xenophobia.  
 
Dr. Wong noted that marginalization is a keystone of operative discrimination of AANHPI 
public health efforts. When we marginalize the contributions of Asian American mortality to 
overall mortality rate, we effectively say that this population does not matter. Further, when we 
say that not enough people speak a specific language to reach out to members of a community, 
we are marginalizing and effectively discriminating against that community. When we say that 
the community can care for its own people with its own resources, we are effectively 
marginalizing the population. When we say we don’t have enough data to reach conclusions, it 
provides us cover to discriminate against smaller populations, which could result in devastating 
consequences. 
 
Dr. Wong explained the importance of understanding the history and economic and political 
context of Native Hawaiians and Pacific Islanders specifically, as they are frequently blanketed 
under the larger Asian American category.  
 
Another recommendation made by Dr. Wong to the Task Force is to avoid subliminally 
expecting Asian American healthcare professionals to subjugate or subsume any comment or 
perspectives they have on the discrimination or personal attacks on their ethnic background as a 
member of the AANHPI community.  
 
In closing, Dr. Wong emphasized the need to acknowledge that some members of the AANHPI 
community are not only critical parts of essential health workers but essential workers in general. 
However, the prevailing narrative of a college-educated, socially mobile workforce of Asian 
Americans does a disservice to the diversity of socioeconomic backgrounds across the AANHPI 
population. 
 
Interpersonal Stress Linked to Racism: Racial Bias and its Health Consequences 
David Williams, PhD  
Chair, Department of Social and Behavioral Sciences  
Harvard T. H. Chan School of Public Health  
 
Dr. Williams discussed aspects of racism that have direct consequences for health with a specific 
focus on interpersonal stress linked to experiences of racial discrimination.  
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Dr. Williams explained that when referring to racism, there are three main mechanisms by which 
it impacts health: (1) the structure of society and larger social forces, (2) mechanisms of 
institutional or structural racism, and (3) the role of residential segregation, which shapes access 
to opportunity in American society. Dr. Williams noted an emphasis on individual 
discrimination, the subjective experience of being treated unfairly or poorly, recognizing that 
racism is deeply embedded in American culture, which leads to implicit biases and triggers 
discrimination. He noted that these processes are interrelated and support each other. 
 
Detailing the large body of evidence that points to disparities experienced by members of racial 
and/or ethnic minorities, Dr. Williams noted that persons of racial and/or ethnic minority 
communities tend to live in disadvantaged, segregated neighborhoods and have higher levels of 
exposure to acute and chronic stressors. Whether financial stress, work-related stress, or major 
life events or traumatic experiences, racial and/or ethnic minority communities have higher 
levels of these stressors. Not only do racial and/or ethnic minorities have high levels of stress and 
experiences of trauma, research supports that there is greater clustering of stresses in these 
communities, resulting in multiple stressors and/or traumatic experiences. 
 
While the psychosocial and economic stressors are well known, Dr. Williams noted that we often 
downplay the effects of physical and chemical stressors like exposure to air pollution. He 
emphasized that all these factors profoundly shape health outcomes for racial and/or ethnic 
minority populations.  
 
The most widely used instrument to measure the impact of discriminatory-related stress on 
health is the Everyday Discrimination Scale, a scale developed by Dr. Williams, that has over 
450 papers published globally documenting the role of discrimination and stress from the little 
day-to-day indignities.  
 
Dr. Williams shared that in 2015, the American Psychological Association utilized the measure 
in its annual report on stress in America. Findings revealed that 1 in 3 Native Americans 
experienced everyday discrimination at least once a week or almost daily, whereas 1 in 4 African 
Americans, 1 in 5 Hispanics or Latinos and, 1 in 10 Whites and Asians reported those same 
experiences. Dr. Williams expanded on these findings which revealed that not all experiences are 
attributed to race alone. Further, he shared that research reveals that attribution of discrimination 
is not a determining factor on health outcomes, but that simply the experience of discrimination 
has negative health effects. In general, anyone who reports these experiences has poorer health 
outcomes irrespective of racial ethnic background. Dr. Williams noted that high levels of 
everyday discrimination are linked to an increased incidence of metabolic syndrome, 
cardiovascular disease, obesity, breast cancer, type 2 diabetes, adult-onset of asthma, high blood 
pressure, poorer sleep quality, shorter sleep duration, diagnosed mental health complications, 
emotional distress, and higher risk-taking behaviors. He went on to explain that everyday 
experiences of discrimination are attributed to lower levels of engagement with the healthcare 
system and follow through on physician’s recommendations. Dr. Williams explained that 
exposure to high levels of everyday stress is linked to multiple indicators of subclinical 
cardiovascular disease such as intima media thickness, coronary artery calcification, and visceral 
fat leading to atrial fibrillation or heart rate variation. Additionally, everyday discrimination is 
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linked to other indicators of biological dysregulation such as increased inflammation and cortisol 
as well as lower levels of telomere length.  
 
Dr. Williams expounded on the empirical evidence that everyday discrimination is an 
independent contributor. It is independent of income and education of socioeconomic status and 
to racial ethnic disparities in health. Indeed, he explained that the research suggests that there are 
hidden ways in which stressors linked to race and racism adversely impact health. For instance, 
he shared that high levels of online discrimination predict increased risk of depressive and 
anxiety symptoms independent of a global measure of adolescent stress and experiences of 
discrimination in offline context. Further, among Black and Latino adolescents ages 11 to 19, 
those who have seen someone from their racial group being arrested, beaten, and/or shot by the 
police reported higher levels of posttraumatic stress disorder and depressive symptoms in the 
following year.  
 
Noting data from 1990 to 2015, Dr. Williams shared that suicide rates among elementary school 
students have been stable for Latinos and for Asian Americans, declined for Whites, but have 
doubled for African Americans. These data are from vital statistics that do not shed light on the 
causes of increased incidences of suicide but do raise questions for us to explore the causes and 
drivers of these patterns. Dr. Williams noted that these data raise the question of what it means to 
be raised Black in America today. 
 
Pointing to increasing research attention to negative experiences with the police, Dr. Williams 
shared that for many minority children in the United States, especially African American or 
Latinx children, these negative experiences appear to be a rite of passage. He noted recent 
research findings revealed that 70 percent of Black mothers that were interviewed reported being 
“very concerned” that their children might be harmed by the police or their children might get 
stopped in a predominantly White neighborhood. 
 
Dr. Williams shared data recently published from the Fragile Families study of young people in 
20 cities across the United States. This study revealed that 23 percent of urban youth are stopped 
by the police by the age of 15. He noted that mothers of these youth who were stopped are twice 
as likely to report sleep difficulties linked to symptoms of depression and anxiety. Dr. Williams 
shared that these incidents have a spillover effects on the health of African American adults. 
 
In another study led by Dr. Williams, the research team looked at a database of every police 
shooting in the United States over a 3-year window. Then, the team linked it to data from the 
CDC on the mental health of the population in every State. Dr. Williams explained that every 
police shooting of an unarmed Black person led to worse mental health of the entire Black 
population, not just the family and friends but the entire Black population in the State in which it 
occurred for the next 3 months.  
 
Dr. Williams shared that there is documented adverse impacts of police shootings on the 
community. However, he noted that the effect is specific to police shootings of unarmed African 
American males. In cases where the African Americans were armed, there was no negative effect 
on mental health. He stated that these data suggest that it’s the perception of vulnerability that 
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comes from seeing someone being shot and the injustice that produces the negative health 
impact. 
 
The consequences of these higher levels of exposure to psychosocial and economic stressors in 
general and the stress of discrimination have a profound impact on indicators of biological aging. 
Indeed, Dr. Williams noted that African Americans are 7.5 years physiologically older than 
Whites. Some studies have found as much as a 10-year gap in biological aging. Indeed, data 
from the CDC show that by age 50 to 64, early onset of diseases such as high blood pressure, is 
observed among 61 percent of African Americans adults, compared to 41 percent among White 
adults.  
 
These factors have a profound impact on the health of persons affected by COVID-19. Dr. 
Williams shared data from a study of 12 New York City hospitals, which included nearly 6,000 
patients experiencing comorbidities. While only 6 percent of persons with COVID-19 were 
hospitalized, 88 percent had comorbidities. For instance, 57 percent had diagnosed hypertension, 
42 percent were obese, one third had a diagnosis of diabetes mellitus, and 18 percent had heart 
disease.  
 
Dr. Williams explained the challenges he has experienced throughout his career in researching 
and documenting the impact of racism, discrimination, and environmental stressors on the health 
of racial and/or ethnic minority communities. He illustrated that academic journals have been 
dismissive of the research. Indeed, he had been advised by reviewers that the term “racism” does 
not belong in a scientific paper. He went on to explain that the reviewer told him that “racism is 
an ideological concept that cannot be measured.”   
 
Dr. Williams noted that there is a need to balance what we now know as evidence of the effects 
of racism and discrimination with greater attention to identifying the protective factors that shape 
health outcomes as well. 
 
Concurring with the Surgeon General’s comments earlier in the meeting, Dr. Williams 
highlighted findings from a study he conducted among African American teenagers in Georgia 
and exposure to discrimination at ages 16, 17, and 18. He revealed that by age 20, the teenagers 
exhibited higher levels of stress hormones including cortisol, epinephrine, and norepinephrine. 
Additionally, high levels of blood pressure, inflammation, and elevated body mass index were 
observed. He added that the research uncovered the association between discrimination and 
biological dysregulation at age 20 and the extent to which high social support is a mitigating 
factor to some of the negative effects of exposure to discrimination and racism. Dr. Williams 
noted that a national study also found that religious engagement among African Americans 
helped to reduce some of the negative effects of discrimination on health.  
 
Dr. Williams challenged the Task Force to think of ways to prevent the occurrence of racism and 
discriminatory experiences among racial and/or ethnic minority communities as a means of 
preserving and restoring good health through supporting a sense of community, respect, and 
dignity. In closing, Dr. Williams shared a quote by Martin Luther King, “True compassion is 
more than flinging a coin to a beggar; it understands that an edifice which produces beggars 
needs restructuring.”  
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Discussion 
Dr. Wong asked Dr. Williams if there were any data to suggest that communities of color who 
experience racism and discrimination have a predilection toward long-term sequelae of the 
diseases noted. Dr. Williams replied that while he is unaware of any published research, there is 
reason to believe that long-term sequelae may exist as the evidence is clear on the adverse 
impacts from high levels exposure. Additionally, communities of color have a disproportionate 
rate of mortality and experiences of grief, a well-known source of stress. 
 
Dr. Williams referred to a recently published opinion piece in the Journal of the American 
Medical Association that illustrated that communities of color have been disproportionately 
affected by the economic stress of the pandemic in addition to illness and loss of life. He 
explained that the research suggests that populations of color and persons with an income of less 
than $40,000 have been disproportionately impacted by the pandemic, regardless of racial or 
ethnic background. Dr. Williams noted that the data support the assumption that communities 
experiencing racism and discrimination have a predilection toward long-term sequelae from 
illness and disease. 
 
Dr. Khaldun asked Dr. Williams if he could speak on the matter of maternal and infant morbidity 
and mortality in addition to the concept of social support as a mitigating factor as it relates to 
maternal and infant health outcomes. 
 
Dr. Williams replied that while there is some evidence to suggest that social support can be a 
source of stress, the evidence supports that social ties can be protective of a broad range of 
stressors, including the stress of discrimination. In terms of the effects of racism and 
discrimination on maternal and infant health, Dr. Williams explained that there is a well-
documented linkage between discrimination and poorer maternal outcomes. Additionally, there 
is a larger growing body of studies that document experiences among pregnant women and the 
negative effects on maternal and infant health. He pointed to data documenting the association 
between poor health during the first year of life and maternal experiences of discrimination. 
Additionally, both paternal and maternal experiences of discrimination have been associated with 
poorer health outcomes during the first year of life. Dr. Williams noted that there has been less 
emphasis on protective mechanisms on paternal, maternal and infant health.  
 
Mr. Imparato asked both Dr. Williams and Dr. Wong if there are any long-term implications for 
the field of psychiatry and other mental health clinicians in response to stressors and if traditional 
psychiatry is sufficient for responding to racial and discriminatory stress.  
 
In his reply, Dr. Williams noted that healthcare providers should screen for experiences of racial 
and discriminatory stressors. He cautioned that patients may not volunteer their experiences if 
the provider is not of similar race and/or ethnicity because of fear of judgment. He also 
expounded on the paradox in the mental health literature that African Americans have 
historically demonstrated lower rates of depression and anxiety than their White counterparts. 
While we are seeing higher rates of suicide among our young African American population, for 
hundreds of years suicide was not prevalent. We are now seeing the gap narrow among young 
African Americans, reflecting increasing rates of suicide among African American young 
people. 
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Dr. Williams pointed to the largest study of African American and Caribbean immigrants in the 
United States and mental health. He explained that these data showed lower rates of current, last 
year, and lifetime rates of depression; once depressed, their symptoms were severe enough to 
induce impairment. Additionally, he added that they were less likely to receive treatment and 
their depression was both chronic and persistent. Dr. Williams noted that while there seem to be 
some resources to protect individuals from the onset of depression, once symptomatic the 
outcomes are suggestive of the need for improved access to mental health treatment and to 
reduce the stigma of mental health among the African American and Caribbean immigrant 
communities. 
 
Dr. Wong underscored the critical importance of understanding the cultural and linguistic 
context of the population being served. As an example, he noted that the term “depression” does 
not exist in the Cantonese vocabulary despite historically elevated rates of suicide among elderly 
Chinese women. He added that the rates of individuals expressing experiences of social isolation 
is high among this same population, leading to the assumption that there is a need to bridge 
cultural competency within the Western framework around issues of depression. Dr. Wong also 
mentioned that in Japan, the rates of suicide are high among younger Japanese women. 
Therefore, there may be a need to validate cultural differences among newly immigrated 
Japanese women within the cultural and social sciences as they apply to classic psychiatry. 
 
Introduction of Ex-officio Members 
The new HETF member, Dr. Pritesh Gandhi briefly introduced himself, summarized his 
background, and highlighted experiences relevant to the HETF charge.  
 
Dr. Pritesh Gandhi, Chief Medical Officer at the Department of Homeland Security, is an 
internist and pediatrician by training with a background in public health.  
 
Subcommittee Presentations and Discussion 
Dr. Martha Okafor shared the topic for this month’s sprint, discrimination and xenophobia that 
are related to and either caused or worsened by the COVID-19 pandemic. 
 
Dr. Okafor introduced the four HETF subcommittees: (1) Healthcare Access and Quality; (2) 
Communications and Collaboration; (3) Data, Analytics, and Research; and (4) Structural 
Drivers and Xenophobia.  
 
This Task Force—under the Executive Order—is responsible to make recommendations for 
mitigating the health inequities caused or exacerbated by the COVID–19 pandemic and for 
preventing such inequities in the future.   
 
The four sub-subcommittees work intensely and effectively to provide:  

(1) Recommendations for how agencies and State, local, Tribal, and territorial officials 
can best allocate COVID-19 resources, in light of disproportionately high rates of 
COVID-19 infection, hospitalization, and mortality in certain communities and 
disparities in COVID-19 outcomes by race, ethnicity, and other factors, to the extent 
permitted by law;  
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(2) Recommendations for agencies with responsibility for disbursing COVID-19 relief 
funding regarding how to disburse funds in a manner that advances equity; and  

(3) Recommendations for agencies regarding effective, culturally aligned communication, 
messaging, and outreach to communities of color and other underserved populations in 
addition to addressing equity data shortfalls. 

 
Dr. Okafor lifted the following common themes. 
 
Mandate Data Collection, Harmonization, and Integrity  

• Adopt a common definition of a hate crime, develop a standardized database and forms 
for surveillance 

• States, Tribes, and territories should continue to support and expand reporting 
mechanisms 

• Improve data related to hate crimes, experiences with discrimination, and racist acts 
• Acknowledge that racial and ethnic groups are not homogenous and collect data that 

allow a more granular understanding of impacts with subgroups of broad populations, 
such as AAPI  

• Establish efforts to track and report, in real time, population health and health outcomes 
of persons who are incarcerated and other minoritized groups  
 

Expand Services in Marginalized Communities 
• Strengthen housing assistance programs and enforce housing and lending discrimination 

laws, including restoring the Affirmatively Further Fair Housing (AFFH) rule 
• Increase investments in full-service community schools and support State-level cross-

agency partnerships to provide free meals 
• Increase funding under Title IV of the Elementary and Secondary Education Act 
• Invest in American jobs and American families, and rebuild and fund equitable childcare 

and early learning systems 
• Fully fund services to Tribal communities (Indian Health Service [IHS], the Food 

Distribution Program on Indian Reservations) 
 
Engage Communities 

• Launch a formal partnership with national medical associations and allied health 
professional organizations on inclusion and equity 

• Increase resources that accurately include the contributions of marginalized and 
minoritized communities in history 

 
Increase Awareness and Access to Services 

• Proactively communicate eligibility for new and existing programs to minority, 
marginalized, and minoritized groups  

• Increase awareness and access through partnerships and providing information in 
multiple languages, in various accessible formats, and locally  

• Combat misinformation on health and public health measures, such as vaccines 
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Healthcare Access and Quality Subcommittee 
Tim Putnam, D.H.A., E.M.S. 
 
Problem Statement 1: The COVID-19 pandemic has worsened structural racism and has 
increased conscious and unconscious bias in healthcare access, coverage, and treatment. This has 
particularly affected marginalized populations who, due to identity, geography, and economic 
status, are less likely to receive the highest standard of care or any care at all. 
 
To address the first problem statement, the subcommittee presented the following 
recommendations:  

(1) Fund research to understand (a) the impacts of structural racism, including the processes 
of implicit bias and (b) test interventions that disrupt and change these processes toward 
sustainable solutions.  

(2) Create funding and incentives to research, identify, and implement interventions to 
address internet and food deserts and expand social service support to affected 
communities. 

(3) The Federal Government should collaborate with local municipalities to assist with 
appropriate housing regulations for migrant workers. 

 
Problem Statement 2: Healthcare interventions, research, and clinical guidelines are biased and 
not tailored to several minoritized or rural populations. 
 
To address the second problem statement, the subcommittee presented the following 
recommendations:  

(1) Encourage the removal of legal and policy barriers that impede discrimination-free 
healthcare. 

(2) Require transparency in reasoning and computer coding as well as equity analyses for 
racial, ethnic, gender, and other biases in clinical practice guidelines as they relate to 
health-related algorithms and artificial intelligence and health information technology. 

(3) Assess clinical practice guidelines, health-related algorithms and artificial intelligence, 
and health information technology and correct for discrimination, racism, and biased 
practices, e.g., require pulse oximeters to accurately read every patient’s oxygen 
saturation regardless of skin thickness or pigmentation. 

 
Problem Statement 3: During the COVID-19 pandemic, State and local governments have 
denied testing and vaccine access to several vulnerable groups and have shifted resources to 
preferential groups. This exacerbated existing health disparities, contradicted best public health 
practice, and is prolonging the pandemic. 
 
To address the third problem statement, the subcommittee presented the following 
recommendations:  

(1) Decisions related to vaccination distribution locations should be made by an independent 
authority that drives equity and the best interests of public health. This independent 
authority should establish mechanisms to hear regularly from diverse stakeholders to help 
inform their decision making. 
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(2) Federal, State, and local authorities should ensure that people in carceral settings are 
afforded access to testing, care, and vaccination and that release/decarceration is utilized 
as a public health intervention.  

 
Problem Statement 4: America’s healthcare system with coverage tied to employment has 
caused hospitals and physicians to leave areas with low employment rates and vulnerable 
populations, which further hindered access during the pandemic. 
 
To address the fourth problem statement, the subcommittee presented the following 
recommendations:  

(1) Declare healthcare access and coverage a human right and align federal policies and 
funding to secure this right. 

(2) Examine healthcare funding approaches that allocate resources for building and staffing 
healthcare facilities based on need and eliminate financial barriers to care, including 
premiums, deductibles, and copayments. 

(3) Increase funding for public health infrastructure and staff, targeting areas with the 
greatest healthcare disparities. 

(4) Support federal funding for community purchase of distressed hospitals and provide 
financial and technical support to ensure that they can continue operating. 

(5) Increase federal funding for IHS so that, at minimum, IHS has the resources to match the 
U.S. National Health Expenditure per person annual spending rate. 

(6) Require all Medicaid plans to reimburse Critical Access Hospitals at a minimum of the 
Medicare cost-based reimbursement rate. 
 

Discussion 
Dr. Vincent Toranzo highlighted issues regarding the politicization of the pandemic and a lack of 
equity within the COVID-19 response in several States, specifically the withholding of vaccines 
and testing from communities in need. This has resulted in these same communities being 
disproportionately affected by COVID-19, which has prolonged the pandemic. 
 
Dr. Homer Venters touched on equal access for people who are incarcerated. There are outbreaks 
just starting behind bars all over the country because these individuals have been denied 
equitable access to the most basic testing and vaccines because they happen to be in a detention 
or carceral setting. 
 
Relating to structural racism and unconscious bias in healthcare, Dr. James Hildreth thought it 
important to recognize that large datasets will be used in the future to develop algorithms and 
predictive algorithms to treat various disorders and diseases. Some of these algorithms are biased 
because the datasets used were incomplete in terms of having minority representation. So, it is 
important going forward to make sure that these algorithms apply equally well to minority 
populations as they do to majority populations.  
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Communications and Collaboration Subcommittee  
Mayra E. Alvarez, M.H.A. 
 
Problem Statement 1: Historical and continuing structural discrimination and racism, including 
bias among medical and allied health professionals, leads to physiological, social, and economic 
factors that increase risk for COVID-19. The pandemic unmasked and exacerbated underlying 
inequities in healthcare, housing, education, criminal justice, and finance systems and impacted 
the well-being of all communities, particularly those who are marginalized, minoritized, or 
medically underserved.  
 
To address the first problem statement, the subcommittee presented the following 
recommendations:  

(1) The Federal Government–led multipronged public-private awareness, education, and 
communications campaign focused on clarifying misinformation associated with vaccines 
and rebuilding trust in government will be strengthened and informed by stakeholders 
from diverse communities through regular engagement in order for the government to 
have a more comprehensive understanding of incidences of misinformation. It will also 
include a robust paid media strategy targeting communities who are marginalized, 
minoritized, or medically underserved. 

(2) The Federal Government should launch a formal partnership with national medical 
associations and allied health professional organizations to acknowledge racism and 
ensure we are inclusive and advancing equity.  

(3) Federal civil rights enforcement agencies should develop crisis standard of care 
guidelines that do not violate Federal civil rights laws. The Federal Government should 
work with States, Tribes, territories, and local governments to help them be better 
prepared for the next pandemic so that we can avoid shortages that lead to crisis 
standards of care. 

 
Problem Statement 2: References to the COVID-19 pandemic by the geographic location of its 
origin have stoked unfounded fears and perpetuated stigma about AAPI persons and have 
contributed to increasing rates of violence, harassment, and hate crimes against AAPI persons. 
Inflammatory and xenophobic rhetoric has put AAPI persons, families, communities, and 
businesses at risk.  
 
To address the second problem statement, the subcommittee presented the following 
recommendations:  

(1) The Federal Government should lead a multipronged public education campaign to 
educate and raise public consciousness about anti-Asian hate and ensure transparent, 
accurate communications to AAPI communities to support access to vaccines and other 
related supports and services.  

(2) The Federal Government should collaborate with State, Tribal, territorial, and local law 
enforcement partners and community groups to educate the public about available 
resources related to pandemic-related hate- or bias-related incidents (including best 
practices for reporting such incidents). 
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(3) The Federal Government should launch a public-private partnership to disseminate 
information and provide support to AAPI-owned small businesses to access COVID-19 
related assistance and support their economic recovery. 

 
Problem Statement 3: The national narrative, including terminology and rhetoric used by media 
and politicians around the portrayal of immigrants, refugees, and asylees as vectors of COVID-
19 has led to dehumanization and support for restrictive immigration policies, placing such 
populations at greater risk of COVID-19. 
 
To address the third problem statement, the subcommittee presented the following 
recommendations:  

(1) The Federal Government, through agencies like the CDC, should develop best practices 
for testing and vaccination sites in areas with large immigrant populations including but 
not limited to  

(a) Avoiding having any military, National Guard, law enforcement, or other 
uniformed personnel present onsite; 

(b) Providing vetted, translated information on arrival and having trained and 
culturally competent interpreters onsite; 

(c) Providing access to in-person or telephonic language services and advertising that 
these services are available for patients who have limited English proficiency or 
are more comfortable speaking another language and ensuring family members or 
untrained staff do not provide interpretation unless in an emergency; and 

(d) Partnering with trusted faith and community organizations that are already 
providing aid to sites. 

(2) The Federal Government should launch a formal partnership with farmworker unions, 
whose members are disproportionately from immigrant backgrounds, to distribute 
testing- and vaccine-related information and related supports and services.  

(3) The Federal Government should release specific guidance that further clarifies that the 
CDC will not seek Social Security numbers, driver’s license numbers, or passport 
numbers from vaccine providers. The base CDC data agreement should further clarify 
how the CDC will ensure that personal data is not inappropriately used or shared, such as 
retained or sold by third party contractors. 

 
Problem Statement 4: Many Americans are unaware of our country’s history of structural 
racism and xenophobia and do not recognize the ongoing massive disparities in wealth and 
access to healthcare, to education, and to clean air and water that continue to threaten the health 
and well-being of millions of Americans. 
 
To address the fourth problem statement, the subcommittee presented the following 
recommendations:  

(1) The Federal Government should create a Truth and Reconciliation Commission to 
recognize “the dignity of individuals, the redress and acknowledgment of violations, and 
the aim to prevent them from happening again,” as put forward by the International 
Center for Transitional Justice. The Commission would acknowledge the long history of 
racism in the United States, its persistence into the present, including its connection to 
COVID-19 inequities, and the millions of living Americans who could be considered 
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victims. As such, the Commission would address issues ranging from the history of 
slavery to school segregation to policing to disability to employment and wealth 
disparity. 

(2)  The Federal Government should launch a robust initiative centered on uplifting the 
diversity of Americans and highlighting the multiple cultures, ethnicities, backgrounds, 
and experiences that contribute to American society. The initiative will 

(a) highlight how equity is critical to our collective success and 
(b) build on the Biden Administration’s Executive Order on Advancing Racial 

Equity, including the creation of an Interagency Task Force to work across 
executive departments and agencies to engage in efforts to educate the American 
public on the value of equity.  

(3) The Federal Government should partner with national youth-led organizations and 
influencers to increase direct education and promote authentic messaging around 
pandemic preparedness, immunizations, and vaccine safety toward the youth population. 

• This includes age-appropriate channels of communication including sharing 
information via television, online videos, mobile apps, educational shows as 
well as social media campaigns with personalized messages focused on youth 
interests and motivations, and informative videos with celebrities. 

 
Discussion 
Dr. Vincent Toranzo encouraged more direct education and authentic messaging to youth 
populations, who were largely ignored during pandemic-related communications early on. He 
praised the current mass vaccination campaign targeting young people and encouraged the 
government to further partner with national youth-led organizations and influencers as well as 
young leaders within our communities.  
 
Mr. Andy Imparato lifted the recommendation related to crisis standards of care. He advised the 
Task Force to engage the Office of Civil Rights of the HHS and other civil rights enforcement 
agencies across the government ensure equitable standard of care.  
 
Dr. Octavio Martinez highlighted the importance of communication, collaboration, and 
community partnerships in coordination with the Federal Government and its efforts. 
 
Data, Analytics, and Research Subcommittee 
Joneigh Khaldun, M.D., M.P.H., F.A.C.E.P. 
 
Problem Statement 1: The current data infrastructure does not capture the full extent of hate 
incidents, has inconsistencies across jurisdictions, and has a significant delay in release of 
national data. Systemic racism and a lack of trust in the criminal justice system leads to fear, 
uncertainty, and underreporting of interpersonal violence, including hate crimes, in marginalized 
and minoritized communities. This creates a lack of understanding of the extent of hate crimes in 
these communities and a subsequent lack of targeted resources to address the problem. 
 
To address the first problem statement, the subcommittee presented the following 
recommendations: 
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(1) Create a coordination mechanism on hate crime data collection, adopt a clear definition 
of hate crime, develop a standardized database and reporting forms, use data to inform 
policy, and publicize data. 

(2) States, Tribes, territories, and local jurisdictions should continue to support and expand 
reporting mechanisms through helplines, online systems, interagency centers, and 
partnerships with academic institutions and nonprofits. 

(3) The Federal Government should promote deployment of more-robust victimization 
surveys to assess the extent and causes of hate crime underreporting. 

(4) Efforts should be made to partner with trusted community members and organizations to 
help build trust in the criminal justice system and facilitate reporting. 

 
Problem Statement 2: Many forms of systemic and interpersonal racism exist within 
healthcare, yet there remains a gap in applying a data-driven approach to enable health systems, 
organizations, and public health professionals to combat racism. Existing datasets fail to identify 
the scope of outcomes and instances of discrimination and racist acts or how the pandemic and 
COVID-19 misinformation have contributed to discrimination against marginalized and 
minoritized communities. There is a lack of robust data on how racism and discrimination may 
have impacted outcomes in COVID-19, including access to testing, hospitalizations, and deaths. 
 
To address the second problem statement, the subcommittee presented the following 
recommendations:  

(1) A national survey should be conducted to understand people’s experiences of 
discrimination and racist acts, whether their experiences have changed during COVID-
19, and how it may have impacted their experiences seeking and receiving healthcare 
services during the pandemic. 

(2) Existing national surveys such as the Behavioral Risk Factor Surveillance System 
(BRFSS) and the National Health Interview Survey should be expanded to include 
questions about discrimination and people’s experiences with it across the lifespan. 
Oversampling of certain demographic groups should be done to ensure data can be 
disaggregated. 

(3) Existing administrative datasets should be linked to allow for data disaggregation. 
(4) As the CDC, several States, Tribes, and local jurisdictions have acknowledged racism is a 

public health issue, it should be incorporated into the work of Federal, State, local, Tribal, 
and territorial governments through tracking, evaluation, reporting, and implementing 
prevention and mitigation measures. Funding to understand and prevent hate crimes and 
other racist acts should be made available to local health departments for these efforts. 

(5) The Federal Government should incentivize and promote research to understand 
healthcare discrimination, such as by measuring effects of interpersonal racism in 
healthcare, evaluating organizations’ adherence to antiracism efforts, and developing 
better methods of quantifying discrimination, including settings that may be missed by 
current health surveys, such as carceral and inpatient psychiatric settings. 

(6) Federal, State, Tribes, territories, and local governments should incentivize and promote 
initiatives that educate people about their civil rights so that discrimination and racist acts 
can be properly reported and addressed. 
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Problem Statement 3: Racial and ethnic groups have broad subgroups and are not 
homogeneous. Lack of disaggregated data or categorization of “other” as an ethnicity promotes 
the model-minority myth in AAPI communities, ignores the impact of discrimination and racism 
on AAPI subgroups, and inhibits the ability to understand and implement strategies that support 
American Indian (AI)/Alaska Native (AN) and other marginalized and minoritized communities. 
 
To address the third problem statement, the subcommittee presented the following 
recommendations:  

(1) The Federal Government should support large-scale, rigorous research on the prevalence, 
patterns, causes, and long-term implications of COVID-related anti-Asian discrimination. 

(2) The Federal Government should ensure oversampling in existing national surveys and 
disaggregate reporting and surveillance data to enable full documentation of the Asian 
American, AI, and AN subgroups most affected by the pandemic. 

(3) The Federal Government should improve AAPI representation in research through 
inclusion and disaggregation of Asian American data, funds to increase diversity in 
research populations, and addressing linguistic barriers. 

(4) The Federal Government should make large investments in Tribal research and promote 
over-sampling in Tribal public health and Tribal-led research.  

(5) The Federal Government should collaborate with marginalized and minoritized people in 
the governance, analysis, and sharing of research involving their communities. 

 
Problem Statement 4: During the surges in the pandemic, many States struggled to design crisis 
standards of care that did not discriminate based on age, body weight, disability or a combination 
of these, creating unknown impacts on access to care or health outcomes for certain 
communities. 
 
To address the fourth problem statement, the subcommittee presented the following 
recommendations:  

• The Federal Government should support research to better understand the ways in which 
States’ crisis standards of care intersect with ableism and ageism as well as 
disproportionately impact disadvantaged populations. 

 
Problem Statement 5: The health outcomes of people in jails, prisons, and other carceral 
settings are not tracked or addressed in real time or by our public health agencies and structures, 
contributing to preventable death. This failure to measure the health and health outcomes of 
incarcerated people is a potent and harmful example of racism in health. 
 
To address the fifth problem statement, the subcommittee presented the following 
recommendations:  

(1) The CDC and State Departments of Health should establish efforts to track and report in 
real time the health and health outcomes of incarcerated people and develop evidence-
based programs to protect and improve their health. 

(2) The Federal Government should promote research on the effectiveness of interventions to 
prevent death in carceral settings during COVID-19, such as early release. 
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Discussion 
Dr. Homer Venters, Dr. Octavio Martinez, and Mr. Bobby Watts remarked on the following: 

• Health data is not well documented and reported by criminal justice entities and should 
be. 

• Inequalities exist among persons who are incarcerated, which lends an opportunity for the 
Task Force to evidence-based health structures and data to bear. 

• Missing disaggregated data prevents us from recognizing and solving problems related to 
racial and ethnic health disparities. 

• Mental health complications among the incarcerated population was a significant issue 
prior to COVID-19. The pandemic has exacerbated this parity. 

• The Task Force should ensure that policies and practices are viewed though a health 
equity lens for the incarcerated population as well as the general population. 

 
Dr. Victor Joseph noted that many of the edits and recommendations made regarding problem 
statement number 3 were not reflected in the presentation. He noted that the corrections could be 
addressed in the final report. However, regarding recommendation number four, he suggested it 
should read that the Federal Government should make large investments in Tribal research and 
promote AI/AN oversampling in public health surveys and research. 
 
Structural Drivers and Xenophobia Subcommittee 
Haeyoung Yoon, J.D. 
 
Problem Statement 1: AAPI, NH, and Black, Indigenous, and People of Color (BIPOC) 
communities and businesses are facing high rates of economic instability due to unemployment 
and COVID-19 effects on the economy. Existing structural inequities in the channels that spur 
economic recovery, such as Paycheck Protection Program loans and debt relief programs, will 
leave these communities and businesses in a more protracted economic recovery. 
 
To address the first problem statement, the subcommittee presented the following 
recommendations:  

(1) Examine existing COVID-19–related Federal Government support for AAPI-operated 
small businesses to identify any key barriers to utilization and develop and implement a 
plan to address identified barriers to maximize effectiveness for economic recovery. 

(2) Plan, identify, and address any application or administrative barriers unique to AAPI 
farmers receiving debt relief under the American Rescue Plan. 

(3) Translate web-based Small Business Administration financial-relief services into the 
most spoken Asian languages. 

 
Problem Statement 2: AAPI communities have seen an increase in hate incidents and 
discrimination against individuals and businesses. This is underreported and can go unrecognized 
by first responders and law enforcement. 
 
To address the second problem statement, the subcommittee presented the following 
recommendations:  
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(1) Develop and disseminate new web-based resources and training for State, Tribal, 
territorial and local law enforcement and first responders on how to identify pandemic-
related hate- or bias-motivated incidents.  

(2) Develop and disseminate best practices for reporting crimes. 
(3) Encourage cities, States, Tribes, and U.S. territories to implement safe and convenient 

reporting channels and protocols for investigation/prosecution informed by best practices. 
 
Problem Statement 3: Implicitly racially targeted housing policies and practices have 
contributed to BIPOC communities suffering from greater housing insecurity and homelessness. 
The long-term effects of these policies and practices in “redlined” neighborhoods has caused 
them to suffer from greater poverty, denser housing, poorer air and water quality, poorer health, 
and higher incidence of chronic disease, which are risk factors for COVID-19.  
 
To address the third problem statement, the subcommittee presented the following 
recommendations:  

(1) Continue to fund assistance programs for missed rent/utilities during eviction moratoria 
and borrowers exiting forbearance (including housing counseling, loss mitigation) and 
fund additional legal services to those facing eviction.  

(2) Strengthen and enforce housing and lending discrimination laws, including restoring the 
AFFH rule that the Trump Administration cancelled. 

(3) Increase the supply of affordable, accessible housing, supportive housing, and supports 
that enable people to remain housed.  

(4) Prohibit discrimination by landlords based on prospective and current tenants’ housing 
vouchers or source of income. 

 
Problem Statement 4: Given the economic impact of COVID-19 on families, ensuring access to 
integrated student support services and programs meeting basic student health, well-being, and 
nutritional needs are critical to mitigating the impact of COVID-19 on students. For immigrant 
families, willingness to access to these critical programs requires documentation of income-
eligibility and has been discouraged by prior administration anti-immigration rhetoric and 
policies. 
 
To address the fourth problem statement, the subcommittee presented the following 
recommendations:  

(1) Encourage eligible schools to participate in the United States Department of Agriculture 
Community Eligibility Program to allow high-poverty schools to provide meals free of 
charge to all their students. 

(2) Increase investments in full-service community schools that partner with a broad array of 
social service agencies and trusted community-based organizations to provide a one-stop 
shop for enrolled students and families to access services that can address the impact of 
COVID-19 and prioritize their expansion in underserved communities. 

(3) Support State-level cross-agency partnerships to provide students with free meals during 
afterschool and summer learning and enrichment programs without the requirement of 
additional documentation.  
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(4) Encourage States, Tribes, territories and districts to provide information and maps of 
meal sites in multiple languages, in multiple accessible formats, and using community 
partnerships. 

 
Problem Statement 5: The schedules for childcare, out-of-school time, and early learning 
programs do not align with those of K-12 education and many workplaces. This makes these 
programs less accessible for families of color, negatively impacting them as they try to return to 
or remain in the workforce during COVID-19. 
 
To address the fifth problem statement, the subcommittee presented the following 
recommendations:  

(1) Work with Congress to pass the American Families Plan into law to rebuild and invest in 
our nation’s childcare and early learning system to allow families to access quality and 
affordable childcare and rejoin the workforce.  

(2) Increase funding under Title IV of the Elementary and Secondary Education Act to 
increase the availability of before and after school and summer learning programs for 
students to align with different work schedules. 

(3) Increase funding for programs that support greater integration of health and social 
services with early learning programs in order to strengthen families’ access to a 
continuum of services. 

 
Problem Statement 6: Historic underfunding and complexity of federal funding streams for 
health, nutrition, and infrastructure have challenged Tribal communities’ ability to effectively 
and efficiently address the disproportionately high rates of COVID-19 infection, hospitalization, 
and mortality among AIs/ANs. Specific examples include the IHS and the Food Distribution 
Program on Indian Reservations. 
 
To address the sixth problem statement, the subcommittee presented the following 
recommendations:  

(1) Fully fund IHS as recommended by the IHS budget formulation committee. 
(2) Expand the 638 authority of Tribes to administer Supplemental Nutrition Assistance 

Program (SNAP) and determine whether all Tribal children have access to pandemic 
electronic benefit transfer. 

(3) Invest in national monitoring and surveillance systems that include socially 
disadvantaged populations to promote equity. 

(4) Provide sustained and increased funding to Tribes for environmental health infrastructure 
to better address community needs and prioritize delivery of necessary supplies for those 
exposed to COVID-19. 

(5) Direct more and equitable resources to IHS, including funds to reduce administrative, 
cultural, and linguistic barriers to healthcare; bring the workforce to required level; and 
address the health professional shortage. 

(6) Provide $1.1 billion of additional nutrition assistance for the territories in the American 
Rescue Plan that operate nutrition assistance block grants to support those hard-hit by the 
pandemic. Further assess the feasibility of transitioning three U.S. territories to SNAP 
instead of the Nutrition Assistance Program. 
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(7) Provide funding directly to Tribes and avoid using the States as mechanisms for funding 
and resources, honoring the government-to-government relationship. 

 
Problem Statement 7: Women, women of color, people with disabilities, and BIPOC workers 
have shouldered a disproportionate impact of pandemic economic devastation. These workers are 
overrepresented in low-paid, nonunionized jobs with inadequate policies regarding workplace 
safety and unlawful retaliation and discrimination. Additionally, the increased burden of unpaid 
care during COVID-19 has been one of the main drivers of disparity in economic impact and has 
disproportionally fallen on women.  
 
To address the seventh problem statement, the subcommittee presented the following 
recommendations:  

(1) Work with Congress to pass the American Jobs and Families Plan and the Protecting the 
Right to Organize Act of 2021. This would ensure meaningful investments in the care 
economy and mechanisms to empower workers in the workplace. 

(2) The CDC and other federal agencies must: (a) fully recognize aerosol transmission of 
COVID-19 by updating all COVID-19 guidance and OSHA Emergency Temporary 
Standards to effectively prevent inhalation exposure to the virus and (b) end all crisis 
standards, including guidance that allow for the reuse, rationing, extended use, and/or 
decontamination and reuse of single-use personal protective equipment. 

(3) Federal labor and employment agencies should dedicate more resources to investigate 
and prosecute antidiscrimination and other workplace violations.  

 
Discussion 
Dr. Martha Okafor commended all the Task Force members for their hard work and  
recognized the interns an amazing job behind the scenes. Dr. Okafor also extended thanks to the 
staff teams. 
 
Public Comments 
Ms. Elena Ong, National AA, NH, & PI COVID-19 Policy and Response Team 
Thank you for your amazing work, your amazing equity centered work. I’m going to focus on 
Asian Americans because I would like the Native Hawaiian Pacific Islanders to have the 
opportunity to present their own experience with this issue. I presented last time on the whole 
issue about United Against Racism and how our communities came in solidarity with Asian 
Americans. And when six Asian American women were murdered on March 16, I worried that 
xenophobic racism would prevent Asian Americans throughout the United States from safely and 
equitably accessing the COVID vaccine. 
 
In terms of hate, the number of cumulative hate incidents reported to Stop AAPI Hate surged 
from 3,800 over 1 year to 6,600 in 1 month. In terms of vaccinations, CDC reports that 11 
percent of vaccination-eligible Asian Americans received at least one dose of the vaccine by 
March 16 and 32 percent by May 27. [It is] kind of amazing that people got their vaccines, and I 
don’t know the reason. I can’t tell you for sure. But I can tell you that the groups that I work 
with, the Asian American researchers and community groups, worked closely with their local 
health departments and with Asian American-serving FQHCs to increase the number of 
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vaccinations available at places that Asian Americans trusted and felt safe going to. Also, it’s 
extremely important to involve them in identifying sites. It took unwavering partnership, 
innovative and tenacious coordination, personal drive, and concerted political will. That said, I 
want to thank President Biden for signing the COVID-19 Hate Crimes Act. As the act is 
implemented, however, I hope it will ensure equitable access for persons with limited English 
proficiency, limited paid time off, limited income, and limited transportation. 
 
Number two, I would like to recommend prioritized funding for Asian American and Native 
Hawaiian Pacific Islander efforts aimed at achieving equitable herd immunity at the 
neighborhood level. According to the CDC, only 32 percent of vaccination-eligible Asian 
Americans have received at least one dose of vaccine. So, we still have about 40 to 68 percent to 
go. And that’s why we need to prioritize funding to reach the hardest-hit, and the hardest-to-
reach Asian Americans: the 6,000 hate victims, the 7.8 million limited English proficient, the 2.2 
million poor, the 1.7 million undocumented, the 1.5 million uninsured, and the many Asian 
Americans who lack paid time off, transportation, and Wi-Fi. And I’ll give you a list of programs 
I’d like to recommend, and I’ll submit that to you in writing. 
 
Number three, I truly value having a national dashboard where the public can go that provides 
COVID statistics in real time. So, I was actually asked to review a COVID dashboard. That 
scrapes race and ethnicity vaccination data directly from the states. And they told me they found 
that there were 8.4 million Asian Americans received at least one dose of the vaccine on May 17 
or by May 17. CDC reported 5.2 million by that same day. So, there was a difference of about 
3.2 million. 
 
So, that made me realize how important it is for this Task Force, the Health and Human Services 
secretary, the CDC director, and the new census director to work together with experts from our 
respective communities to harmonize the disaggregated data that’s used to guide equitable 
resource allocation to achieve herd immunity, reopen our economies, and close the vaccination 
gap at all of these geographic levels. 
 
So, I want to thank you so much for your consideration and your time. Again, I’m always in awe 
of your meetings. You do such amazing work, and I’m so humbled by you. I just have three 
minutes to give you highlights, but I will give you a detailed report. Thank you. 
 
Ms. Rachel Morrison, Ethics & Public Policy Center 
Hello, my name is Rachel Morrison. And I’m an attorney and a policy analyst at the Ethics and 
Public Policy Center where I work on EPPC’s HHS accountability project. Thank you for the 
opportunity today to provide public comment. All comments are my own, and they focus on 
discrimination in COVID-19 vaccine distribution. The executive order establishing this task 
force states that your mission and work shall be conducted consistent with applicable law. 
Section 1557 of the Patient Protection and Affordable Care Act guarantees that no individual can 
be excluded from participation in, denied benefits of, or be subject to discrimination under any 
federally administered or funded health program or activity because of race, color, or national 
origin as prohibited under Title VI of the Civil Rights Act of 1964. 
 
HHS’s website explains programs that receive federal funds cannot distinguish among 
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individuals on the basis of race, color, or national origin, either directly or indirectly in the types, 
quantity, quality, or timeliness of programs services, aides or benefits that they provide, or the 
manner in which they provide them. This prohibition applies to intentional discrimination as well 
as to procedures, criteria, or methods of administration that appear neutral but have a 
discriminatory effect on individuals because of their race, color, or national origin. 
 
States that receive Federal funding for COVID-19 vaccines are subject to these 
nondiscrimination requirements. Despite this, the focus on equity has encouraged several States 
to discriminate based on race, color, and national origin in their vaccine distributions by 
prioritizing racial minorities or Black, Indigenous and people of color. For example, a vaccine 
provider in Washington State required applicants to mark whether they were a person of color or 
White. Automatically placing all White applicants on the standby list. New Hampshire allowed 
Asian college students to receive the vaccine. While at the same time, denying White residents in 
their 20s, 30s, and 40s the ability to do so. Rhode Island reserves certain vaccine doses for non-
White residents only leading to many doses being wasted when not enough racial minority 
showed up in despite demand from White residents. There are similar stories out of Montana, 
Vermont, and Virginia. Such actions are illegal and invidious discrimination. 
 
Just yesterday, a Federal Circuit Court found that similar racial preferences used by the Small 
Business Administration and its consideration of COVID relief grant applications for restaurants 
were impermissible race discrimination in violation of the Equal Protection Clause of the 14th 
Amendment. HHS and the task force have a legal duty to prohibit race, color, and national origin 
discrimination, even discrimination for the purpose of equity. I urge the task force to ensure that 
your efforts to promote equity do not encourage or enable illegal discrimination and to make 
clear to States that such discrimination in their federally funded COVID-19 vaccine programs 
will not be tolerated. Thank you. 
 
Ms. Ruqaiijah Yearby, Center for Health Law Studies at the Saint Louis University 
Hello, thank you for allowing me to speak with you today. I am a professor of health law and the 
executive director of the Institute for Healing Justice and Equity at St. Louis University, which 
aims to eliminate disparities caused by systemic oppression and to improve individual and 
community health and well-being through system change and community partnership. My 
academic work focuses on structural racism, which you talked about today, but I want to provide 
a definition and some solutions to address it throughout the COVID-19 pandemic and afterwards. 
 
So, structural racism is the ways that laws, policies, and processes advantage Whites while 
disadvantaging racial and ethnic minorities by limiting their equal access to healthcare, including 
the way they trade associations and institutions work together to influence the government’s 
pandemic response, which we have seen throughout this response in terms of the lack of paid 
sick leave, the lack of access to clean water, [and] the lack of access to health and safety 
protections. 
 
During COVID-19, structural racism has limited racial and ethnic minorities equitable access to 
testing and treatment and vaccines, and it continues today. Some solutions that I want to provide 
for you are based on the health justice framework that I have developed with Emily Benfer, 
Seema Mahopatra, and Lindsay Wiley, which provides a mechanism for systems level of 
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transformation of government responses to health inequities and three overarching principles 
structural, supportive, and empowering, and really tries to integrate the social determinants of 
health intentionally into our pandemic response. 
 
First, interventions to address inequity must change the structures and systems of healthcare to 
ensure that the needs of racial and ethnic minorities are explicitly addressed to eradicate racial 
health inequities; for example, if the pandemic response needs to address the social determinants 
of health as well as addressing the spread of the pandemic, ensuring that health care facilities 
serving these communities have the supplies and the workforce necessary to treat the higher rates 
of COVID-19 infections and hospitalizations, which did not occur. 
 
Second, interventions must be accompanied by legal protections, financial supports, and 
accommodations, including access to clean water throughout the pandemic, providing money for 
people to miss work if they are suffering systems for the vaccine. And finally, one thing that 
wasn’t mentioned in the recommendations by the subcommittees is that these communities need 
to be empowered—meaning that there needs to be a national formal partnership with racial and 
ethnic minority communities, not just the people serving them, but the actual communities that 
gives them a voice in power and making these decisions. 
 
These suggestions are included in the article that we wrote together, which I’ve already 
forwarded to you. Thank you. 
 
Dr. Keri Norris, National Hemophilia Foundations 
Thank you, CAPT Wu, Madam Chair, and task force members for this opportunity. I am the 
Vice President of Health Equity, Diversity, and Inclusion at the National Hemophilia 
Foundation, and our statement reads as follows. The COVID-19 pandemic has exposed deep 
health inequities and treatment affordability challenges that exist within our healthcare system 
and made it clear how much patient communities rely on copay assistance programs to afford 
their medications. According to a new National Hemophilia Foundation National Survey of 
patients and caregivers, 1 in 3 of those who reported being unable to afford their medications or 
treatments because their copay assistance ran out was a person of color, and more than 10 
respondents reported difficulty affording their prescriptions due to COVID-19. 
 
One of the strongest solutions to ensure patients and others can afford their medications is to 
ensure that the copay assistance that patients rely on counts towards their out-of-pocket costs. 
Unfortunately, nothing stops health plans from instituting policies known as copay adjusters—
I’m sorry, known as copay accumulators—that don’t count the value of copay coupons and 
vouchers towards a patient deductible or out-of-pocket maximum. These policies force patients 
to pay higher out-of-pocket costs or even abandon their treatment. 
 
HHS and the Biden administration can take a step towards ensuring treatment affordability and 
health equity by requiring commercial health insurance companies to count the value of all copay 
assistance programs towards patient cost sharing requirements. More than 9 out of 10 patients 
and caregivers surveyed by NHF agreed that the federal government should require health plans 
and pharmacies to count the value of copay assistance programs towards patient out-of-pocket 
costs. Thank you. 
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Mr. John Agboola, Western Illinois University 
Thank you very much for the opportunity given to me to provide public comment. I’m an 
international graduate student at Western University in Macomb, Illinois. And I’m active 
member of the Health Equity Section of Illinois Public Health Association. My comments are 
personal, not on behalf of the association. I want to encourage everyone to join hands together in 
reducing discrimination and xenophobia, not just the government, but as individuals we have 
roles to play. It’s pertinent to realize that these issues are not peculiar to the United States alone, 
but they exist in various forms in different countries and nations globally. However, I am happy 
and it’s good thing that United States is making efforts to combat these problems and find 
solutions to them, and to reduce the effects on those affected. 
 
Today, I want to call your attention to our children. I have noticed that children are not born with 
the capacity to discriminate. Rather, I would say that they are born colorblind, because most 
children interact with people easily, regardless of where they come from or how they look. So, 
adults need to hold themselves responsible for the attitudes that these children adopt as they 
grow up. Therefore, I want to suggest to everyone and to this country that we be careful when we 
discuss matters related to discrimination in the presence of our children or children generally. 
These children get cues from us. They may not fully comprehend the details or the concepts of 
our conversations, but they subconsciously imbibe our attitudes and reactions. 
 
I suppose that one significant thing we can do about the issues of discrimination and xenophobia 
is to ensure that our children henceforth grow up with the right attitudes and better understanding 
of these concepts. I want to encourage the committee to look into how to influence the next 
generation positively through the school system and through the parents and also through the 
media. Likewise, I would urge us all to use the terms for what we want to see more frequently 
than what we do not want. By this, I mean, we should use more of these words, impartiality, fair 
treatment, health equity, equal rights, xenophilia, in our statements. It will help to orientate us 
the listeners and surely our children, towards what we desire and away from what we don’t. 
Thank you very much. 
 
Dr. Don Garcia, Clinica Monsignor Oscar A. Romero Community Health Center 
Thank you. Good day. My name is Dr. Don Garcia. I am present today as a fellow community 
friend and a colleague from the Los Angeles, California, Latinx community. Thank you for the 
opportunity allowance to provide vital granular, granular information from the Los Angeles 
California local federally qualified health center. Clinica Monsignor Oscar Romero serves a 
marginalized primary population of undocumented and uninsured individuals from the northern 
triangle in Mexico, as well as other areas of Latin America. Today’s comments are from a year 
of public health experience of the COVID-19 viral pandemic disaster in the Latinx population in 
Los Angeles County. 
 
I am a medical director at the federally qualified health center in the middle of the fire created by 
this viral pandemic which Clinica Monsignor Oscar Romero has experienced since February 
March of 2020—a infectivity-positive rate of 35 to 40 percent consistently until this early year, 
while the Los Angeles County rate was between 9 to 13 percent. This story has not been told; it 
needs to be repeated. The public health viral pandemic experience is one of the blue flames of 
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the burning flame where we sit as a federally qualified health center. 
 
The Latinx community is in the middle of the fire disaster, and the buckets of water were delayed 
in delivery to the fire. And more often, the fire was expected to be taken to the buckets of water 
for extinguishing while the land community was being decimated. As per Jo Linda Johnson, who 
is the director of Equal Rights for FEMA advice at the CDC conference, her marching orders for 
the federally qualified health centers were to take to the policymakers the solutions of the ground 
troops and boots on the ground with true viral pandemic disaster solutions not very well known 
by those not at ground zero. 
 
The biologic pandemic disaster has been overly traumatic here in Los Angeles as well as 
throughout the country for the Latinx community. We have the highest rates of infection, the 
highest rates of deaths, the highest rates of hospitalization, and yet the lowest rates of testing and 
vaccination in the Latinx communities, in particular those Latinx communities who live in the 
highest poverty zip codes. And the highest poverty zip codes continue to suffer with the lowest 
rates. 
 
In summary, the Los Angeles California federally qualified health center disaster experience 
with patients with the highest social insecurity such as residency, employment, employment 
benefits to leave work to receive the vaccine without losing their job security, housing insecurity, 
transportation insecurity, financial insecurity, multigenerational insecurity for caretaking, 
language insecurity, digital technology gap insecurity, health insecurity, and, most importantly, 
the highest risk disparities insecurity. 
 
The public health care at Clinica Monsignor Oscar Romero has been more than a necessary 
painstaking activity from a viral pandemic disaster which is not experienced in other 
communities not served by federally qualified health centers. The participation disparity of the 
local neighborhood federally qualified health centers in solutions and development of policy and 
programs to defeat the viral pandemic is described as a disparity equal to the health disparities 
known to our Latinx communities of color. More importantly, there has been minimal public 
health attention to health literacy. Health literacy is an effective tool to extinguish the fire 
disaster in the Latinx communities [inaudible] HHS at the CDC and is presently supported with 
funding by the Office of Minority Health. Yet we do not hear anything with regards to health 
literacy as a source of the remedy of health equities, disparities, and a racism structure of health 
care. 
 
So, what is our mission today? The mission of today is for a local neighborhood Los Angeles 
federally qualified health center in the Latinx community to gain inclusion. To gain inclusion 
and not exclusion as a committed trooper to extinguish the burning fire in the Latinx 
communities in Los Angeles. Traditionally, historically, federally qualified health centers are not 
only health services solution for marginalized communities, but experts as well in delivering 
solutions for public health pandemic disasters as well in the policy and program solutions to turn 
back the highest viral pandemic morbidity and mortality of the Latinx community since 1531 
when the native indigenous Mexican natives experience a viral pandemic from tuberculosis, 
smallpox, and measles were 30 million of the 60 million of that population was decimated within 
30 years. 
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Once again, we as a community are facing a repetitive history of a viral pandemic that is 
destroying our community. Gracias for the testimony opportunity. And I’m prepared to take and 
answer appropriate questions over the above presentation. Thank you, again. 
 

Interim Recommendations Vote 
Dr. Nunez-Smith introduced the voting phase for HETF members to vote on each set of interim 
recommendations and whether the recommendations should move forward to the next stage for 
refinement. Dr. Nunez-Smith opened the floor for consideration of the following interim 
recommendations:  
 

• Healthcare Access and Quality Subcommittee recommendations  
• Communications and Collaboration Subcommittee recommendations 
• Data, Analytics, and Research Subcommittee recommendations 
• Structural Drivers and Xenophobia Subcommittee recommendations  

 
Each recommendation received a motion to approve that was seconded. Each motion carried 
with a majority vote to approve. The four subcommittees will consider the friendly amendments 
noted in the discussion sections above as they further refine the recommendations.  
 
Closing Remarks and Next Steps 
Marcella Nunez-Smith, M.D., M.H.S. 
 
Dr. Nunez-Smith thanked the HETF members, guest speakers, public commenters, Federal staff 
team, and ASL interpreters for making the fourth HETF meeting a success. She also thanked the 
HETF subcommittee members for developing their interim recommendations and noted that the 
four subcommittees will continue to refine their recommendations prior to the next HETF 
meeting. Dr. Nunez-Smith wished everyone a safe holiday weekend as we remember and honor 
the fallen and adjourned the meeting. 
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