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ABSTRACT:  
Objective: To study the provider-perceived impacts of social 
vulnerability on patients’ access to care during the COVID-19 
Pandemic.  
Data Sources and Study Settings: Survey data was collected from 
healthcare providers in a medium-sized county within a south-eastern 
state in the U.S. during the COVID-19 pandemic. 
Study Design: A cross-sectional mixed-method survey design was 
utilized to collect qualitative and quantitative data from study 
participants.  
Data Collection: Healthcare providers were recruited from all major 
healthcare-related state licensure boards, including nurses, 
physicians, psychologists, social workers, and mental health 
counselors. The final study sample consisted of 141 licensed 
healthcare providers. 
Principal Findings: Healthcare providers in our study indicated that 
the social vulnerability factors impacted patients’ access to care. This 
study provides recommendations for improving access to care 
among socially vulnerable populations during pandemics as a means 
to reduce health disparities. The study also identifies areas for future 
research. 
Keywords: Health Care Disparities; Health Equity; Nursing; 
Qualitative Research; Determinants of Health/Population 
Health/Socioeconomic Causes of Health  
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Introduction 
The impact of the COVID-19 pandemic was 
widespread, but there were notable health 
disparities in COVID-19 diagnosis and treatment 
outcomes, with socially vulnerable populations 
being disproportionately affected. Racial 
minorities, particularly those who identify as Black, 
were at an increased risk of contracting COVID-19 
and had an increased risk of death. Poor, 
immigrant, disabled, and racial minority groups 
were more likely to be living in conditions where 
COVID-19 could easily spread, and have comorbid 
health conditions that were a major risk factor for 
COVID-19 related complications1,2. Language and 
education inequalities may also have contributed to 
a lack of knowledge pertaining to the spread of the 
virus. Additionally, migrant status, low SES, 
unemployment, and disability have all been 
associated with having limited or no health 
insurance coverage 3, thus hindering the ability to 
access quality health care. Migrant status, low 
household income, and identifying as a 
racial/ethnic minority were factors associated with 
reduced rates of vaccination during the 
pandemic,4,5. Older age (i.e., individuals over 65) 
and living in an elder-care facility were also 
identified as risk-factors for COVID-19 severity, 
with individuals aged 85 and over having the 
highest risk of death6.  
 
Disparities in COVID-19 outcomes among racial 
and ethnic minorities were noted globally since the 
start of the pandemic, particularly among minorities 
in densely populated urban areas with high 
transmission rates and with a high number of 
essential workers 7. African Americans were more 
likely to be hospitalized due to complications 
related to COVID-19 when compared to Whites 8 
and medical billing data indicated that Black 
Americans with COVID-19 symptoms were less 
likely to be given a COVID test than Whites9. 
Overall, racial minorities were reported to contract 
COVID-19 at higher rates than non-Hispanic Whites 
and were more likely to die as a result10,11. Further 
compounding these effects, people living in southern 
states within the U.S., particularly minority 
populations, are disproportionately uninsured as 
compared to those living in Northern and Western 
regions12.  
 
Shelter in place mandates were widely 
implemented with the intent to stop the spread of 
COVID-19 by limiting travel and person-to-person 
contact, but compliance with these mandates was 
associated with socioeconomic status. Families from 
impoverished communities were the least likely to 
adhere to physical distancing mandates and the 
most likely to experience significant financial and 

health-related hardships due to COVID-1913. 
Minorities represent a high percent of laborers in 
essential industries and may not be able to avoid 
being in high-risk contact situations such as riding on 
public transportation to work. In contrast, individuals 
and families from higher privileged socioeconomic 
backgrounds have better access to opportunities 
and technology that enable working from home and 
acquiring everyday supplies while adhering to 
social distancing guidelines8.  
 
A common aspect of these groups that were more 
likely to be affected severely by COVID-19, is that 
they are mostly marginalized and socially 
vulnerable. To identify socially vulnerable 
communities, the Agency for Toxic Substances and 
Disease Registry14 recommends the use of the 
Center for Disease Control and Prevention (CDC) 
Social Vulnerability Index (SVI). The CDC identifies 
four SVI themes, which are then further divided into 
15 categories and social factors15: 1. socioeconomic 
status (below poverty, unemployed, income, and no 
high school diploma); 2. household composition and 
disability (aged 65 or older, aged 17 or 
younger, civilian with a disability, and single-parent 
households); 3. minority status and language 
(minority, and aged 5 or older and speaks English 
“less than well.”); 4. housing and transportation 
(multi-unit structures, mobile homes, crowding, no 
vehicle, and group quarters). This study therefore 
utilizes the SVI as a theoretical framework for 
identifying people who were socially vulnerable 
during the COVID-19 pandemic. 
 
As the COVID-19 pandemic progressed, there were 
efforts made to improve healthcare access and 
safety. The Centers for Medicare and Medicaid 
Services (CMS) provided waivers and flexibilities 
that were updated regularly to enable providers to 
respond to those impacted by COVID-1916. 
SAMHSA recommended the use of telemedicine to 
expand the reach of substance use mental health 
services, particularly evaluation and treatment 
services, to reduce the spread of COVID-1910. 
Some of the initiatives taken were relevant to 
socially vulnerable populations such as increased 
access to testing among marginalized groups17. 
However, at the start of the COVID-19 pandemic, 
the focus on healthcare providers was mostly on 
their safety, and guidelines provided were mainly 
related to reducing their risk of exposure. For 
instance, the U.S. Department of Labor’s 
Occupational Safety and Health Administration 
(OSHA)18 regularly provided updated guidance on 
protecting healthcare workers and employers. In a 
systematic review of literature on changes related 
to access to healthcare services made globally 
during the COVID-19 pandemic, Pujolar and 
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colleagues19 found that there was less use of 
healthcare services in the early stages of the 
pandemic and new barriers to access/worsening of 
barriers already present as a result of the 
pandemic. It is evident that throughout the COVID-
19 pandemic, healthcare providers were tasked 
with serving populations of varying needs and 
following initiatives and policies designed to 
improve care and increase access to healthcare 
services. As a result, healthcare providers adjusted 
their practices to adhere to social distancing 
guidelines and to address increasing patient 
demands, including the use of virtual 
appointments20. Yet, research on the ability of 
socially vulnerable populations to access care as a 
result of these efforts, and specific plans made by 
healthcare providers to continue with quality care 
for this population during the pandemic, is minimal. 
 
The current study utilized findings from survey-
based research targeting healthcare providers 
during the height of the COVID-19 pandemic to 
identify the perceived barriers to provision and 
access of care for socially vulnerable populations. 
While most recent studies have focused on the 
general population, this study provides a unique 
perspective by assessing healthcare providers’ 
perceived impacts of the COVID-19 pandemic on 
socially vulnerable populations thus contributing to 
greater understanding of the impact of pandemics 
on this population. The following exploratory 
research questions were investigated among a 
sample of healthcare providers in a medium-sized 
county in North Carolina:  
1. What is the provider-perceived impact of 

social vulnerability on patients’ access to care 
during the COVID-19 pandemic? 

2. How does the provider-perceived impact of 
social vulnerability on patients’ access to care 
during the COVID-19 pandemic vary by 
providers’ demographic characteristics (i.e., 
provider race/ethnicity)? 

3. What adjustments did providers in the county 
make to care for socially vulnerable 
populations as a result of the COVID-19 
pandemic?  

4. What did providers in the county report as 
needed to provide better care to socially 
vulnerable populations? 

 

Method 
Procedure. After approval to conduct the study was 
acquired from the Institutional Review Board, an 
invitation to complete the study survey was 
distributed through email to providers residing in 
the target county. The e-mail lists were acquired 
from the North Carolina Board of Nursing 
(n=5192), the North Carolina Medical Board 
(n=498), the North Carolina Psychology Board 
(n=74), the North Carolina Social Work 
Certification and Licensure Board (n=251), and the 
North Carolina Board of Licensed Mental Health 
Counselors (n=279). Volunteers who agreed to 
participate were directed to an online survey 
platform where they read the purpose of the study 
and asked to indicate consent by clicking agree. 
Those who consented were then directed to the 
survey instrument. The study utilized a mixed 
methods survey research design to collect both 
qualitative and quantitative data from participants 
to answer exploratory research questions. 
Qualitative data was collected using open-ended 
survey questions.  
 
Participants. The study sample consisted of 141 
medical and mental health providers, of whom 87 
percent were female. The racial/ethnic background 
included Asian/Asian American (3%), Black (35%), 
Hispanic Latino (4%), Non-Hispanic 
White/Caucasian (53%), and Other (5%). More 
than half of the sample identified as nurses (63%). 
Complete demographic data for the study sample 
is provided in Table 1. 

 
Table 1. Demographic data 

Provider Type Frequency 

Medical Doctor 6 (4%) 
Physician Assistant 
Nurse Practitioner 
Nurse 
Psychologist 
Mental Health Counselor 
Other 

2 (1%) 
9 (7%) 

85 (63%) 
5 (4%) 

26 (19%) 
8 (6%) 

https://esmed.org/MRA/index.php/mra/article/view/5474
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Provider Type Frequency 

Medical Practice  
Urgent Care 
Clinic 
Private Practice 
Agency 
Community Center 
Nursing Home 
Hospital 
Other 

 
8 (6%) 

21 (15%) 
31 (23%) 

8 (6%) 
6 (4%) 
10 (7%) 

39 (29%) 
22 (16%) 

Gender 
Male 
Female 
Other  

 
17 (13%) 
118 (87%) 

1 (.7%) 

Race/Ethnicity 
White/Caucasian 
Black/African American 
Hispanic/Latinx 
Asian/Asian American 
Biracial/Multiracial/Other 

 
72 (53%) 
47 (35%) 

6 (4%) 
4 (3%) 
7 (5%) 

Education 
Doctorate 
Ph.D. 
Masters 
Bachelors 
Associates 
Other 

 
13 (10%) 

5 (4%) 
38 (28%) 
47 (35%) 
27 (20%) 

6 (4%) 

Note: N=141; Multiple responses accepted. 
 
Measures. Data was collected using a 49-item 
researcher constructed instrument, The Provider 
Survey of COVID-19 Impact on Care to Socially 
Vulnerable Populations. This instrument collected 
information pertaining to provider participants’ (1) 
demographic data (e.g., race, ethnicity, provider 
type, years of experience), (2) frequency of 
treating socially vulnerable populations during the 
COVID-19 pandemic, (3) perceived impact of 
social vulnerability on access to care during the 
COVID-19 pandemic, (4) adjustments made to 
enable care to socially vulnerable populations 
during the COVID-19 pandemic, (5) needs in order 
to provide better care to socially vulnerable 
populations during COVID-19 pandemic, and (6) 
use of SAMHSA’s Recommendations for First 
Responders.  Data analyzed for this study did not 
include the items on the use of SAMHSA’s 
recommendations for first responders. A 6-item 
scale was used to assess the frequency of treating 
socially vulnerable populations and an 8 item scale 
was used to assess provider perceived impact of 
social vulnerability on access to care. Both measures 
used a 5-point Likert scale in which 1 = “Never” and 
5 = “Always.” Sample questions were, “Since the 
COVID-19 pandemic started, how often have you 
treated people from the following groups…?” and 

“In your experience, how much have these factors 
affected the ability of patients to access care 
during the COVID-19 pandemic?” The inventories 
were found to be reliable among the study sample 
with Cronbach alphas of .90 and .94, respectively.  
Open-ended qualitative survey questions included, 
“what adjustments were made to enable care to 
socially vulnerable populations during the COVID-
19 pandemic?” and “what do you need in order to 
provide better care to socially vulnerable 
populations during COVID-19 pandemic?” 
 

Data Analysis 
Quantitative data was analyzed using descriptive 
statistics and regression analysis using SPSS 
software to answer exploratory research questions 
(1) and (2). Qualitative data was used to answer 
exploratory research questions (3) and (4). Content 
analysis was used to analyze qualitative data by a 
trained member of the research team using 
processes housed in the grounded theory approach, 
which allows for major themes to emerge from the 
data. Specifically, data was independently 
organized with regard to similar themes using an 
open coding process and then “tag lines” were 
established to summarize the major themes that 
emerged. The PI then reviewed the raw data and 
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the identified major themes/ “tag lines” to ensure 
consistency and accuracy. 
 

Results 
To answer the first research question, providers 
were asked to rate the frequency at which the 
following factors normally used to indicate social 
vulnerability affect the ability of patients to access 
care during the COVID-19 pandemic: being in a 
racial minority group, elderly age (65+), living with 
a disability, unemployment, no high school 
diploma/GED, housing instability/homelessness, 
without reliable transportation, and living in a rural 
area. Among our study sample, the most commonly 
reported factors identified as frequently/always 
affecting the ability of patients to access care 
during the COVID-19 pandemic were: (1) being 
without reliable transportation (n=41; 46%), (2) 
elderly age (n=39; 44%), and (3) homelessness 
(n=37; 42%).  In contrast, the most commonly 
reported factors identified as never/rarely 
affecting the ability of patients to access care 
during the COVID-19 pandemic were (1) having no 
high school diploma/GED (n=39; 44%), (2) being 
a racial minority (n=37; 41%), and (3) being 
unemployed (n=33; 37%). See figure 1 for 
detailed results. 
 
When looking at data trends, as outlined in our 
second research question, the frequency at which 
social vulnerability affected the ability of patients 
to access care during the COVID-19 pandemic 
tended to vary by provider’s race. Most notably, 
Non-Hispanic White/Caucasian providers were 

more likely to report that being a racial minority 
rarely/never impacts access to care (n=26; 53%) 
when compared to Black providers (n=5; 17%). 
Furthermore, only 47% of non-Hispanic 
White/Caucasian respondents reported that being 
a racial minority sometimes, frequently, or always 
impacted access to care as compared to 83% of 
Black providers.  Linear regression was used to 
further investigate this trend. There was a significant 
relationship between provider race and provider’s 
report that being a racial minority impacts access 
to care (t = 2.616, p = .01); provider race 
explained 12% of the variance in providers’ report 
that being a racial minority impacts access to care.  
 
Qualitative data was collected to answer research 
questions (3) & (4). Our study sample reported that 
adjustments made to enable care of socially 
vulnerable populations during COVID-19 pandemic 
included the implementation of virtual appointments 
(e.g., telehealth, videoconferencing, and phone 
calls), increased use of PPE, decreased cost of 
services, increased testing, increased patient 
education, increased referrals to community 
resources, and increased overall flexibility.  See 
table 2 for full responses. Additionally, providers 
reported that they needed the following to provide 
better care for socially vulnerable populations: 
more staff/space, more/better PPE for providers 
and patients, community resources, patient-
education resources, improved 
technology/technical capabilities for patients to 
enable telehealth, transportation for patients, and 
improved patient insurance. See table 3 for full 
responses. 

 
Figure 1: Factors affecting access to care during COVID-19, reported by providers 

 

 

0
5

10
15
20
25
30
35
40
45
50

Rarely/Never Sometimes Always

https://esmed.org/MRA/index.php/mra/article/view/5474


  

 

 
Medical Research Archives |https://esmed.org/MRA/index.php/mra/article/view/5474  6 

Provider-Perceived Impacts of Social Vulnerability on Patients’ Access to Care During the 

COVID-19 Pandemic 

Table 2. Provider reported adjustments made due to COVID-19 to enable care to socially vulnerable 
populations. 

Category Sample of Comments 

Technology/Telehealth “I have some people who live in rural populations and I have been 
accommodating them by using zoom telehealth.” 
 
“Maximize virtual encounters.” 

Testing “Access to adequate testing sites with reasonable result times 
became a factor. We contracted with major university to mitigate 
this factor for our federal site.” 
 
“Weekly screenings. Active surveillance of patients with symptoms to 
quarantine and monitor for further symptoms.” 

Cost “Meeting the population where they needs are, providing care on 
the basis they can afford.” 
 
“We have waived copays and made sliding scales for those 
struggling to pay for services.” 

Flexibility “Greater flexibility in scheduling and cancellation policy.” 
 
“follow always changing hospital policies.” 
 
“Work more hours.” 

 
“Increased flexibility in scheduling and attendance policies.” 
 
“We have mailed out enrollment documents to clients who do not 
have internet access due to rural communities or age.” 

Knowledge/Education  
 

“Be more knowledgeable about local resources for SVI populations.” 
 
“Since patients have not been able to have their preventive care 
appointments, I have had to adjust to make sure I provide more 
education than ever regarding preventive care and/or maintenance 
of their disease.” 

PPE and Prevention  “Implementing CDC and state guidelines for social distancing limits 
the contact with these individuals because of the limited PPE.” 
 
“The general precaution such as mask cleaning, more diligent 
cleaning of rooms between patients, and social distancing in waiting 
rooms.” 

Community 
Referrals/Care 
Coordination 

“Reach out to community resources to coordinate transportation, 
shelter, and medical attention.” 
 
“More targeted work on managing socioeconomic stressors.” 

Visitors “Limiting and restricting visitors in the clinic treatment areas to reduce 
exposure risk to patients and staff.” 

Other “Everything is by appointment, so we miss a lot of our patients being 
seen or being able to get ahold of them. A lot of our patients have 
no phone, no car, and appointments don’t work for them.” 
 
“Taking more time to assess the family’s mental health needs.” 
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Table 3. Provider-reported needs to improve care to socially vulnerable populations. 

Category Sample of Comments 

Staffing/Space “More real estate and staff to accommodate larger volumes.” 
 

“more ICU beds.” 
 

“lower patient to nurse ratio.” 
 

“More medical staff. Such as nurses and CNAs.” 

Community 
Resources/Referrals  

“More readily available community resources, particularly to aid them in 
financial stress, managing unemployment, and obtaining and utilizing 
appropriate personal protective equipment.”  
 

“Better access to primary care providers.” 

Telehealth/technology “Free smart phones or iPad for vulnerable populations and free internet 
service.” 
 

“Ability to get to those populations that cannot get to me-that is more 
telemedicine, more getting out into the community and to rural areas to 
reach them.” 

Transportation “Availability of mobile units that can go out to SVI where they live.” 
 

“volunteers to overcome transportation issues and enroll eligible in 
Medicaid.” 

Insurance  “Permanent TeleMental Health benefits from ALL insurance companies.” 
 
"Increased support provided by government agencies (i.e. insurance)” 

PPE/Supplies “Accessible PPE to protect SVI and healthcare workers. Increase funding 
to provide PPE to SVI as well as other resources.” 
 
“Proper equipment [would] be very nice masks gloves pay us mileage 
and back pay for front lines.” 

Knowledge/Information  “awareness of their needs, before visit.” 
 

“More ways to provide patient education especially to the elderly 
because some don’t have email and etc.” 
 

“Improved education on telehealth services/benefits.” 

Testing “More testing sites in rural areas.”  

Other “Grant funding for medical supplies after care visits/ surgical cases and 
travel vouchers.” 
 

“Translators.” 
 

“Better communication from leadership to those providing care.” 
 

“More case managers to help put patients in touch with community 
resources after hospitalization.” 

 

 
 

Discussion 
There were notable health disparities in COVID-19 
diagnosis and treatment outcomes, with socially 
vulnerable populations being disproportionately 
negatively affected by the pandemic1,2. Healthcare 
providers were frontline responders during the 
COVID-19 pandemic and have valuable 
knowledge related to the provision of healthcare to 

socially vulnerable populations during the COVID-
19 pandemic.  
 
This study was aimed at providing a broad view of 
healthcare providers’ perceived patient factors 
limiting access to care among socially vulnerable 
populations in a range of healthcare settings in a 
moderately highly populated county in North 
Carolina during the COVID-19 pandemic. Notably, 
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despite extensive literature highlighting the barriers 
to care experienced by racial/ethnic minorities 
during the COVID-19 pandemic across the 
nation21,22 and particularly in the south12, almost 
40% of the providers that participated in our study 
reported that race/ethnicity was never or was 
rarely a factor that impacted care during the 
COVID-19 pandemic. More research is needed to 
better understand these findings. Use of a multi-
method approach, to include qualitative techniques, 
is recommended to add context to these findings 
and to better interpret providers’ perceptions 
regarding the barriers experienced by socially 
vulnerable populations. 
 
Qualitative data collected from our sample of 
providers pertaining to the adjustments that they 
made as a result of the COVID-19 pandemic to 
improve care for socially vulnerable populations 
are consistent with national reports regarding the 
adjustments that were made by healthcare 
providers in response to COVID-19. These 
adjustments included the utilization of PPE and 
preventative practices, use of technology and 
telehealth to facilitate virtual appointments, 
reducing the cost of services, increasing attention to 
community referrals and care coordination, and 
limiting visitors. A unique theme that emerged 
among our study sample was the use of increased 
flexibility (e.g., working longer hours when needed, 
working while short staffed, following quickly 
changing policies, providing patients with more 
leniency pertaining to healthcare site policies, and 
accommodating patients’ unique needs in-the-
moment). Flexibility may be an integral tool used 
by providers to care for socially vulnerable 
populations during the COVID-19 pandemic within 
the medium-sized county in North Carolina where 
our study was conducted. Future research should 
further explore the role of flexibility in pandemic 
response efforts, the impact of provider flexibility 
on patient health outcomes, and the factors that 
may facilitate and/or impede flexibility among 
healthcare providers during pandemics. 
 
Additionally, qualitative findings pertaining to what 
our sample of healthcare providers reported that 
they needed to provide better care to socially 
vulnerable patients during the COVID-19 pandemic 
included more staff, more space, more funding 
support, and fast and reliable internet. 
Interestingly, providers also noted their need for 
patients to be better supported in order to receive 
the care they provide. Specifically, our sample of 
providers noted the need for patients to be insured, 
to have transportation, to have the technology 
needed to engage in virtual appointments, and to 
be educated about COVID-19.  

There are noteworthy study limitations that should 
be considered when interpreting the findings from 
this study. First, the survey response rate was low 
(2%) and there were substantially more female 
respondents than male respondents. However, this is 
not atypical of survey research among healthcare 
providers23,24. Also, given the novelty of COVID-19 
at the time of study implementation, existing 
measures related to COVID-19 care did not exist 
and a researcher-constructed questionnaire was 
utilized. Given this, our research, like most research 
conducted during the COVID-19 pandemic, is 
exploratory in nature. Also, the data collected for 
this study was entirely based on provider self-
report which may encourage socially desirable 
responding. Despite this, self-report survey 
measures are commonly used in social science and 
healthcare research25. Another limitation is that the 
cross-sectional study design did not provide 
information on provider self-report across time or 
during the second half of the pandemic. The impact 
and duration of the COVID-19 pandemic was more 
extensive than was originally anticipated. 
Therefore, this study may not have captured 
providers’ experiences and perceptions during the 
height of the pandemic in the county. Future studies, 
during times of pandemics, should consider using a 
longitudinal design to explore providers’ perceived 
barriers to the provision and access of care to 
socially vulnerable populations due to pandemics, 
as this may capture progression over time. Despite 
these limitations, this research is novel in that it is one 
of the only known studies to directly access provider 
perspectives regarding the factors that impacted 
access to healthcare among socially vulnerable 
populations during the COVID-19 pandemic and 
includes providers’ perspectives on ways to improve 
care to socially vulnerable individuals/populations 
during pandemics.  
 

Conclusion 
Healthcare providers observed an impact on access 
to care by socially vulnerable populations right 
from the beginning of COVID-19 
pandemic. The highest negative impact on access to 
care was among patients who lack reliable 
transport, those who are elderly, and those with 
inadequate housing. Providers tried to adjust by 
increasing use of strategies that may be relevant 
for the socially vulnerable people such 
as telehealth, patient education, and referral to 
community services. We therefore recommend that 
County and State governments explore increasing 
support for healthcare providers at times of 
pandemics so that they can continue to maintain 
standards of care and meet the needs of those who 
are most vulnerable. Evidence from the COVID-19 
pandemic indicates that the highest need during 
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times of pandemics may be for more staff and 
space, more/better PPE for providers and patients, 
availability of community resources, patient-
education resources, improved technology/ 
technical capabilities for patients to enable 
telehealth, transportation for patients, improved 
patient insurance, interns, training, and financial 
support. Flexibility  may  also  be  an  integral     
tool when  providing  care  to  socially  vulnerable 
populations during pandemics.  
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