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Précis: Federally Qualified Health Centers
(FQHCs) proved to be critical points of access for
people of color and other underserved populations
during the COVID-19 pandemic, administering
61% of their COVID-19 vaccinations to people of
color, compared to the 40% rate for the overall
United States’ vaccination effort. To better under-
stand the approaches and outcomes of FQHCs
in pandemic response, we conducted semi-struc-
tured interviews with FQHC health care providers
and outreach workers and analyzed them using an
inductive qualitative methodology.

on health inequities in the United States.
Throughout the pandemic, Black and Hispanic
people experienced (and continue to experience)
higher rates of infection and death than white people,
as well as lower rates of vaccine and booster uptake.!
These disparities can be traced, in part, to a health care

T he COVID-19 pandemic shone a bright light
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system that often perpetuates existing inequalities,
including unequal access not just to health care but
also to things like economic, housing, and food secu-
rity.2 It is the role of a public health system to protect
the health of all members of society, but when a pub-
lic health system fails to adequately address inequity,
other stakeholders within the health system may step
up to fill that role. During the COVID-19 pandemic,
Federally Qualified Health Centers (FQHCs) proved
to be one such set of stakeholders.

An FQHC is a type of community health center and
non-profit organization that receives grant funding
from the Health Resources and Services Adminis-
tration (HRSA) to provide primary care to medically
underserved areas and populations.? These health
centers maintain an “open door” policy and will serve
people who are underinsured and uninsured, resulting
in a higher proportion of patients who are poorer than
the general population.* In 2016, 92% of health center
patients had incomes at or below 200% of the federal
poverty level, including 70% who had incomes at or
below 100% of the federal poverty level. Furthermore,
over half of health center patients are people of color.?
Between 2007 and 2014, the proportion of patients of
color at FQHCs grew, specifically among Black, Amer-
ican Indian, and Hispanic American populations.6

Recognizing that primary care clinics like FQHCs
were positioned to play an important role in vaccine
distribution, due in part to their familiarity with com-
munity-level vaccination outreach and processes, the
White House initiated a policy of direct allocation of
COVID-19 vaccines to FQHCs in February 2021.7 In
a retrospective cohort study with survey data from
January 8 to July 2, 2021, it was found FQHCs had
administered 61.4% of their COVID-19 vaccines to
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patients of color compared with 40% administered to
people of color in the general US population.®

To analyze the role FQHCs played in ensuring equi-
table access to COVID-19 vaccines, we conducted
semi-structured interviews with FQHC administra-
tors, clinicians, and outreach workers at two FQHC
networks (HS1 and HS2). Two teams of two people
each coded the interviews using an iterative emer-
gent thematic coding approach and reconciled cod-
ing discrepancies by consensus. A detailed reporting
of the methods and findings of this work is reported
elsewhere; in this paper, we draw on those findings.?
A relational public health ethics framework which
we describe below, we argue that, in response to the

values and rights.” Baylis et al. emphasize three inter-
related, overlapping values: relational personhood,
social justice, and relational solidarity. Using the rela-
tional account developed by Baylis et al., we highlight
the unique ways that FQHCs perform the necessary
functions of public health through their focus on rela-
tionality, social justice, and solidarity.

Relational Personhood

The first core value of public health that Baylis et
al. identify is relational personhood, a concept that
focuses on humans’ sociality and interconnectedness
rather than independence and separateness from one
another.”> Humans live within social and political con-

To analyze the role FQHCs played in ensuring equitable access to
COVID-19 vaccines, we conducted semi-structured interviews with FQHC
administrators, clinicians, and outreach workers at two FQHC networks
(HS1 and HS2). Two teams of two people each coded the interviews using
an iterative emergent thematic coding approach and reconciled coding
discrepancies by consensus. A detailed reporting of the methods and findings
of this work is reported elsewhere; in this paper, we draw on those findings.
Using a relational public health ethics framework, which we describe below,
we argue that, in response to the demands of COVID-19, FQHCs performed
key roles that are necessary in a well-functioning public health system and
offer valuable insight into pandemic policies that support health equity.

demands of COVID-19, FQHCs performed key roles
that are necessary in a well-functioning public health
system and offer valuable insight into pandemic poli-
cies that support health equity.

In the midst of fighting a pandemic, FQHCs became
essential health care infrastructure, shoring up a frac-
tured public health system. Given that Americans tend
to value individual rights more than communitarian
and relational values, FQHCs provide an important
case study on both the feasibility and benefits of public
health approaches and policies rooted in relationality
within the US context.!°

Relational Public Health Ethics and FQHCs

In their paper “A Relational Account of Public Health
Ethics,” Francoise Baylis, Nuala P. Kenny, and Susan
Sherwin propose a public health ethics framework
that is relational, meaning the ethics framework
focuses on relationships, rather than individualistic
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texts; we develop our preferences and values through
interactions with others. Thus, a relational approach
to public health understands that the social and politi-
cal realities that individuals experience beyond health
care encounters are relevant to health and to provid-
ing health care.

Compared to other health care institutions, FQHCs
and their staff pay especially close attention to the
lived realities of their patients by building relation-
ships with their patients and community, often attend-
ing events outside their health center. One FQHC pro-
vider underscored this: “We build up relationships.
You cannot imagine the number of Christenings, First
Communions, baby showers, everything that I go to
[laughing] every week” (HS1-6).

In one interview, a provider described asking for
help from a community church leader to help fill vac-
cination appointment slots: “We called one of our
community stakeholders and she’s a lady that’s very
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connected to her church, and she brought her whole
congregation, and everybody got vaccinated. Because
she knew everybody, she could do this” (HS1-5).
FQHCs leveraged these connections within the com-
munity to perform a core function of a public health
system, supporting vaccination efforts at a critical
point.

Social Justice

Social Justice, the second value of Baylis et al’s rela-
tional account of public health, compels us to scruti-
nize how political and social conditions are created,
maintained, and changed.’® While relational per-
sonhood prompts us to see beyond mere individu-
als, social justice urges correction of injustice among
and between groups, seeking to alleviate disparities
and disadvantages. Although there are many concep-
tions of social justice, Baylis et al. draw most on the
account developed by Ruth Faden and Madison Pow-
ers in their 2006 book fittingly titled Social Justice:
The Moral Foundations of Public Health and Health
Policy.** Powers and Faden argue that social justice is
concerned with recognizing and addressing the fact
that an individual’s well-being “is generally a function
of the status, standing, and position within densely
woven patterns of systematic disadvantage of the
groups of which they are a part.”

Other scholars of social justice have made simi-
lar arguments. For instance, in her pioneering paper
“Health Law as Social Justice,” legal scholar Lindsay
Wiley develops a conception of “health justice,” that
resonates with Powers and Faden and views health law
as an instrument of social justice.’” Wiley argues that
health justice is committed to (1) the view that access
to health care is one among many social determinants
of health; (2) the view that bias on the basis of race,
class, and other social/cultural characteristics influ-
ences “the design and implementation of measures to
reduce health disparities”; and (3) “collective action
grounded in community engagement and participa-
tory parity.” Both of these conceptions of social justice
resonate with Baylis et al’s relational account of public
health, which requires “that particular attention must
be paid to identifying and unraveling complex webs of
privilege and disadvantage.”6

Federally Qualified Health Centers, which were a
product of the Civil Rights movement, often explic-
itly acknowledge justice as a value in their mission
and leadership statements.”” During the 1964 Free-
dom Summer voting rights campaign in Mississippi,
activist doctors and medical students cared for injured
civil rights workers and sought ways to provide care
for Black people in rural Mississippi, who were often
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refused care by hospitals.’® Their efforts resulted in
the establishment of community-based care centers
in Mississippi and Boston, providing local, essen-
tial primary care. Neighborhood Health Centers, as
FQHCs were originally known, soon received federal
funding as part of President Johnson’s War on Pov-
erty after years of grassroots organizing by community
members.!?

This history was reflected nearly 60 years later, at
the beginning of the COVID-19 pandemic, as many
FQHCs were cognizant of potential disparities in vac-
cine allocation deriving from densely woven patterns
of disadvantage and took steps to help ensure equi-
table access to vaccines.?? FQHCs exemplified social
justice values by paying careful attention to patient
populations that experience systemic barriers to
vaccine access, including travel and time barriers.>!
FQHC providers we spoke with described holding
weekend clinics to help increase access for those who
could not leave work to get vaccinated. Providers often
explained how they arranged transportation for their
patients using public transportation or a car service.
One described how “those are the individuals that
can’t just take an Uber or take a bus to our facility, but
I've been able to actually make the calls and schedule
their transportation” (HS1-16).

Providers demonstrated a commitment to social jus-
tice through intentional outreach to specific parts of
the community with high levels of poverty: “We spoke
with churches, we spoke with daycares, we spoke with
nonprofits in various zip codes... where poverty levels
were high, resources were low — a lot of Black and
Brown communities in those neighborhoods. And we
said, ‘Hey, how can we help get your folks connected to
vaccine clinic” (HS1-7)? Because of their commitment
to social justice, FQHCs were able to identify and fill
an access gap, thereby fulfilling another key function
of a public health system that prioritizes relationality.

Relational Solidarity

Baylis etal.identify theirlast value as relational solidar-
ity. 22 Solidarity is still an evolving notion in bioethics
and philosophy that can be conceptualized in several
different ways, and Baylist et al. provide an insightful
critique of the ways it is often deployed. They observe
that some conceptions of solidarity rely on intimate
connections to a few loved ones, while others hinge
upon shared identities forged through a common
struggle. Relational solidarity, however, rejects these
conceptions in favor of a relational understanding of
solidarity that would “eschew a vague concern for all
of humanity and replace it with one that is cognizant
of, and responsive to, the particular types of needs
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experienced by those who are socially and economi-
cally disadvantaged.”? They explain:

Relational solidarity values interconnections
without being steeped in assumptions about
commonality or collective identity. What matters
is a shared interest in survival, safety and secu-
rity — an interest that can be effectively pursued
through the pursuit of public goods and through
ongoing efforts to identify and unravel the com-
plex webs of privilege and disadvantage that sus-
tain and foster an ‘us’ versus ‘them’ divide.*

FQHCs’ mission is to uplift the marginalized mem-
bers of the communities they serve, which was
reflected in the strategies they employed during the
COVID-19 vaccine rollout. Through these targeted
strategies, FQHCs embodied the value of relational
solidarity by ensuring that disadvantaged populations’
time, resources, and health status were accounted for
during outreach. For example, agricultural workers,
especially those who are migrants, were known to be
a population who were made particularly vulnerable
during COVID-19.2* One FQHC provider explained
how the center has a specific program for Hispanic
outreach, which visited farms during the pandemic
to help reserve vaccines for migrant workers: We
go out to the farms to do outreach, we take note of
their name... and we have them come in as soon as
the vaccines are available” (HS2-18). Another commu-
nity health worker mentioned a colleague that went
directly to farms to do pop-up clinics at farms: “She’s
their go-to person. The other day she took a van full
of vaccines and said ‘Alright, when you have a 15-min-
ute break, go by the van, go get your lunch, and then
get back to work™ (HS2-5). This outreach embodies
relational solidarity by being sensitive to the resource
constraints that migrant workers face to receiving the
COVID-19 vaccine, building strategies to accommo-
date them.

A similar demonstration of relational solidarity is
apparent in how FQHCs reserved vaccine doses for
people who were unhoused. An FQHC provider we
spoke to described this strategy: “We reserved 20 slots
for individuals without homes, because one of the com-
munity stakeholders emailed me and said, ‘We got 20
people who want this but no there are appointments
available” (HS1-3). Additionally, FQHCs sought to
lower the barriers to vaccine access for people without
internet access by scheduling many appointments by
phone. An FQHC provider explained the importance
of using phone booking in addition to an internet sys-
tem: “We’re moving to having a phone queue that peo-
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ple can go to request appointments. [W]e have noted
that it’s difficult for people, particularly older popu-
lations, and again, homeless people to access online”
(HS1-1).

These strategies, through their deliberate acknowl-
edgement of disadvantage coupled with corrective
strategies, are solidaristic in nature, helping to coun-
ter unjust systems that ultimately disadvantage us all.
This outreach to the community was crucial in helping
slow the spread of COVID-19 and lower rates of death.

Lessons Learned: FQHCs as a Blueprint for
Relational Public Health

FQHCs offer lessons into how relational approaches
are enacted, despite the widespread individualism that
is pervasive in the US and the American health care
system.26 It is crucial that the American health care
system learn and implement the lessons FQHCs can
teach us about pandemic preparedness and response,
and that those insights are reflected in policies and
funding allocation. Here, we highlight important
insights that we observed throughout our project that
can help advance equity in future pandemic policy.

First, prioritizing relationship-building can generate
trust in public health interventions.

Federally Qualified Health Centers have demonstrated
throughout the pandemic that their longstanding rela-
tionships with their patients, community leaders, and
other organizations are integral to their success in vac-
cination. Long before the pandemic, FQHC outreach
workers attended milestone events in patients’ lives
and spoke with patients about their values beyond
just their medical care. This practice of showing up
for patients proved indispensable to establishing trust
during a crisis, helping providers navigate meaning-
ful conversations about COVID-19 vaccine safety and
efficacy.

Being sensitive to the long history of racism is
imperative to effective relationship building. This
history of racism includes being subject to unethical
medical experimentation, unequal treatment through
withholding pain medications, and lower admission
rates compared to white counterparts. In order to
achieve effective public health outcomes, trust build-
ing is especially important for patient populations
that have historically been exploited, ignored, and
wronged by the health care system.

Throughout the pandemic, the Biden Administra-
tion allocated large sums of vaccines to drug stores like
CVS and Walgreens.2” Allocating vaccines to these drug
stores undoubtedly helped with accessibility; however,
many primary care providers and public health schol-
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ars commented on this decision, noting widespread
distrust of COVID-19 vaccines and the idea that pri-
mary care providers may be particularly well-posi-
tioned to allay concerns because of their long-standing
patient relationships.28 Several FQHC providers we
spoke with mentioned that it was their goal to leverage
their community and patient connections, ensuring
that their patients were administered vaccines.

Good public health will leverage relationships in
times of crisis and also work to continuously build
trusting, strong relationships over time. Recogniz-
ing the importance of these relationships, as FQHCs
did, can be crucial to supporting future public health
measures like regular vaccination appointments and
community-responsive pandemic planning.

Second, a good public health system must
acknowledge inequities and seek to correct them.
Policy infused with social justice requires an under-
standing of the structural and social causes of dispari-
ties and the actions necessary to correct them. The
disproportionate impact of COVID-19 morbidity and
mortality on people of color is well documented.?®

During the COVID-19 pandemic, many FQHCs
demonstrated a social justice and relational solidar-
ity orientation in the ways that they facilitated access
to appointments for medically underserved commu-
nities, understood and alleviated transportation bar-
riers, and made concerted efforts to target high-risk
populations. As a result, FQHCs provided crucial
access to COVID-19 vaccination for people of color
and other underserved populations. This was made
possible, in part, by the structure and governance of
FQHCs, which are designed to facilitate an exchange
of information between the community and the health
center. By law, FQHCs are governed by boards that
comprise at least 51% patients who are served by the
FQHC, and who must represent the patient popula-
tion served in terms of their racial, ethnicity, and gen-
der identities.?° By seeking out and listening to the
needs of the community they serve, FQHCs can be
responsive to local needs.

As Baylis et al. discuss, it is not accurate to concep-
tualize public health as an enterprise that intervenes
at the individual patient level, but rather as one that
necessitates collective effort, understanding, and
coordination.?' Federally Qualified Health Centers
provided an indispensable blueprint for policies and
practices in the future to ensure that social justice is
an integral value. The communicable and intercon-
nected nature of public health requires policymakers
to ensure that populations that have been made vul-
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nerable due to structural and social stressors are cared
for and that disparities are alleviated.

Third, solidarity is a necessary but underutilized
value in public health.

As Wiley argues, social justice in practice must seek
to implement measures that reduce disparities.32 The
implementation of public health initiatives imbued
with social justice can foster solidarity by acknowledg-
ing vulnerabilities across groups, and can help move
beyond the “us versus them” divide that Baylis et al.
warn against.?3 Enacting solidarity at the population
level requires appreciating a shared interest in helping
people who have been made vulnerable, and it takes
partnerships, coordination, deep understanding, and
collaboration among a variety of sectors and actors to
achieve community immunity. Through their careful
strategies that prioritized vulnerable populations dur-
ing the COVID-19 pandemic, FQHCs foster solidarity
in public health. Such an approach can be used as an
inspiration and example of the potential that broader
US public health plans can achieve when meaning-
fully partnering with and supporting their patient
community.

Looking Ahead: Relational Public Health
Policy

Taking these lessons together, relational public health
ethics supports a change in how governments organize
resources to achieve an equitable distribution of vac-
cines or other interventions. Policy that is cognizant of
FQHCs’relational approach to public health will ensure
that necessary resources are allocated to FQHCs and
other medical centers aligned with a relational model
of public health. These policy changes can be in the
form of Medicaid payment formulas, as health centers
tend to rely on payment from Centers for Medicare &
Medicaid Services (CMS) more than medical facilities
that are not community health centers.3*

The Affordable Care Act (ACA) established a Med-
icaid and Medicare Prospective Payment System,
a unique payment system for FQHCs.?5 In order for
FQHCs to receive payment, there must be a specific
payment formula for the treatment or service estab-
lished by CMS. However, during the pandemic there
was not a payment formula that was tailored for
FQHC vaccine efforts. As a result, some FQHCs were
reportedly not compensated for the administration of
at least 1 million vaccine doses in California, Michi-
gan, and Mississippi alone.?6 When FQHCs provided
only a vaccine, without additional routine care, receiv-
ing payment for the administration of each individual
dose became extremely difficult and time-intensive, in
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part because CMS had not created a payment formula
to determine how much the administration of each
shot within a health center would cost.

Prior to the receipt of federal funds dedicated to
FQHC vaccination programs, health centers orga-
nized and ran vaccination clinics with staff volunteers,
making it “a whole other line of work for us that for
which there has not been attached revenue” (HS2-
15). Although some FQHC health care workers were
uncompensated, these weekend vaccine clinics were
instrumental in helping populations access the vacci-
nation — particularly for those who work full time on
weekdays.

The same provider who commented on weekend
vaccination clinics noted that these primary care cen-
ters became critical infrastructure in an emergency
public health response: “Until three months ago, this
wasn’t our business. In a country whose public health
institutions were gutted a long time ago, that doesn’t
have a coherent health care system, we stepped in as
community health centers to say, ‘We will play the role
of the public health system. Because most communi-
ties don’t have a public health department that could
do this. So we said, ‘We are it.” (HS2-15).

During a crisis, financial, human, and other
resources are likely to be constrained. Going for-
ward, identifying and addressing community health
centers’ resource deficiencies before a crisis breaks,
rather than midstream, can help ensure resource gaps
in health care are addressed quickly and efficiently at
a time when reaching community immunity is criti-
cal. Further research is needed to understand what
supports health centers like FQHCs may need dur-
ing a pandemic, such as adjusting payment models
to ensure FQHCs are compensated properly for their
equity-focused pandemic response work. Indeed, a
relational public health model not only compels an
acknowledgment of inequities, but also requires a cor-
rection of past injustices and mitigation of further dis-
proportionate harms.

To meet these obligations, funders of public health
programming must continue to support the para-
digm shift in how FQHC resource needs during a
pandemic are anticipated. This paradigm shift began
in early February 2021, three months after vaccines
became available through tiered eligibility, when
HRSA established the Health Center COVID-19 Vac-
cine Program, which received funding from President
Biden’s American Rescue Plan.?” Since this program’s
launch, health centers have held over 60,000 vac-
cination events across the US in partnership with
community organizations.?? Other initiatives like the
Health Center COVID-19 Vaccine Program could help
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support FQHCs’ community-based outreach during
non-pandemic times as well by providing them with
the resources, support, and flexibility to continue their
relational approach to health care. While the Health
Center Vaccine Program was specific to the COVID-
19 pandemic, policymakers within HRSA and those in
charge of congressional appropriations can acknowl-
edge the benefits of the program, using it as an exam-
ple to approach future public health efforts, emer-
gency or otherwise, involving health equity. Another
lesson that could be drawn from this work relates to
the governance of FQHCs. The mandate that FQHC
boards comprise at least 51% patients who represent
the community they serve helps support the exchange
of information regarding community needs and pri-
orities.?® The board is tasked with several key admin-
istrative duties for the health center, including creat-
ing bylaws; ensuring Federal, State, and local laws and
regulations are met; approving the CEO or project
director; and allocating funding across the organiza-
tion. Other public health organizations could benefit
from a similar mandate to help ensure that policies
and programming are responsive, appropriate, and
reflective of commitments to relationship person-
hood, social justice, and relational solidarity.

In this paper, we drew on interview data to exam-
ine how FQHCs function as health organizations
that successfully embody a relational ethics frame-
work, despite the emphasis on individualism that is
pervasive in the US. More work will be necessary to
translate FQHCs’ successes in relational approaches
to pandemic response into policies that permeate
the American public health system. Furthermore, we
argue that FQHCs have become an indispensable part
of our public health infrastructure that may require
different resources and support from federal and state
governments, given their social justice focus and rela-
tional approach to patient care.
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